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ABSTRACT 

CONCURRENT REPORTING OF ADVERSE CHILDHOOD EXPERIENCES 

AMONG PERSPECTIVES OF ADOLESCENTS AND CAREGIVERS 

Kate J. Berghuis 

July 20, 2021 

 

The consequences of Adverse Childhood Experience (ACE) events in youth have 

predominantly been studied through retrospective studies that assess adults’ first 18 years 

of life or caregiver report of ACEs in youth. Reliance on only caregiver report to discern 

ACEs is a limitation amongst prior studies as research has found that caregivers tend to 

underestimate ACEs among their children, and there is even a greater discrepancy of 

reporting between caregivers and youth 12 years and older. Therefore, this study 

investigated concurrent reporting of self-report ACE scores in adolescents – defined in 

this study as 12 to 20 years old – and caregiver-reports of their adolescents’ ACE scores. 

Adolescents from three primary care clinics (N = 22; 63.6% Black/African American; 

54.4% male) completed the Whole Child Assessment, while caregivers of the adolescents 

completed the Adverse Childhood Experience measure on behalf of their adolescent. 

Caregivers, whom all identified as women, ranged in age from 36 – 52 years old (N = 22, 

63.6% Black/African American). Contrary to the hypothesis, ACEs reported by 

adolescents and caregivers were not significantly different (t(21) = 1.44, p = .19). 

Contrary to the prediction, adolescents did not report a higher mean ACE score compared 
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to the caregiver’s report of the adolescent’s ACE score. The results have implications for 

identifying adverse experiences and connecting adolescents with resources to intervene 

and potentially negate harmful outcomes. Healthcare workers in the primary care setting 

who screen for adverse experiences may benefit from these findings to identify that a 

caregiver report does appear to accurately detect an adolescent’s ACE score in the 

primary care setting. These findings can lead to earlier detection of ACEs and mitigate 

the impact of long-term health outcomes. Additionally, accurate identification of ACEs 

has the potential to connect adolescents with appropriate resources.  
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CHAPTER I 

INTRODUCTION 

In 2017, the Administration on Children, Youth, and Families estimated that 

674,000 children, or 9.1 per 1,000 children, were victims of maltreatment – defined by 

physical abuse, sexual abuse, psychological abuse, and neglect – nationwide (U.S. 

Department of Health and Human Services, 2019). The Center for Disease and Control 

(CDC, 2012) estimated the national lifetime economic burden associated with adverse 

childhood experiences (ACEs) was approximately $124 billion, but a sensitivity analysis 

with a more conservative rate estimated the total to be as large as $585 billion (Fang et 

al., 2012), which represents new fatal and non-fatal cases of adverse childhood 

experiences in 2008 (Gerson & Corwin, 2015). This indication signifies the actual total 

cost could be much greater. Extensive literature has established the detrimental long-term 

effects on individuals who are exposed to ACEs including physical health conditions 

(e.g., chronic obstructive pulmonary disease, heart disease; Danese et al., 2009), 

developmental delays (Burke et al., 2011), reduced health-related quality of life (Corso et 

al, 2008; Felitti et al., 1998; Lanier et al., 2017) and poor mental health (Hughes et al., 

2017; Kalmakis & Chandler, 2015; Liu, 2017). This significant personal suffering and 

societal costs justify the importance of prevention efforts to combat ACEs.

 ACEs have been widely operationalized in prior literature (e.g., childhood 

maltreatment, childhood trauma, childhood stressors) to cover the severity and chronicity 

of the occurrences. For consistency throughout this paper, the term ACEs will be used to 
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encapsulate abuse (psychological, physical, and sexual), neglect (physical and 

emotional), and household dysfunction (domestic violence, substance use, 

psychopathology among family members, separation of caregivers, and imprisonment) 

that has ever occurred in an adolescent’s life. When ACEs occur, research has signified 

that an adverse experience seldom occurs independent of another event (Felitti et al., 

1998). Felitti and colleagues (1998) found when a person endorsed one ACE there was an 

87% likelihood they experienced a second ACE and a 50% chance a person experiences a 

third ACE if they experienced two. Given the physical and mental health conditions 

associated with ACEs, it is unsurprising that individuals who endorse 6 or more ACEs 

have shown to have a decreased life expectancy of about 20 years (Felitti et al., 1998). 

The increased knowledge around inauspicious outcomes in adults is one motive for 

researchers to intervene on the short-term outcomes affiliated with youth. Although early 

detection of ACEs in youth has yet to be comprehensively implemented, it has the 

potential to prevent and/or ameliorate the adverse effects of ACEs on youths’ health. 

However, the literature has notable gaps in its assessment of ACEs among youth. 

Concurrent Reporting Among ACEs in Youth 

Literature examining the consequences of ACEs in youth have predominantly 

been studied through retrospective studies that assess adults’ first 18 years of life or 

caregiver report of ACEs in youth. While the use of retrospective studies and caregiver 

reports have been frequently used, these reports have methodological limitations as the 

results using such designs can produce bias and measurement error. For instance, 

Fergusson and colleagues (2000) found relatively unstable test-retest reliability (k = .45) 

on ACEs reported retrospectively, and literature has found the current health status of 
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individuals to impact recollection of past ACEs (Schraedly et al., 2002). In addition, 

when a caregiver completes a questionnaire on behalf of their child(ren) they act merely 

as a proxy. Caregivers’ reports may be biased due to how they understand and express 

their perceptions of the youth’s circumstances (Sturgess et al., 2002). Research has also 

established discrepancies between caregiver and child reports in regard to the youth’s 

ACEs, with caregivers typically underestimating the experiences of the youth, especially 

when the experiences occur outside of the home environment (Ceballo et al., 2001; 

Oransky et al., 2013; Stover et al., 2010; Thomson et al., 2002). For instance, a study 

conducted by Heleniak and colleagues (2016) examined the concurrent impact of ACEs 

among a sample of 439 adolescents in which 7.9% of the participants (52.4% White) had 

been exposed to ACEs. Results from the study demonstrated that youth who endorsed 

exposure to physical, sexual, and emotional abuse using self-report measures reported 

higher levels of internalizing and externalizing behaviors, whereas parent-report signified 

that only emotional abuse was affiliated with externalizing symptoms. Additional data 

indicate that discrepancies between caregiver and youth reports of ACEs have been 

shown to increase as youth enter adolescence (Ceballo et al., 2001; Oransky et al., 2013). 

With the limited number of participants endorsing exposure to ACEs and more than half 

of the sample identifying as White (Heleniak et al., 2016), it is possible there could be 

larger differences of reported behaviors among youth and their caregivers if a more 

diverse sample who endorsed a greater number of ACEs were to be examined. These data 

underscore the importance of considering youth report when assessing ACEs. 

The use of screening measures to assess for ACEs in pediatric primary care 

clinics is one way to identify and intervene with youth who are at risk of developing 
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detrimental outcomes affiliated with ACEs (Bethell et al., 2017; Koita et al., 2018; 

National Scientific Council on the Developing Child, 2014). Practitioners within these 

clinics are uniquely positioned to screen for exposure to ACEs among children and 

adolescents since over time practitioners develop a trusting relationship with their 

patients and their families, which can facilitate the disclosure of ACEs (Garner et al., 

2012). Additionally, pediatric practitioners are trained in disease prevention and 

understand the criticality of a holistic approach to impact youths’ physical and mental 

health (Oh et al., 2018). Screening within a pediatric primary care clinic has been found 

to be advantageous for two essential reasons. First, the screening process can prevent 

further exposure to ACEs given that practitioners provide psychoeducation for caregivers 

around the relationship between ACEs and negative outcomes (Oh et al., 2018). Second, 

screening can guide clinical care by identifying patients who endorse ACEs (Oh et al., 

2018). Thus, routine screening for ACEs at pediatric well-child visits (i.e., preventative 

care check-ups) would be beneficial for early detection and have the potential to prevent 

a lifetime of issues. Screening for ACEs in youth may provide the awareness to acquire 

appropriate services for youth and their families.  

The Current Study 

A plethora of evidence supports outcomes such as physical health conditions (e.g., 

chronic obstructive pulmonary disease, heart disease; Danese et al., 2009), developmental 

delays (Burke et al., 2011), reduced health-related quality of life (Corso et al., 2008; 

Felitti et al., 1998; Lanier et al., 2017) and poor mental health (Hughes et al., 2017; 

Kalmakis & Chandler, 2015; Liu, 2017) across the lifespan, yet short-term outcomes in 

youth have been understudied. Thus, this study will expand on the literature to explore 
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concurrent reporting of self-report ACE scores in adolescents – defined in this study as 

12 to 20 years old – and caregiver-reports of their adolescents’ ACE scores for early 

detection of ACEs in youth. Reliance on only caregiver report to discern ACEs is a 

limitation amongst prior studies. Data indicates that caregivers tend to underestimate 

ACEs among their children (Ceballo et al., 2001; Oransky et al., 2013; Stover et al., 

2010; Thomson et al., 2002). Therefore, this study will aim to identify if there is a 

statistically significant difference between scores of the adolescents’ self-report ACEs in 

comparison to their caregivers’ report of the adolescents’ ACEs. Precisely, the authors 

expect the adolescents to report a higher ACE score compared to the caregiver’s report.
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CHAPTER II 

METHOD 

Participants 

 Participants between the ages of 12 and 20 and their caregivers were identified 

from three pediatric primary care clinics. However, all adolescents and caregivers except 

two pairs – meaning the adolescent and their caregiver – came from a clinic in a 

metropolitan city in the southern United States that primarily treats families and patients 

who identify as people of color (roughly 81.6%) with a median household income of 

approximately $26,000 (U.S. Census Bureau, 2009). Our sample comprised of 22 

adolescents, ranging in age from 12 to 20 years old (M = 15.45, SD = 2.15), whom 12 

identified as being male (54.5%). Of the adolescents, 63.6% (n = 14) identified as being 

Black/African American, 31.8% (n  = 7) as White/European American, and 4.5% (n = 1) 

as American Indian/Alaskan Native. 

Caregivers were ranging in age from 36 to 50 years old (M = 43.38, SD = 5.53) 

and all caregivers identified as being women. Majority of the caregivers identified as 

Black/African American (63.6% or n  = 14), with 36.4% (n = 8) identified as being 

White/European American. Twelve of the caregivers (54.5%) identified as having some 

college, a high school diploma, or less than high school for education level, while 10 

caregivers (45.5%) reported having a technical degree or more for education level. Eight
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caregivers (36.4%) identified as being single, an additional eight (36.4%) identified as 

being married, four (18.2%) identified as being in a relationship, one (4.5%) indicated 

they were divorced, and another caregiver (4.5%) reported they were separated. Nearly 

all caregivers (86.4% or n = 19) reported they were the primary caretaker of the 

adolescent. Over half stated that there were two caretakers for the adolescent (59.1% or n  

= 13), with 8 participants stated living in a two-caretaker household (36.4%). Twelve 

caregivers (54.5%) reported being currently employed and there was a range of annual 

household income from $9,200 to $300,000. Ten of the participants (45.5%) reported 

having an annual income of $50,000 or less, and six caregivers (27.3%) did not report an 

annual income. 

Measures 

Whole Child Assessment (WCA). The Whole Child Assessment (WCA; Marie-

Mitchell et al., 2019; Marie-Mitchell & O’Connor, 2013) is an instrument designed to be 

used during well-child visits to identify and address factors most essential for health 

outcomes. The WCA is applicable for ages 0-20 years old and is broken down by various 

age groups; however, this study will focus on the self-report versions of the assessment 

for 12 to 17 and 18 to 20-year olds. The WCA encapsulates questions pertaining to 

exposure and risk of ACEs, safety, substance use, mental health, relationships, sleep, 

physical activity, nutrition, dental care, tuberculosis risk, and interval history. Although 

the WCA measures a wide range of health-related variables, only the 10 questions 

pertaining to ACEs will be utilized for the purpose of this study. The ACE questions in 

the WCA embody the same themes the adult ACE questionnaire assesses, including: 

abuse (psychological, physical, and sexual), neglect (physical and emotional) and 
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household dysfunction (domestic violence, substance use, psychopathology among 

family members, separation of caregivers, and imprisonment; Felitti et al., 1998). If 

participants respond to an ACE question positively, signifying they do experience this 

event asked, or in a neutral manner (e.g., unsure), they are then given a score of 1. The 12 

items are summed to give a total possible score of 12. However, four of the questions on 

the WCA are the result of two questions being separated from the original ACE measure 

(Felitti et al., 1998); thus, the score on the WCA can be summed for a total of 10. As this 

is a new measure, psychometric properties are still being collected (Marie-Mitchell et al., 

2019). A Cronbach’s alpha of .70 (95% CI = .47 - .86) was found in our study. 

Adverse Childhood Experiences (ACE). The Adverse Childhood Experiences 

questionnaire (ACE; Felitti et al., 1998) was developed to retrospectively assess 10 types 

of childhood adversity among three domains: abuse (psychological, physical, and sexual), 

neglect (physical and emotional) and household dysfunction (domestic violence, 

substance use, psychopathology among family members, separation of caregivers, and 

imprisonment of a household member). The total ACE score is summed ranging from 0 

to 10 (0 = no, 1 = yes); thus, the higher the ACE score the more childhood adversities the 

respondent was exposed to. Caregivers will be given an ACE questionnaire to fill out on 

behalf of their adolescent pertaining to the entirety of their adolescents’ life thus far. ACE 

questions have been shown to have utility in pediatric settings and used as screening 

protocols (! = 0.88; Murphy et al., 2014). The scores from our study illustrated a similar 

Cronbach’s alpha of .81 (95% CI = .66 - .91). 

Procedure 
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 The author received study approval from the University of Louisville and Norton 

Healthcare’s Institutional Review Boards before conducting the study in the pediatric 

primary care clinics. The clinics are private, not-for-profit, community based primary 

care clinics. Data collection took place during initial intakes or follow-up sessions with 

the social worker and psychologist or during well-child visits with the medical provider. 

Specifically, the WCA was given to the adolescent and their caregiver completed the 

ACE questionnaire on behalf of the adolescent. If the adolescents or caregivers were 

unable to decipher what a question stated or had difficulty reading, they could ask for 

assistance from the practitioner administering the measures if conducted in person or 

reach out to the psychologist or social worker if completed online.  

Normally, the medical provider met with an average of 3 to 7 adolescents per 

week, the psychologist met with an average of 10 adolescents per week, and the social 

worker met with another 5-10 adolescents per week (roughly 18 to 27 adolescents seen 

per week); however, these averages drastically changed during the COVID-19 pandemic. 

Although prior literature in primary care clinics have indicated somewhere between 75 to 

90% of participants will agree to participate in studies located in pediatric primary care 

clinics (Dubowitz et al., 2008; Polaha et al., 2011), data collection for this study was 

unique due to the global COVID-19 pandemic. Circumstances associated with the 

COVID-19 pandemic, such as social distancing and limiting in-person contact, reduced 

the percentage of in-person adolescent appointment show rates. The pediatrician at the 

primary clinic where the data was collected estimated that show rates for adolescents 

dropped to approximately 15% of the typical show rates during the COVID-19 pandemic. 
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To assist with recruitment, researchers collected data in person as initially planned as 

well as through an online survey platform, Qualtrics. 

No incentives were given to the caregivers and adolescents for their participation 

in data collection. All adolescents and caregivers were provided follow-up information 

and resources, regardless if an ACE was endorsed. Standard reporting policies involving 

risks and adverse events for youth were implemented for the clinics 

(https://www.hhs.gov/ohrp/regulations-and-policy/guidance/reviewing-unanticipated-

problems/index.html), which have been predetermined by the healthcare system and the 

Office for Human Research Protections. 

Statistical Analyses 

Missing data. Due to the opportunity for researchers to review the measures 

while in the room with the adolescents and caregivers, and the forced response option on 

Qualtrics, there were no missing data to address. 

Assumptions and data cleaning. The relevant assumptions were checked, and 

data were cleaned prior to conducting analyses. In a paired-samples t-test, the following 

assumptions must be examined: normality, linearity, absence of outliers, and 

homogeneity of variance. In order to determine whether data are normally distributed, the 

differences between the caregiver-report ACE scores and the adolescent ACE scores was 

computed and then checked to see if the variable was normally distributed (Field, 2013). 

An examination of skew and kurtosis and an examination of P-P plots was used to assess 

normality (Osborne, 2013). To examine the skew and kurtosis, a Kolmogorov-Smirnov 

test was conducted. A significant value (p < .05) indicates a deviation from normality 

(Field, 2013). Our data was non-significant (p = .20) indicating the scores did not deviate 
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significantly from normal. Based on an examination of histograms, skew and kurtosis, 

and P-P plots, it was determined that both outcome variables were normally distributed 

(skew = 0.49, kurtosis = 0.95). The linearity assumption was tested with visual inspection 

of scatter plots. The scatter plots revealed a weak positive correlation. Outliers will be 

removed if a data point is three or more standard deviations from the mean (Osborne, 

2013).  After review of the boxplots, there were four extreme values that were roughly 

two and a half standard deviations from the mean; thus, the data remained included in the 

study. The assumption of homogeneity of variance was addressed using Levene’s test. A 

test of homogeneity of variance was conducted by doing a one-way ANOVA on the 

deviation of scores, which is the deviation between each score and the mean of the group 

from which it came (Field, 2013). If p > .05 then the assumption of homogeneity of 

variance has been met (Singer & Willett, 2003). The test of homogeneity of variance 

determined that the assumption was met (p > .05) and therefore, the analyses can be 

conducted as planned. Standardized mean differences, Cohen’s d, were calculated for the 

effect size as this method has been deemed best practice (Cohen, 1988). Cohen’s d 

examines differences between two group means and is then divided by the pooled 

standard deviation.  

Analytic plan. The current study used SPSS 27 to conduct a paired-samples t-test 

in order to compare the mean difference between adolescents’ ACE score and caregivers’ 

report of their adolescent’s ACE score. The standard deviations of the differences 

between the means, and the standard error of the adolescents’ and caregivers’ adverse 

childhood scores are be reported. 
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Prior to the COVID-19 pandemic, an adequate sample size to detect a statistically 

significant relation between the differences of self-report and parent-report of the ACEs 

was determined to be 200. This sample size was concluded using an a priori power 

analysis (G*Power 3.1 statistical power analysis program; Faul et al., 2009) with an alpha 

of .05, power of .80, and a small effect size (Cohen, 1988). However, due to the impact of 

the COVID-19 pandemic on data collection, in agreement with the dissertation 

committee, the author deemed collecting at least 20 participants for each group – 

adolescents and caregivers– as feasible and sufficient for the purpose of this dissertation.  
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CHAPTER III 

RESULTS 

Primary Analyses 

Means, standard deviations, internal consistencies, and intercorrelations among 

the ACE and WCA scales are presented in Table 1. The caregivers’ report of adverse 

experiences for the adolescent using the ACE measure ranged from scores of 0 to 7 (M =  

2.18, SD = 2.26), and the adolescents’ scores ranged from 0 to 8 (M = 3.00, SD = 2.23). 

Adolescents reported the highest ACE score as “Are your parents separated, divorced, or 

not living together?” (n = 15, 68.2%) following with the same number of adolescents 

stating, “Has your parent or anyone you ever lived with been arrested, deported, gone to 

prison, jail, or another correctional facility?” (n = 10, 45.5%) and “Was your parent or 

anyone you ever lived with depressed, mentally ill, or suicidal?” (n = 10, 45.5%). 

Conversely, caregivers’ highest rating of an ACE was “Were your parents ever separated 

or divorced?” (n = 15, 68.2%) followed by “Was a household member depressed or 

mentally ill or did a household member attempt suicide?” (n = 7, 31.8%) and then “Did 

your adolescent live with anyone who was a problem drinker or alcoholic or who used 

street drugs?” (n = 6, 27.3%). Figure 1 provides the difference in scores between 

adolescents’ and caregivers’ report of adverse experiences. The difference in mean scores 

for the adolescents’ self-report ACE score and the caregiver’s report of the adolescent’s
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ACE score (M = .82, BCa 95% CI [-.36, 2.00], was non-significant t(21) = 1.44, p = .19, 

d = .37.   
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CHAPTER IV 

DISCUSSION 

The purpose of our study was to fill a gap in the literature by exploring concurrent 

reporting of self-report ACE scores in adolescents and caregiver-reports of their 

adolescents’ ACE scores, rather than the sole reliance on caregiver report. Literature has 

shown that caregivers tend to underestimate ACEs among their children (Ceballo et al., 

2001; Oransky et al., 2013; Stover et al., 2010; Thomson et al., 2002), and limited data 

examining the association among caregiver and adolescent reports have shown that there 

is even a greater discrepancy of reporting between caregivers and youth 12 years and 

older (Shemesh et al., 2005), impacting the ability to intervene and provide appropriate 

resources, as needed. Contrary to these previous findings, the data did not illustrate 

significant results, indicating that there was not a significant difference between the 

caregivers filling out the ACE measure on behalf of their adolescent and the adolescent’s 

report of adverse experiences. This finding suggests that ACEs can continue to be 

examined from the caregivers’ perspective, which is typically happening in the primary 

care setting. However, given the small sample size of the study, further exploration is 

warranted to discern if these findings continue to hold true in larger studies.  

As mentioned, one explanation for the non-significant finding between the mean 

scores of the self-report and caregiver-report ACEs of the adolescent could be due to the 

limited sample size. When examining the sample size needed post hoc to find sufficient 

statistical power, a sample size of 232 participants is recommended. Thus, 116
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adolescents and 116 caregivers would have been needed to detect a statistically 

significant difference between self-report and parent-report of the ACEs, should one 

exist. 

Another explanation for the non-significant finding between the mean scores 

could be due to the differences between this study and the studies that show caregivers 

tend to underestimate ACEs among their children (Ceballo et al., 2001; Oransky et al., 

2013; Stover et al., 2010; Thomson et al., 2002). The mentioned studies were conducted 

in various settings and circumstances. For example, in Child Advocacy Centers following 

a child’s disclosure of sexual abuse (Oransky et al., 2013), in a school setting where 

graduate students read questionnaires aloud to the youth and sent questionnaires home to 

caregivers (Ceballo et al., 2001), caregivers and youth were interviewed after being 

recruited from a larger study they participated in (Thomason et al., 2002), and Stover and 

colleagues (2010) recruited youth and families after being referred by police, hospital 

sexual abuse program, or a pediatric emergency department with 30 days of a potentially 

traumatic event. Thus, contrary to the other studies, the present study was conducted in a 

primary care setting with providers who are uniquely positioned to screen for ACEs since 

they develop a trusting relationship with patients and their families which can facilitate 

the disclosure of ACEs (Garner et al., 2012). Thus, it is possible that the caregivers who 

participated in the study felt comfortable sharing sensitive information with the providers.  

Additionally, the uncertainty related to the timeframe of when adolescents and 

caregivers are supposed to report on could be an explanation for the non-significant 

finding between mean scores. For example, there were two cases where caregivers 

reported a higher ACE score for the adolescent compared to the adolescent’s own ACE 
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score and both of these cases were completed by caregivers whom were not the biological 

parent. Thus, there may be personal narratives that could illuminate the inconsistencies 

(e.g., reporting on living conditions prior to being removed from biological parent(s)). In 

addition, there were three cases where caregivers scored higher than the adolescents. 

Upon further inspection, two of the caregivers are not with the adolescent’s other 

biological caregiver. Therefore, there is a possibility that the caregivers reported on 

events prior to the adolescents’ knowledge or on events that the adolescents were never 

made aware of (e.g., caregiver abused alcohol or used drugs; caregiver was depressed, 

mentally ill, or attempted suicide; caregiver went to jail or prison). The last caregiver 

score that was higher than the adolescent had contradictory information between the 

caregiver report and adolescent report and there may be a possibility that the caregiver 

reported on themselves and not their adolescent. Of the 22 caregivers, there were 5 

caregivers (22.7%) who scored higher than their adolescent, 12 caregivers (54.5%) that 

scored lower than their adolescent, and 5 caregivers (22.7%) that scored the same as their 

adolescent. In general, perhaps clearer instructions are needed to discern which living 

situations to report on, or a way for the participant to indicate the events happened prior 

to their current living situation in case of fear of disclosure.  

Further, although the ACE questions from the WCA are supposed to mimic the 

questions from the ACE measure, there are differences that may lead a caregiver to 

respond ‘no’ and an adolescent to respond ‘yes’ or ‘unsure’. In example, a question on 

the WCA asks, “Did you ever live with anyone who physically hurt you in anger,” while 

the ACE measure specifically asks, “Did a parent or other adult in the household often 

push, grab, slap, or throw something at you or ever hit you so hard that you had marks or 
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were injured?” These two questions have the possibility to be interpreted differently. For 

instance, an adolescent may potentially identify anyone in the household who has 

physically hurt them whereas the caregiver report distinctly identifies a parent or other 

adult. Another difference between the ACE questions from the WCA and those from the 

ACE measure is adolescents have the option to mark ‘unsure’ to a question and this 

counts positively towards a total ACE score, whereas the ACE measure only has the 

option to mark ‘yes’ or ‘no’. These differences between the measures may have the 

potential to clarify how adolescents and caregivers respond differently to a question. 

Despite these differences in measures, though, self-report measures have been found to 

be adequate for the evaluation of adverse experiences in adolescents and are not 

indicative of overreporting of events (Duggal et al., 2000; Wagner et. al, 2006). Further, 

the data may have produced non-significant results due to the limited sample size.  

Limitations & Future Directions 

The results of the current study should be interpreted with consideration of the 

study’s strengths and limitations. Notably, our study addresses a gap in the literature by 

examining concurrent reporting of self-report ACE scores in adolescents and caregiver-

reports of their adolescents’ ACE scores in a primary care setting with over half of the 

participants identifying as people of color. Previous studies tend to solely rely on 

caregiver-report to discern their adolescent’s ACE score, which is a limitation due to 

studies identifying that caregivers tend to underestimate ACEs among their children 

(Ceballo et al., 2001; Oransky et al., 2013; Stover et al., 2010; Thomson et al., 2002). 

Despite the strength of the concurrent reporting, a limitation to the study is the potential 

for sampling bias. The risk of potential reporting due to identified physical and/or sexual 
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abuse from the ACE questions, may have produced a bias in the sample. Although 

practitioners within a primary care setting are uniquely positioned to screen for exposure 

to ACEs, the potential reporting is still a constraint of participant recruitment, and thus 

the makeup of the sample. It is possible that the participants in our study may be more 

motivated or able to participate than the broader clinic population (Shadish et al., 2002), 

which potentially may lead to non-significant results because the participants who 

participate may not report adverse experiences that would need to be reported to CPS, or 

if they do report such events, the adolescent may have already reported and/or are not 

living with the perpetrator. Thus, to clearly distinguish ACEs in adolescents, ACEs 

should be explored for every adolescent within a clinic setting. Given this information, 

the results should be interpreted with the composition of the current sample in mind.  

Another limitation of the current study is the generalizability of the findings given 

the makeup of the sample. More specifically, participants identified primarily as 

Black/African American and from one pediatric primary care clinic located in a 

metropolitan city in the southern United States. Although the inclusion of primarily 

Black/African American adolescents was unique, as most of the samples in the literature 

identified as White or Hispanic (Ceballo et al., 2001; Oransky et al., 2013; Shemesh et 

al., 2005), it is unclear whether findings from our study are generalizable to adolescents 

of other underrepresented groups and those in other geographic locations (e.g., urban and 

rural areas). Therefore, authors of future studies may wish to build on the results of our 

study by including such samples.  

A further limitation related to the current study’s sample is the limited number of 

participants. In order to help with community mitigation of COVID-19, measures such as 
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shelter-in-place orders resulted in significant declines in outpatient pediatric visits 

(Santoli et al., 2020). At the primary clinic where most of the data were collected, the 

show rates were down to 15% of the typical show rates for adolescents. The CDC 

guidelines encouraged primary care practices to use infection prevention strategies, such 

as an emphasis on telemedicine visits until there was a better grasp on the pandemic 

(CDC, 2020).  However, despite the author of the study putting the measures on an online 

survey platform to make the study more available to the restrictions related to the 

COVID-19 pandemic (e.g., social worker and psychologist working remotely), most of 

the participants (81.8%) completed the measures in person. Therefore, with these policies 

put in place, fewer adolescents showed up to the clinic in person for visits and this 

resulted in a significant decrease in the number of participants collected. Regardless of 

the modification to allow participants to complete the measures online, the results of this 

study should be viewed as preliminary. To elucidate the potential of significant 

differences existing, more participants are needed to generalize to a broader sample 

(Heppner et al., 2008; Shadish et al., 2002).  

Further, the current study included only a single measure to evaluate adverse 

childhood experiences among adolescents; therefore, the results of the current study must 

be considered within the context of this limitation. Future studies may examine the 

addition of clinical interviews to collect data on the level of exposure or timing of 

exposure of an ACE event(s) in addition to obtaining rich information related to the 

events reported by the adolescents and caregivers (Duggal et al., 2000). Attaining this 

information will further evaluate any discrepancies between the adolescent-report and 

caregiver-report of the adolescent’s ACE score.  
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As literature has found that early detection and intervention of ACEs have the 

potential to improve the health and well-being of children in the long-term (Burke et al., 

2011; Corso et al., 2008; Danese et al., 2009; Hughes et al., 2017; Lanier et al., 2017; 

Liu, 2017), routine screening for ACEs at pediatric well-child visits in a primary care 

clinic is the quintessential place for this to be done. Research has shown that screening in 

healthcare settings can lead to earlier detection of mental and physical health problems, 

connect youth and families with relevant referrals and follow-up care, and prevent ACEs 

in youth (Bethell et al., 2017; Koita et al., 2018). Moreover, a primary care setting allows 

for other practitioners (e.g., social workers, psychologists) to further assess and treat the 

potential behavioral impacts related to exposure of ACEs, providing holistic care for 

adolescents.   

When considering policy implications, literature suggests early detection of ACEs 

in youth have the potential to prevent and/or ameliorate adverse outcomes. Thus, 

accurately identifying ACEs in adolescence and understanding the buffering effects (e.g., 

coping skills, psychotherapy) of protective factors can be essential to combat outcomes 

related to ACEs. As mentioned previously, the estimated national lifetime economic 

burden with ACEs is billions of dollars (CDC, 2012; Fang et al., 2012). The personal 

suffering and societal costs justify the importance of correctly identifying ACEs in 

adolescence. Given there are not differences in scores between the adolescents and 

caregivers report of ACEs in an adolescent’s life, the results indicate that primary care 

clinics may be a unique setting that indeed signifies providers have built a trusting 

relationship with the caregivers and may be able to rely solely on a caregiver report in a 

primary care setting. Furthermore, it is important to note that not every adolescent who 
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identifies experiencing an ACE needs mental health treatment (Hamby et al., 2021); 

however, screening every adolescent for adverse experiences allows adolescents who are 

at risk of poor outcomes to be able to connect with someone and potentially negate 

harmful outcomes.   

Conclusion 

Summarized, the findings from our study suggest that there is not a significant 

difference between the caregivers filling out the ACE measure on behalf of their 

adolescent compared to the adolescent’s report of adverse experiences. When looking at 

the data individually, though, there are several cases where the adolescents and caregivers 

report differently on the adolescent’s ACE score. However, it is possible that these scores 

are the result of caregivers reporting on living situations prior to living with the current 

caregiver, caregivers reporting on information the adolescent was never made aware of, 

or unclear instructions. These findings are important when considering how to accurately 

detect an adolescent’s ACE score. Of note, researchers may wish to replicate the current 

study with a larger sample to determine how enduring the difference is between the 

means scores of the adolescent- and caregiver-report of an adolescent’s ACE score.
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Table 1 

Intercorrelations, Internal Consistencies, and Descriptives of WCA and ACE Measures  

 WCA ACE 

WCA .70   

ACE .29  .81 

Mean ±  

SD 

3.00 ±  

2.23  

2.18 ±  

2.26  

Note. Cronbach’s alphas are represented in the diagonal, WCA = Whole Child Assessment, ACE = Adverse  

Childhood Experiences.  
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Figure 1 

Scores of Adolescents and Caregivers Reporting of ACEs 
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