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Unpacking childhood experiences of abuse: Can clinicians
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ABSTRACT
Emotional, physical and sexual abuse, have been consistently
linked to mental health problems in adults. Previous research
found that mental health providers rarely ask their patients
about their childhood experiences of abuse. No study to date
has examined the convergence of clinicians’ and patients’
reports of childhood abuse. The current study applied a multi-
method, multi-informant approach to explore the concordance
between patients’ reports of childhood experiences of abuse
and clinicians’ identification of their patients’ history of abuse.
Assessment of an independent interviewer was included.
A convenience sample of clinicians (N = 80) and their patients
(N = 170) in mental health clinics in care-as-usual settings
participated in the study. To assess the history of abuse clin-
icians and patients completed the Clinical Data Form, patients
additionally completed the Childhood Trauma Questionnaire.
Independent interviewer completed the Familial Experiences
Interview. Findings show that across all informants, exposure
to emotional abuse was most prevalent, followed by physical
abuse and least prevalent was sexual abuse. Additionally, clin-
icians reported lower prevalence of physical and sexual abuse
among their patients as compared with the patient and inde-
pendent interviewer’s reports. Moderate to strong correlations
were observed between clinicians, patients and independent
interviewer reports of emotional, physical and sexual child-
hood abuse. Moreover, the severity of the patient’s history of
abuse was related to greater accuracy in clinicians’ reports.
Clinicians are advised to collect explicit information regarding
childhood abuse through interviews or valid measures.
Clinicians should pay special attention when assessing patients
with moderate severity of childhood abuse since they are
frequently under-identified.
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Adverse childhood experiences, that include emotional, physical and sexual
abuse, have been repeatedly linked to mental health problems in both
children and adults. A review of 52 studies conducted in inpatient care
(Read, Fink, Rudegeair, Felitti, & Whitfield, 2008) found that more than
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50% of the men and over 60% of the women were exposed to sexual and/or
physical abuse during their childhood. Prevalence of reported childhood
abuse in clinical populations vary for different types of abuse with studies
showing highest rates of emotional abuse (25-54%, Duhig et al., 2015; Wota
et al., 2014), followed by physical abuse (21% – 30%, MacMillan et al., 2001;
Rossiter et al., 2015), and least prevalent are reports of sexual abuse (4.3%-
28%, Duhig et al., 2015; MacMillan et al., 2001; Rossiter et al., 2015).

Research has consistently emphasized the causal role of childhood abuse in
the development and maintenance of mental health problems, including but
not limited to depression, anxiety, posttraumatic stress disorder (PTSD),
eating disorders, substance abuse, personality disorders and dissociative dis-
orders (Merrick et al., 2017; Mullen, Martin, Anderson, Romans, & Herbison,
1993; Schilling, Aseltine, & Gore, 2007). Additionally, patients that have been
exposed to childhood sexual or physical abuse have earlier first admission to
treatment, longer hospitalizations, higher utilization of psychiatric medica-
tions and are at greater risk to commit suicide and self-mutilate (Read, Agar,
Barker-Collo, Davies, & Moskowitz, 2001).

Despite the extensive evidence for the association between childhood
experiences of abuse and adult mental illness, most clinicians and mental
health providers rarely ask their patients about their experiences of abuse
(Read, McGregor, Coggan, & Thomas, 2006; Toner, Daiches, & Larkin,
2013). A review by Read, Harper, Tucker, and Kennedy (2018) show that
most mental health service users were not asked about experiences of abuse
during their childhood, and as a result mental health professionals did not
identify most cases of childhood abuse. Only about 44% of emotional abuse;
33% of physical abuse; and 30% of sexual abuse cases where identified by
treating clinicians. A range of 0% to 22% of adults that seek mental health
services report being explicitly asked regarding exposure to any type of abuse
during childhood. Some research has also indicated that clinicians, even
when they do explicitly collect clinical information, tend to be conservative
in making clinical judgments and inferences (DeFife, Drill, Nakash, &
Westen, 2010; Nakash, Nagar, & Westen, 2018). For example, in a study
conducted in community mental health clinics, clinicians identified approxi-
mately half of patients who have experienced adult physical abuse and had
a history of self-mutilation (Nakash et al., 2018). Identifying childhood abuse
in patients is of great importance since it can inform diagnosis and decisions
about the treatment plan (Enns et al., 1998; Read et al., 2006). However, little
research has examined this question, and the studies that have examined this
have largely relied on a single source of information (e.g. patient report).

Previous studies examining clinicians’ identification of their patients’
childhood experiences of abuse have applied one of the following methods
to gather clinical information: (1) examining patient report on whether their
clinician asked about abuse (e.g. Lothian & Read, 2002); (2) examining
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clinician report on whether they asked their patient about abuse (e.g.
Cavanagh, Read, & New, 2004); (3) examining clinic protocols about identi-
fication of childhood abuse and assessing how frequently these questions are
asked in regular practice (e.g. Cusack, Frueh, & Brady, 2004); (4) comparing
patients’ self-reports of abuse with documentation in medical charts (e.g.
Rossiter et al., 2015). To date, most studies have collected data from only one
source of information (clinician, patient, medical chart or protocols), and the
few that have used more than one source have usually compared patients’
self-report with documentation in medical or child protection services charts.
No study to date has examined the convergence of clinicians’ and patients’
reports of childhood experiences of abuse.

In the current study, we applied a multi-method, multi-informant
approach to examine the concordance between patients’ self-report of child-
hood abuse and clinicians’ identification of their patients’ history of abuse.
We also included a report of an independent interviewer who assessed
emotional, physical and sexual abuse using the Familial Experiences
Interview (FEI; Ogata, 1988). To triangulate information regarding childhood
history of abuse we collected information directly from a sample of adult
patients who completed a self-report questionnaire, clinicians that have
known these patients fairly well (a minimum of 5 clinical sessions and up
to one year in treatment) and have documented their assessment based on
the care-as usual they provided; and an independent interviewer that based
their assessment on a structured interview with the patient (FEI). The present
study was conducted in community and hospital based mental health clinics.

We expected to find the highest prevalence of emotional abuse, followed by
physical abuse and the lowest prevalence of sexual abuse. Furthermore, we
expected clinicians to report lower rates of all abuse types (e.g. under-identify),
as compared to patients’ reports. The interviewer was instructed to ask directly
about the history of abuse using a structured interview, therefore, we expected
strong correlations between reports of the interviewer and patients.

Method

Participants

The study was conducted in eight community and hospital-based mental
health clinics in Israel. All participating clinics offer mental health services to
an ethnically and socio-economically diverse adult patient population.
A convenience sample of clinicians (N = 80) and patients (N = 170) parti-
cipated in the study. We imposed minimal exclusion criteria for patient
participation to maximize generalizability (i.e. actively suicidal and psychotic
patients). The patients were adult men (n = 69, 40.6%) and women (n = 101,
59.4%) over 18 years of age (M = 37.5, range from 18–70). Patient
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participants were known reasonably well by the clinician (using a guideline of
having a minimum of five clinical contact hours, but less than one year to
minimize confounds due to treatment; M months in treatment = 6.0,
SD = 4.6). Participating clinicians (N = 80) were psychologists (n = 48),
social workers (n = 25) and psychiatrists (n = 7) who were licensed clinicians
or interns in advanced training (see Table 1 for full description).

Procedure

We recruited the clinician participants at the clinics through introductory
informational meetings. Treating clinicians were encouraged to participate

Table 1. Sociodemographic and clinical information for patients and
clinicians participants in the study.

Patients
(n = 170)
% (N)

Clinicians
(n = 80)
% (N)

Gender
Male 40.6% (69) 25.0% (20)
Female 59.4% (101) 75.0% (60)

Age; M(SD) 37.5 (13.7) 41.6 (9.7)
Country of birth
Israel 75.3% (128) 90.0% (72)
Other 24.1% (41) 8.8% (7)

Relationship status
Single 43.5% (74)
Married/with longtime partner 38.2% (65)
Separated/divorced 15.9% (27)
Widowed 1.8% (3)

Education
Less than 12 years 12.4% (21)
High school graduate 20.6% (35)
Certification studies/some college 37.7% (64)
College graduate 27.7% (47)

Currently employed 60.0% (102)
Household monthly income1

0-1300$ 41.8% (71)
1301-2600$ 24.1% (41)
2601-3900$ 15.3% (26)
3901-5200$ 2.9% (5)
More than 5200$ 7.7 (13)

Months in treatment with current
clinician; M (SD)

6.0 (4.6)

Number of sessions; M (SD) 16.2 (8.4)
Clinician Discipline
Psychiatry 8.8% (7)
Psychology 60.0% (48)
Social work 31.3% (25)

Clinician level or expertise
Licensed 71.3% (57)
Trainee 27.5% (22)

Numbers do not add up to 100% due to missing data. 1Mean household income
in Israel approximately 4000$ per month.
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with up to four patients each, maximizing the rate of data collection while
maintaining the diversity of the sample (M = 2.13, SD = 1.27). Clinicians
referred suitable patients. A research coordinator contacted each patient who
agreed to hear about the study and provided a detailed explanation regarding
the study’s aims and procedures. All aspects of the study were approved by
the appropriate Institutional Ethics Committees at each participating clinic
and data collection complied with all human subject protocols. All partici-
pating patients and clinicians completed informed consent prior to partici-
pation. Patient participation included completing a packet of questionnaires
assessing demographics, diagnostic and clinical information. Then, an inde-
pendent interviewer completed the Familial Experiences Interview (FEI) with
the patients. One independent interviewer, who is a licensed clinical psychol-
ogist completed the FEI for all participating patients. Clinician participation
was concomitant with patient participation and included completion of
measures assessing psychiatric symptoms and clinical information about
their patients. Both patients and clinicians were awarded an honorarium of
$50 for their participation. Below we detail the measure included in the
current study. For a full description of the study see Nakash et al. (2018).

Measures

Participating clinicians and patients completed the Clinical Data Form
(CDF). The CDF includes information on a wide range of demographic,
diagnostic, and etiological variables. It is available as a clinician-report,
interview-based report, or patient-report questionnaire. The CDF has been
used in multiple studies (DeFife et al., 2010; Westen & Shedler, 1999). For the
present study, we used questions regarding the patient’s history of abuse.
Specifically, we used the questions “was the patient physically abused as
a child?” and “was the patient sexually abused as a child?” response options
were “no”, “unclear” and “yes”.

Participating patients also completed the Childhood Trauma Questionnaire
(CTQ: Bernstein & Fink, 1998). The CTQ is a 28-item self-report scale that
assesses five categories of negative childhood experiences: emotional neglect,
emotional abuse, physical neglect, physical abuse, and sexual abuse. Each item
is assessed on a 1(never true) to 5 (always true) scale. For the current study, we
calculated two measurements for the CTQ: a sum score of all subscale items as
a measure of severity of abuse, and at least one item rated 2 (ever experienced),
to indicate participants that have experienced at least one type of abuse. For this
paper, we used emotional abuse, physical abuse, and sexual abuse subscales,
internal consistency for the subscales was excellent, ranging from α = .73 to .92.

An independent interviewer completed the Familial Experiences Interview
(FEI; Ogata, 1988), which assesses physical and sexual abuse, physical neglect,
loss, and other family experience. The FEI was found reliable and valid in
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studies of BPD patients (e.g. Ogata et al., 1990). For the present study, we
calculated FEI scores as the presence or absence of emotional, physical or
sexual abuse, as well as the number of experiences for each type of abuse to
indicate the severity of abuse.

Data analysis

Associations between categorical variables were computed using Chi-square
tests followed by Cramer’s V and Phi to assess the strength of associations.
Pearson’s r was used to assess associations between continuous variables. To
further examine whether patient self-report severity of abuse was associated
with clinicians’ accuracy in identifying their patients’ history of physical and/
or sexual abuse we computed two MANOVAs with clinicians’ report of
patient’s history of abuse (yes/unsure/no) as independent variable and sever-
ity of abuse as reported by patients using CTQ and by interviewer using FEI.

Results

Prevalence of abuse

First, we examined the prevalence of physical and sexual abuse as reported by
patients and their treating clinicians using direct questions based on the
CDF. Approximately 20% (n = 32) of patients reported being exposed to
physical abuse during childhood and 16.5% (n = 28) reported exposure to
sexual abuse during childhood. As compared with patients’ reports, clinicians
reported approximately half of the cases of physical and sexual abuse among
their patients, 11.8% (n = 20) and 8.2% (n = 14), respectively.

We also analyzed patients’ reports on the CTQ, means and SDs of differ-
ent forms of abuse are presented in Table 2. We further examined how many
participants endorsed at least one item of the CTQ regarding physical, sexual
or emotional abuse and found the highest reports were for emotional abuse
(71.8%, n = 122), followed by physical abuse (38.2%, n = 65), and lowest were
reports of childhood sexual abuse (31.8%, n = 54).

Last, we examined the independent interviewer’s report of endorsing at least
one item of emotional, sexual and physical abuse based on the FEI (Table 2). The
interviewer’s rating showed similar prevalence rating to patients’ reports, with
the highest reports of emotional abuse (78.2%, n = 133), followed by physical
abuse (46.5%, n = 79), and sexual abuse (31.2%, n = 53).

Concordance between multiple informants’ reports of childhood abuse

Next, we examined concordance between accounts of abuse as reported by
the three different informants (patient, clinician and the independent
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interviewer). We found moderate to strong associations between patients’
and clinicians’ reports of physical and sexual abuse regardless of the measure
that was used. More specifically, when raters used the same measure (i.e. the
CDF) we found moderate-strong associations for physical and sexual abuse
as reported by the clinician and the patient (χ2(4, N = 157) = 46.12, p < .001,
Cramer’s V = .38 and χ2(4, N = 149) = 28.83, p < .001, Cramer’s v = .31,
respectively).

Similar results were also found when raters used different measures. We
found strong associations between patients’ report of exposure to at least one
type of physical or sexual abuse (using the CTQ) and clinicians’ reports of
exposure to physical and sexual abuse (using the CDF) (χ2(2,
N = 163) = 30.94, p < .001; Cramer’s V = .44 and χ2(2, N = 155) = 20.90,
p < .001; Cramer’s V = .37, respectively); moderate to strong associations
were also found between patients (CTQ) and interviewer (FEI) reports of
exposure to at least one type of emotional, physical or sexual abuse (χ2(1,

Table 2. Rates of physical, sexual and emotional childhood abuse as reported by patients,
clinicians and the independent interviewer.

Reported by the
patient

Reported by the
clinician

Reported by the
independent
interviewer

Physical abuse (CDF); % (N)
Yes 18.8% (32) 11.8% (20)
Maybe 7.6% (13) 12.9% (22)
No 70.0% (119) 71.2% (121)

Sexual abuse (CDF); % (N)
Yes 16.5% (28) 8.2% (14)
Maybe 4.7% (8) 11.2% (19)
No 75.3% (128) 71.8% (122)

Emotional abuse (CTQ); M (SD) 9.45 (5.13)
% ever experienced at least
one

71.8% (122)

Physical abuse (CTQ); M (SD) 6.51 (2.94)
% ever experienced at least
one

38.2% (65)

Sexual abuse (CTQ); M (SD) 6.69 (4.26)
% ever experienced at least
one

31.8% (54)

Emotional abuse (FEI)
Number of
experiences; M (SD)

3.00 (2.36)

At least one 78.2% (133)
Sexual experiences
Number of
experiences; M (SD)

1.15 (2.42)

At least one 31.2% (53)
Physical punishment
Number of
experiences; M (SD)

1.58 (2.31)

At least one 46.5% (79)

CDF = Clinical Data Form, CTQ = Childhood Trauma Questionnaire, FEI = Familial Experiences Interview.
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N = 170) = 22.76, p < .001; Phi = .37, χ2(1, N = 170) = 19.05, p < .001;
Phi = .34 and χ2(1, N = 170) = 21.92, p < .001; Phi = .36, respectively); and
strong associations between clinicians’ (CDF) and interviewers’ (FEI) reports
of physical (χ2(2, N = 163) = 22.80, p < .001; Cramer’s V = .37) and sexual
abuse (χ2(2, N = 155) = 21.52, p < .001; Cramer’s V = .37).

We also used patients’ CTQ sum score and FEI number of experiences as
measures of severity of childhood abuse (higher number of experiences of
abuse served as an indicator for greater severity). We found moderate to
strong correlations between measures severity for emotional (r(159) = .69, p
< .001), physical (r(159) = .54, p < .001) and sexual (r(159) = .64, p < .001)
abuse. Our results suggest similar congruency levels between all informants,
across all measurement assessment used.

Differences in identification of severity of childhood abuse between
clinicians and patients

Last, we examined whether the severity of abuse impacted the accuracy of
clinicians’ identification of their patients’ childhood physical and sexual
abuse. For this purpose, we used one-way MANOVAs, with clinician’s
reports of patient’s ever experiencing physical and/or sexual abuse (yes/
unclear/no) as an independent variable, and patients’ (CTQ) and inter-
viewer’s (FEI) reports of severity of physical and sexual abuse as dependent
variables. Results showed significant differences in clinician’s identification of
patients’ experiences of physical abuse (between patient's identified as experi-
encing childhood abuse or not), F(4,298) = 14.88, Wilks’ Lambda = .67, p
< .001, Partial η2 = .18. Means, SDs and follow up one-way ANOVAs are
reported in Table 3. Scheffe post-hoc analyzes indicated significant differ-
ences in CTQ scores between those identified by clinicians as experiencing
physical abuse, and those who were identified as not being exposed to abuse
and/or those who were unclear. Scheffe post-hoc analyzes indicated signifi-
cant differences in FEI scores between patients identified by clinicians as
experiencing physical abuse, and those who were identified as not being
exposed to abuse and/or those who were unclear. Similar results were
observed for experiences of sexual abuse, F(4,284) = 13.68, Wilks’
Lambda = .70, p < .001, Partial η2 = .16. Means, SDs and one-way
ANOVAs are reported in Table 3. Scheffe post-hoc analyzes indicated sig-
nificant differences in CTQ and FEI between those reported by clinicians as
having been exposed to sexual abuse and those identified as not enduring
exposure to sexual abuse or were unclear.

Taken together, results from both MANOVAs show that patients who
were identified by their clinicians as having been exposed to physical and/or
sexual abuse self-reported higher severity of abuse compared to patients
whose clinicians did not identify and/or were unsure as to the history of
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abuse. The independent interviewer also rated higher reports of abuse for
these patients.

Discussion

In the current study, we examined concordance between patients, treating
clinicians and an independent interviewer in reports of patient’s experiences
of childhood abuse. Similar to previous research, our findings show that
exposure to childhood abuse is prevalent among mental health patients
(Duhig et al., 2015; MacMillan et al., 2001; Rossiter et al., 2015; Wota
et al., 2014). Across all informants, exposure to emotional abuse was most
prevalent, followed by exposure to physical abuse and least prevalent were
reports of sexual abuse. Additionally, our findings show that treating clin-
icians under-reported experiences of sexual and/or physical abuse among
their patients compared with their patient’s self-report of these abuse experi-
ences as well as report by an independent interviewer. These findings are in
line with previous research which showed that clinicians tend to be rather
conservative in their clinical inferences about their patients (DeFife et al.,
2010; Nakash et al., 2018).

Even though treating clinicians reported lower rates of childhood abuse
among their patients as compared with the patient and interviewer’s reports,
our findings show moderate to strong correlations between clinicians’, patients’
and independent interviewer’s reports of patients’ experiences of emotional,
physical and sexual childhood abuse regardless of type of measurement used.
These findings indicate that even though clinicians tend to be conservative in
their assessment, when they do identify a history of abuse they tend to be
accurate in their report. Importantly, clinicians’ accuracy varies according to
the severity of the patient’s history of abuse; meaning, as patients’ reported
greater severity of abuse clinicians were more accurate in identifying it. Taken

Table 3. Differences in the severity of patient’s childhood abuse (as assessed by the patients and
the interviewer) according to clinicians’ reports.

Physical abuse Sexual abuse

CTQ patient FEI interviewer CTQ patient FEI interviewer

Clinician
reports of
physical
abuse

M (SD) M (SD) Clinician
reports of
sexual abuse

M (SD) M (SD)

No 5.85 (2.08) .92 (1.72) No 5.86 (2.90) .78 (2.12)
Unclear 7.33 (3.17) 2.24 (2.45) Unclear 7.06 (3.73) 1.53 (2.15)
Yes 10.19 (4.86) 4.88 (2.58) Yes 13.64 (8.21) 4.79 (3.49)
statistic F(2,150) = 19.98,

p < .001, Partial
η2 = .21

F(2,150) = 31.13,
p < .001, Partial
η2 = .29

F(2,43) = 26.27,
p < .001, Partial
η2 = .27

F(2,143) = 19.36,
p < .001, Partial
η2 = .21

CTQ = Childhood Trauma Questionnaire, FEI = Familial Experiences Interview.
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together, our findings suggest that clinicians can reliably identify their patients’
history of childhood abuse. Previous studies suggested that clinicians are fairly
accurate in reporting significant traumatic historical events about their patients
(DeFife et al., 2010); our findings support this claim. However, clinicians still
tend to be conservative in their identification and assessment. Several factors
were suggested to explain the gaps in reports of clinical information between
patients and clinicians, including avoiding making assumptions without docu-
mentation or convincing evidence from the patient; reluctance of patients to
expose information they are ashamed of; hesitance of clinicians in inquiring
information about painful life events that may not seem immediately relevant to
treatment work (DeFife et al., 2010).

Previous studies have documented robust associations between experi-
ences of abuse during childhood and psychological symptomatology as well
as poor physical health conditions for children, adolescents, and adults (Leeb,
Lewis, & Zolotor, 2011). Therefore, identifying childhood experiences of
abuse is of special importance particularly in the clinical encounter.
Generally, adults who have experienced childhood abuse have higher like-
lihood to develop psychiatric conditions, including, but not limited to, mood,
anxiety, PTSD, drug abuse and personality disorders (Gekker et al., 2018;
McLaughlin et al., 2010; Norman et al., 2012; Scott, McLaughlin, Smith, &
Ellis, 2012). Moreover, adults reporting experiences of childhood abuse are at
increased risk to attempt suicide, to report reduced quality of life and have
increased vulnerabilities to other experiences of victimization and abuse
(Leeb et al., 2011; Merrick et al., 2017; Sachs-Ericsson, Stanley, Sheffler,
Selby, & Joiner, 2017; Schilling et al., 2007).

A dose-response relationship between childhood abuse and psychiatric
outcomes have been previously indicated. Generally, those experiencing
more severe abuse are at greater risk of developing psychiatric disorders as
compared with those experiencing milder types of abuse (Norman et al.,
2012). Specifically, the frequency and severity of physical or emotional abuse
indicated a greater likelihood of being diagnosed with different mental health
problems, including mood and anxiety, disorders, as well as substance use
disorders and suicidality (Fergusson, Boden, & Horwood, 2008; Sugaya et al.,
2012). Moreover, studies suggest that experiences of multiple types of abuse
may cause severe consequences, including a higher likelihood to develop
psychiatric disorders (Widom, DuMont, & Czaja, 2007). Recent reviews
have emphasized the importance of identifying the history of childhood
abuse for mental health patients since it affects psychiatric diagnosis and
informs treatment plan (Leeb et al., 2011; Read et al., 2006).

There are several limitations to the current study. First, the study included
a convenience sample of clinicians and patients. This sampling method may
be compromised with selection bias. Second, for clinicians we only used two
questions regarding their patients’ history of abuse (i.e. sexual and physical
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abuse). We therefore, did not collect information regarding emotional abuse.
Third, in our study patients were known relatively well by their clinicians.
Our study does not address the accuracy of identification early in treatment
(i.e. intake), which is often the point when the treatment plan is developed
and the highest risk for attrition exists (Nakash, Dargouth, Oddo, Gao, &
Alegría, 2009). Future work should also examine ways in which clinicians can
improve the accuracy of identification of childhood abuse.

Our findings have several clinical implications. First, clinicians are advised
to collect explicit information regarding childhood abuse through interviews
or well-validated measures. An active role in collecting such critical clinical
information will increase the likelihood of disclosure and reduce the risk of
under-reporting. Clinicians should not wait for patients to bring up such
information. Most importantly, clinicians should pay special attention when
assessing patients with moderate severity of childhood abuse since they are
frequently under-identified and therefore might be untreated.
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