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ABSTRACT 

Identifying a History of Childhood Physical and Sexual Abuse in Adolescents and Young Adults 

and Understanding its Impact on Perceived Health and Health Care Utilization 

Angela Diaz 

 

Childhood abuse, whether physical or sexual, is a major public health issue. The most recent 

United States data from Child Protective Services (CPS) show that in 2013 there were 3.5 

million referrals of child maltreatment involving 6.4 million children. Out of these cases, 18% 

were for physical abuse and 9% were for sexual abuse. However, researchers argue that CPS 

data grossly underestimate the prevalence of childhood abuse as most childhood abuse goes 

unreported. Indeed, to date, the true prevalence of childhood abuse remains unknown as research 

has been hampered by inconsistent definitions of abuse and wide variation in methodologies 

including measures for its identification and modes of administration of these measures.  

 

Although a health care visit presents an opportunity to identify a childhood abuse history, health 

care providers frequently fail to ask about it. The reasons doctors give for not asking about abuse 

include lack of training, not knowing how to ask, and lack of familiarity with practical methods 

for screening that can be used in primary care settings. There is little to no research on effective 

means for identifying childhood abuse histories, especially in the adolescent and young adult 

population, or on how different modes of administration of screens to identify childhood abuse 

compare to each other. The net result is that most childhood physical and sexual abuse is never 

identified and many victims do not get the needed services to help them heal.  

 



 
 

When unaddressed, childhood abuse has negative impacts on victims’ health and wellbeing over 

the life course. Prior studies of adults show that when compared with non-victims of abuse, 

victims tend to perceive their health as poorer and utilize more health care services including 

emergency room and urgent outpatient care. These studies also suggest that adult victims use less 

routine and preventive care than non-victims.  

 

Only two studies, conducted among widely different adolescent populations, have examined how 

adolescent victims perceive their health. Similarly, limited evidence examining perception of 

health is available for young adults. These studies found that victims perceive their health as 

poorer than non-victims.  

 

There have been no adolescent-specific studies of how victimization impacts adolescents’ 

utilization of health care. One study includes participants ages 15 to 98 years and only two 

studies focusing on this issue in samples primarily of young adults attending college have been 

published. These studies found that victims utilize more health care than non-victims.  

 

Therefore, we lack a sufficient body of evidence to come to clear conclusions of how childhood 

abuse affects self-perceived health in adolescents and young adults. The general lack of evidence 

about both how childhood abuse impacts perception of health and utilization of health care in 

adolescents and young adults indicates a need for further study. 

  

Given that little is known about how to best identify an abuse history in adolescents and young 

adults and the impact of abuse on perception of health and utilization of health care, this 



 
 

dissertation pursued three aims: (1) to review the literature comparing modes of administration 

of screens to identify adolescent and young adult victims of childhood physical and sexual abuse; 

(2) to investigate how different modes of administration of screens to identify adolescent and 

young adult victims of childhood physical abuse within a primary care health setting compare to 

each other, and; (3) to examine the association of a history of childhood abuse (defined as none, 

physical only, and sexual with or without physical) with perceived health status and the health 

care utilization patterns among adolescents and young adults.   

 

For aim 1, a comprehensive literature review was conducted via PubMed of studies, published 

between January 1
st
, 1994 and December 31

st
, 2014 that compared modes of administration of 

screens to identify a history of childhood physical and sexual abuse in adolescents and young 

adults. Only one study was found. This study compared paper and pencil questionnaire, 

computer assisted survey, and face to face structured interview in the identification of childhood 

physical and sexual abuse among young adults in a college setting. No significant difference in 

the proportion of childhood physical abuse or childhood sexual abuse was identified by mode of 

administration. The identification through this search of only one study – which was conducted 

among college students, with no studies done among adolescents – shows a significant gap in our 

knowledge regarding this issue. Given that understanding how to identify childhood abuse is a 

critical issue, this gap is disturbing and underscores the need for studies of identification of 

childhood abuse to be a research priority.  

 

For aim 2, a sample of participants, ages 12-24 years, receiving health services at the Mount 

Sinai Adolescent Health Center in New York City were randomized to one of four modes of 



 
 

administration to identify a history of childhood physical abuse. The four modes of 

administration of screens to identify childhood abuse were paper and pencil screen, Audio 

Computer Assisted Self Interview screen (ACASI), face to face structured screen and face to 

face unstructured interview. The full sample also completed measures to assess demographic 

characteristics and to screen for depression symptoms. 

 

Of the sample, 44.5% of the participants disclosed childhood physical abuse. There was a 

statistically significant difference in the proportion of childhood physical abuse identified 

according to mode of administration: face to face unstructured interview identified the highest 

proportion of childhood physical abuse victims, followed by face to face structured screen. After 

adjusting  for age, gender, race/ethnicity, depression, living arrangement and last grade 

completed, the odds of identifying physical abuse was 1.6 (95%CI: 1.0, 2.7) and 4.5 (95%CI: 

2.6, 7.8) greater for face to face structured screen and for face to face unstructured interview, 

respectively  as compared to paper and pencil screen. ACASI and paper and pencil were similar 

to each other but inferior to the face to face methods.  

 

For aim 3, in addition to what was measured for aim 2, the sample completed measures on a 

history of childhood sexual abuse and perceived health and health care utilization. The sample 

was then categorized into three groups: no abuse, physical abuse only, and sexual abuse with or 

without physical abuse. The association of childhood abuse status with perceived health and 

health care utilization were examined. There was no statistical significant association between a 

history of childhood abuse status and perceived health. However, the odds of reporting a 

fair/poor perception of health among those reporting childhood abuse were at least 40% lower 



 
 

regardless of whether the abuse was physical (OR: 0.60; 95%CI: 0.3,1.2) or sexual (OR: 0.50; 

95%CI: 0.2,1.1). No significant association was found between childhood abuse status and health 

care utilization. However, the odds of victims reporting using urgent care only versus routine 

care only were at least 10% lower regardless of whether the abuse was physical (OR: 0.50; 

95%CI: 0.3, 1.1) or sexual (OR: 0.90; 95%CI: 0.4,1.9). The odds of reporting using both urgent 

and routine care versus routine care only was similar between victims and non-victims for 

physical abuse (OR: 1.0; 95%CI: 0.6, 1.5) and was 30% higher for victims of sexual abuse (OR: 

1.3; 95%CI: 0.8, 2.2). 

 

The findings from the three aims examined identified significant gaps in our knowledge on 

childhood abuse among adolescents and young adults suggesting an urgent need for further 

research. While much research has focused on the impact of childhood abuse on health and well-

being, aim 1 reveals that little is known about which mode of administration of screens to 

identify childhood abuse is most effective in the identification of childhood abuse in adolescent 

and young adults. Furthermore, we know even less about what modes of administration of 

screens might be practical in primary care settings, or what must be done to improve the level of 

screening for childhood abuse by physicians and other health care providers. Although the 

findings from aim 2 suggest that face to face modes of administration are most effective in 

screening for childhood physical abuse in primary care settings, further studies are needed to 

support these findings. In addition, there is a need for studies that examine what are the best 

methods to use to identify childhood sexual abuse in primary care settings.  

 



 
 

The findings from aim 3 suggest that adolescents and young adults with a history of childhood 

physical and sexual abuse, receiving health care at the Mount Sinai Adolescent Health Center, do 

not perceive their health as worse than non-victims nor do they appear to utilize health care 

differently from non-victims. These findings contrast with results from prior studies of perceived 

health status and health care utilization among adolescents and young adult childhood abuse 

victims. Understanding how abuse impacts both the perception of health and health care 

utilization will be crucial in the development of interventions to identify and support adolescent 

and young adult victims of childhood physical and sexual abuse. 
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The number of referrals of childhood maltreatment reported to the National Child Abuse and 

Neglect Data System in fiscal year 2013 was 3.5 million involving 6.4 million children. Out of 

these cases, 18% were for physical abuse and 9% for sexual abuse (U.S. Department of Health 

and Human Services, Children’s Bureau [USDHHS], 2015). However, the true prevalence of 

childhood abuse is not known as many cases of childhood physical and sexual abuse are never 

reported (Diaz & Petersen, 2014; Institute of Medicine [IOM], 2013). Hulme (2004a) notes that 

reported prevalence of these types of abuse histories varies widely among population-based 

studies. She attributes this to the wide variation in the methodologies used to identify abuse. This 

has also been noted by DiLillo and his colleagues (DiLillo, DeGue, Kras, Di Loreto-Colgan,  & 

Nash, 2006).    

 

The methods used to ask research participants about childhood physical abuse can lead to very 

large difference in rates of disclosure. For example, some studies of childhood physical abuse in 

the adolescent or young adult populations have relied on a single question such as “have you 

ever been physically abused?” (Diaz, Simantov, & Rickert, 2002; Salmon & Calderbank, 1996). 

In contrast, others have used multi-item measures to inquire about specific abusive behaviors that 

do not rely on the participant to classify his or her experience as abuse or not abuse (DiLillo, et 

al., 2006; Fillingim, Wilkinson, & Powell, 1999). Single item measures asking about abuse will 

miss victims who may not have defined their experiences as abusive, perhaps due to family or 

cultural norms about what is considered to be appropriate punishment (Hulme, 2004a). For this 

reason, Hulme (2004a) and DiLillo et al. (2006) stress that studies should use multiple questions 

with behavioral specificity about being hit, slapped, hit with an object and so on, rather than 

“have you ever been physically abused?”  
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As is the case in the study of childhood physical abuse, childhood sexual abuse research has also 

shown the same variation in study methodologies resulting in wide differences in disclosure rates 

and reports of prevalence (Haugaard & Emery, 1989; Hulme, 2007; 2004a; Johnson, 2004).  

Hulme (2004b) states that childhood sexual abuse is a highly complex set of phenomena, noting 

that the great variability in victims’ experiences also impacts reports on prevalence.  Similar to 

childhood physical abuse research, it is recognized that studies of childhood sexual abuse using 

measures with greater behavioral specificity result in higher prevalence when compared with 

studies relying on a limited range of questions about abuse (R.C.W. Hall & R.C.W. Hall, 2007; 

Hulme, 2007; 2004a).   

 

Another methodological variation in studies of childhood abuse among adolescents and young 

adults is that some studies rely on lifetime measures of a history of ever having been abused 

regardless of how often it happened even if once (Diaz et al., 2002; Runtz, 2002; Yen et al., 

2008) while others have classified participants as abused only if they had these experiences with 

greater frequency (Fillingim et al., 1999; Salmon et al., 1996). Therefore, it will not be surprising 

that studies report different prevalence of childhood abuse.  

 

While we do not know exactly how widespread childhood abuse is, we do know that for many 

victims there are immediate and long-term physical and psychological sequella becoming 

evident in childhood and adolescence and then persisting into adulthood (Diaz & Petersen, 2014; 

IOM, 2013; Trickett, Putnam, & Noll, 2005). These consequences often include poorer health, 

greater disability and emotional suffering, and limitations in the quality of life which can be 

serious to severe (Breslau, Davis, Andreski, & Peterson, 1991; Cuffe et al., 1998; Drossman, 
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1992; Giaconia, Reinherz. & Silverman, 1995; Perry & Azad, 1999; Sickel, Noll, Moore, 

Putnam, & Trickett, 2002).  For adolescents and young adults, in particular, a history of 

childhood physical or sexual abuse can have severe consequences. 

 

In adolescents childhood physical abuse has been associated with aggression (Garbarino & 

Plantz, 1986), dating violence (Reuterman & Burcky, 1989), depression and suicidal behavior 

(Brown, Cohen, Johnson, & Smailes, 1999), and substance use, including cigarettes, alcohol and 

illicit substances (Diaz et al., 2002).  Moreover, adolescent and young adult victims of childhood 

physical abuse have higher rates of post-traumatic stress disorder symptoms (PTSD), social 

problems, thought problems, social withdrawal and academic problems, each of which is likely 

to have a lifelong impact (Lansford, et al., 2002; Widom, 1999).   

 

Exposure to childhood physical abuse is also associated with increased risk for substance abuse 

from adolescence into adulthood (Simpson & Miller, 2002) and with increased risks of later 

mental health and adjustment problems from adolescence into adulthood (Kaplan, Pelcovitz, & 

Labruna, 1999; Malinosky-Rummell & Hansen, 1993; Stevenson, 1999; Trickett & McBride-

Chang, 1995). Specifically, Silverman et al. (Silverman, Reinherz, & Giaconia 1996) found that 

adolescent males who were physically abused were more likely to report suicidal thoughts at age 

15 and were at higher risk of depression, PTSD, anti-social behavior, and substance abuse at age 

21. Physically abused females were at higher risk of depression, anxiety, anti-social behavior, 

somatic complaints, and suicidal ideation at age 15, and were at higher risk of depression, PTSD, 

antisocial behavior, and substance abuse at age 21. Furthermore, females who had been 
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physically abused in childhood were more likely to have made at least one suicide attempt by age 

21 years.  

 

In adolescents, childhood sexual abuse has been associated with eating disorders (Preti, Incani, 

Camboni, Petrett, & Masala, 2006), affective disorders, sexualized behaviors, and conduct 

disorders (Putnam, 2003), and with earlier initiation of injection drug use among intravenous 

drug users (Ompad et al., 2005). Among adolescent females, sexual abuse has been associated 

with a risk for early pregnancy (Noll, Shenk, & Putnam, 2009)  and with carrying weapons 

(Leeb, Baker, & Strine, 2007), with depression, trauma, anxiety, suicidality (Sickel et al., 2002; 

Trickett et al., 2005), and cigarette, alcohol and drug use in young people in grades 5 through 12 

(Diaz et al., 2002).  

 

Widom and  Kuhns, (1996) found that sexual abuse is associated with significantly increased 

arrest rates for sex crimes and prostitution in all genders in young adults. In a review of the 

literature on the impact of childhood sexual abuse on adults, Putnam (2003) reported an 

association with affective disorders, personality disorders, somatization disorders, substance 

abuse, post-traumatic stress, and eating disorders.  Felitti (1991) reported long-term negative and 

often severe consequences of incest, rape and molestation. 

 

Together, these findings suggest that a history of childhood abuse, whether physical or sexual, is 

likely to compromise the health and wellbeing of adolescents and young adults. Because of these 

negative outcomes, both forms of childhood abuse are considered to be significant public health 

concerns (Diaz & Peterson, 2014; IOM, 2013). Their identification is a desirable health service 
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outcome during adolescence and young adulthood because it can contribute to reduction of its 

negative impact through treatment to lessen disability (Battaglia, Finley, & Liebschutz, 2003).  

 

A range of effective therapeutic interventions are available for children (Cohen,  Deblinger, 

Mannarino, & Steer, 2004; Cohen & Mannarino, 1998; Cohen & Mannarino, 1996; Deblinger, 

Mannarino, Cohen & Steer, 2006; Deblinger, Lippman, & Steer 1996; Wolfe & Wekerle, 1993), 

for adolescents (Cohen et al., 2004; Cohen & Mannarino, 1998; Deblinger et al.,  2006; Shapiro, 

1989) and for adults (Brady et al., 2000; Cloitre, Koenen, Cohen, & Han,  2002; Edmond, Rubin, 

& Wambach, 1999; Paivio, Jarry, Chagigiogis, Hall, & Ralston, 2010; Resick & Schnicke, 1992; 

Shapiro 1989).  

 

For children and adolescents, these interventions include School-Based Group Cognitive 

Behavioral Therapy for physical abuse  (Kataoka et al., 2003); Trauma Focused Support Group 

Therapy for sexual abuse (Deblinger et al., 2006); Trauma Focused Cognitive Behavior Therapy 

(TFCBT) for both physical and sexual abuse (Cohen, Mannarino, & Knudsen, 2005; Cohen et 

al., 2004). Similarly for adults a number of effective therapies have been identified including 

TFCBT (Smith et al., 2007; Cloitre et al., 2002); Eye Movement Desensitization and 

Reprocessing Therapy (EMDR; Shapiro, 1989; Van der Kolk et al., 2007); Cognitive-Behavioral 

Therapy for Post-Traumatic Stress Disorder (Smith et al., 2007), and Client-Centered Therapy 

(CCT; Cohen et al., 2004), Resilient Peer Treatment (RPT; Fantuzzo, Manz, Atkins, & Meyers, 

2005; Fantuzzo et al., 1996) and Cognitive Processing Therapy (CPT; Ahrens & Rexford, 2002) .   
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Because of the harmful effects of childhood abuse and the availability of effective interventions, 

to address its health impacts, physicians are ethically bound to identify abuse when it has 

occurred or is occurring (Johnson et al., 2002).  Health care professionals are mandated by law to 

report childhood abuse whenever they suspect its presence in children and adolescents younger 

than 18 years of age (Johnson et al., 2002).   

 

In addition to the professional and ethical reasons for screening for childhood abuse, the medical 

setting is considered ideal for screening because patients accept the fact that medical providers 

typically will ask very personal questions (Battaglia et al, 2003; Ong, de Haes, Hoos, & Lammes, 

1995).  Moreover, research suggests that there is a lot of contact between victims of abuse and 

medical settings because victims tend to use these services more frequently than non-victims 

(Chartier, Walker, & Naimark, 2007; Fillingim et al., 1999; Salmon et al., 1996). 

 

Despite the ethical and professional imperatives for health care providers to inquire about 

childhood abuse, providers rarely do so and thus much abuse remains unidentified, underreported 

and untreated in clinical settings including pediatric practices (Leder, Emans, Hafler, & 

Rappaport, 1999) . This failure of health care providers to screen for childhood abuse in clinical 

settings is poorly understood. Only a few studies have examined why a history of abuse is not 

taken from children and adolescents by most physicians who provide health services to them 

(Leder et al., 1999)  as well as from adults (Weinreb, Fletcher, Candib, & Bacigalupe, 2007). 

Weinreb et al. (2007) report that physicians lack awareness and strategies about how and when to 

incorporate inquiry about a history of childhood abuse in their clinical assessment. Furthermore, 

Leder et al. (1999) report that among the reasons offered by physicians for not asking about 



8 

childhood abuse are uncertainty about their own competence to assess for abuse (when there are 

no physical signs and symptoms) and discomfort asking about it.  

 

A number of modes of administration of screens to identify a history of childhood abuse, 

including face to face interviews, paper and pencil questionnaires, and computer-assisted 

surveys, have been used in research studies and one study compared three of these modes of 

administration to each other (DiLillo et al., 2006). However, the issue of which mode of 

administration of screens might improve provider readiness to identify abuse has not been 

studied. Furthermore, no studies have examined which modes of screening are feasible for 

implementation in a clinical setting. In addition, there remains a critical question: which mode of 

administration of screens to identify childhood abuse is most effective for identifying victims of 

childhood abuse in the adolescent and young adult population?  Yet, there have been no studies 

focusing on this issue in an adolescent population and only one study conducted to date among 

college students, mostly young adults by DiLillo and his colleagues (DiLillo et al., 2006).  Given 

the lack of studies to date, one aim of this dissertation is to compare the effectiveness of four 

modes of administration of screens – paper and pencil screen, Audio Computer Assisted Self 

Interview (ACASI) screen, face to face structured screen, and face to face unstructured interview 

– to identify a history of childhood physical abuse in adolescent and young adults in a clinical 

setting.   

 

Developing the means to identify childhood abuse in the clinical setting requires that we 

understand unique aspects of victims’ views of their health. Specifically, we must understand if 
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adolescent and young adult victims view themselves as healthy or unhealthy compared to non-

victims, and whether abuse impacts how they use services.  

 

There is some evidence that adolescent and young adult victims of childhood abuse perceive 

their health as poorer than those who have not been abused (Diaz et al., 2002; Fillingim et al., 

1999; Runtz, 2002; Yen et al., 2008). However, this evidence is based on only four studies, each 

with very different populations. Two of these studies (Yen et al., 2008; Diaz et al., 2002) were 

conducted among adolescents in schools with each sample having very different characteristics: 

Yen et al. (2008) examined childhood abuse and perceived health among male and female junior 

high school students in rural Taiwan while Diaz et al. (2002) used a population based sample of 

U.S. female students attending  grades 5
th

 through 12
th

. The two other studies (Fillingim et al., 

1999; Runtz, 2002) were conducted in university settings among U.S. college students with both 

studies including some older adults in their sample. None of these four studies of childhood 

abuse and perceived health were conducted in a health care setting. Clearly, additional studies 

are needed on the impact of childhood abuse on perceived health among adolescents and young 

adults both in the general population and in health care settings. 

 

Little is known about how childhood physical and sexual abuse affects health care utilization in 

adolescents and young adults. The limited evidence available is drawn from studies that either 

included adolescents and adults in the study population (Chartier et al., 2007) or were conducted 

among college students (Fillingim et al., 1999; Salmon et al., 1996).  These studies showed a 

higher level of health care utilization in victims when compared to non-victims. However, it 

should be noted that this issue has not been studied using adolescent samples. Thus, overall we 
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lack studies that would allow us to draw conclusions regarding both the impact of childhood 

abuse on perceived health and on the health care utilization patterns of adolescents and young 

adults.  A goal of this dissertation is to add to our knowledge on these areas.  

 

Aims of the Dissertation 

The specific aims of this dissertation are:  

(1) To conduct a comprehensive literature review of studies comparing modes of administration 

of screens to identify childhood physical and sexual abuse in adolescent and young adult 

populations through a PubMed search for peer reviewed studies published in English between 

January 1
st
, 1994 and December 31

st
, 2014. 

(2) To compare the effectiveness of four modes of administration of screens to identify a history 

of childhood physical abuse (paper and pencil screen, ACASI screen, face to face structured 

screen, and face to face unstructured interview) among adolescents and young adults in a clinical 

setting. 

(3) To investigate the association of a history of childhood physical or sexual abuse and 

perceived health and health care utilization patterns in adolescents and young adults.  

 

Significance  

The three aims presented in this dissertation are focused on an area of significant public health 

concern and have implications for clinical work and for public health.   
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Clinical Significance 

This dissertation is significant because it addresses an area of practice that has been neglected: 

the failure to identify victims of childhood abuse in health care settings (Diaz & Petersen 2014; 

IOM, 2013). This is despite the fact that a health care visit is viewed as an excellent opportunity 

to inquire about an abuse history (Battaglia et al., 2003). In an effort to better understand why 

this is the case, Leder et al. (1999) conducted a study among physicians and concluded that they 

reported lacking sufficient knowledge about how to ask about abuse and lacked methods for 

doing so. 

 

Public Health Significance 

The failure of health practitioners and practices to screen for a history of childhood abuse and, 

thus, to fail to identify many victims demonstrates the need for a broader public health strategy 

that focuses on screening and identification in the clinical setting. The comparison of modes of 

administration of screens to identify a history of childhood abuse presented in this dissertation 

provides a starting point for studies that will further the development of effective screening 

methods. Health care providers can be encouraged to partner with researchers to study how to 

identify childhood abuse in health care settings. In addition, training and education for all types 

of health professionals are needed. For example, physician training should begin in medical 

schools and residency programs and continue in practice settings. Content related to history of 

childhood abuse identification and interventions should become part of the medical school 

curriculum.  The Accreditation Council for Graduate Medical Education should adopt guidelines 

that require this type of training during residency program. Finally, training curricula should be 
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made available for continuing medical education for health care providers who are currently in 

practice.  

 

This dissertation demonstrates a dire need for an active public health research agenda that 

examines and describes the magnitude of the problem of childhood abuse. Understanding the 

best methods to identify a prior history of childhood abuse in clinical settings will allow the 

means to assess the health burden that victimization creates. Developing effective modes of 

administration of screens to identify childhood abuse is a necessary first step in addressing this 

significant public health challenge.  

 

Adolescents and young adults are at a point in their development when they are beginning to 

independently manage their health (Christie & Viner, 2005). Understanding how abuse might 

impact the relationship between victims and perception of health and use of health care during 

this vital developmental period will be helpful in formulating additional policy and practice 

recommendations to help victims establish patterns of health care that promote wellbeing in the 

long term.  

 

Aim 1 examines peer reviewed studies comparing modes of administration of screens to identify 

childhood abuse.  This aim points to the lack of studies on mode of administration of screen to 

identify a history of childhood abuse and the need to understand how modes of administration 

compare to each other. Aim 2 addresses this knowledge gap by comparing four modes of 

administration of screens to identify childhood physical abuse that providers might use to 
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improve their identification practices. Aim 3 addresses the relationship between childhood 

physical and sexual abuse and perceived health and health care utilization patterns.  

 

Overview of Chapters 2 to 5 

This dissertation is comprised of a literature review (Chapter 2) and two analytic papers 

(Chapters 3 and 4) in a peer-review journal format but with additional details on methods as well 

as an expanded discussion sections and a conclusion (Chapter 5). 

 

Chapter 2 (aim 1) reviews the literature on studies that compare modes of administration of 

screens to identify childhood physical and sexual abuse in the adolescent and young adult 

population. The review includes peer-review studies published in English between January 1
st
, 

1994 and December 31
st
, 2014.   

 

Chapter 3 (aim 2) describes a study comparing the effectiveness of four modes of administration 

of screens to identify a history of childhood physical abuse among adolescents and young adults 

(ages 12 through 24 years) in a clinic population. The four modes of administration studied were 

paper and pencil screen, ACASI screen, face to face structured screen, and face to face 

unstructured interview. This comparison was done using a sample of adolescents and young 

adults seeking general health services at the Mount Sinai Adolescent Health Center (MSAHC) 

from December 5, 2005 to April 13, 2007. For aim 2, the comparison of the modes of 

administration of screens to identify childhood abuse used data on physical abuse only.  Sexual 

abuse data was not included in the analysis because the definition of what constituted childhood 

sexual abuse was not consistent across the structured and unstructured screening methods.  More 
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specifically, in the unstructured interview having consensual sex with someone 5 or more years 

older was not considered childhood sexual abuse whereas it was in the structured methods.   

 

Chapter 4 (aim 3) investigates the association of childhood physical or sexual abuse with 

perceived health and health care utilization patterns in adolescents and young adults.  

 

Chapter 5, the conclusion, summarizes the findings and reviews the strengths and limitations of 

this dissertation. Implications of the findings for clinical work, public health, and 

recommendations for future research are discussed. 

 

In summary, Chapter 2 presents the analysis for aim 1, Chapter 3 presents the analysis for aim 2, 

Chapter 4 presents the analysis for aim 3 and Chapter 5 presents the conclusions for the 

dissertation.   
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Chapter 2 

A systematic literature review of studies that compare modes of administration of screens 

to identify a history of childhood physical and childhood sexual abuse in the adolescent and 

young adult population (aim 1) 
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Abstract 

Childhood physical and sexual abuse can have a negative impact on adolescents and young 

adults. Although effective interventions that can ameliorate both the short and long-term 

negative impact are available, many adolescent and young adult victims remain without help. 

Two key reasons are that they rarely self-identify as victims and that health care providers 

generally fail to inquire about a history of childhood abuse, especially in the absence of physical 

signs. Although the reasons for this failure remain poorly understood, there is evidence that the 

health care field lacks an understanding of effective methods for the identification of childhood 

abuse. To address this knowledge gap, this paper focuses on a systematic review of the literature 

for studies comparing two or more modes of administration using the same measure to identify a 

history of childhood physical and sexual abuse in adolescent and young adult populations. 

Studies that compared two or more different measures for identifying abuse were not included in 

this review because the focus of the review was to isolate the effects of the mode of 

administration. The review included studies published in English in peer reviewed journals 

between January 1
st
, 1994 and December 31

st
, 2014.  

 

Only one study that met review criteria was found and it was conducted among female college 

students in a university setting. No studies were identified that compared modes of 

administration used to elicit disclosure of a history of childhood abuse among adolescents. This 

finding suggests that there remains an urgent need to conduct evaluation of methods to identify 

childhood physical and sexual abuse including the mode of administration of screens in 

adolescents and young adults. It is recommended that future studies include diverse populations 

and randomized and quasi experimental approaches.    
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Introduction 

According to the National Child Abuse and Neglect Data System (NCANDS), there were 3.5 

million child abuse and neglect referrals involving 6.4 million children to child protective 

services in the United States in 2013 (U.S. Department of Health and Human Services, 

Children’s Bureau [USDHHS], 2015). These numbers are higher than those in 2011 when 3.2 

million referrals involving 6.2 million children were made (Diaz & Petersen, 2014; Institute of 

Medicine [IOM], 2013).  For both the 2011 and 2013 data, physical abuse made up 18% and 

sexual abuse 9% of all the referrals. However, actual prevalences of childhood physical and 

sexual abuse are considered to be much higher as the NCANDS statistics are based only on 

reported cases whereas most childhood abuse cases go unreported (Diaz & Petersen, 2014; IOM, 

2013; Sedlak & Broadhurst, 1996; Briere, 1992;  Knutson & Selner, 1994; Haugaard & Emery, 

1989;  Shafer, Huston, & Egeland, 2008). Thus, the true scope of the problem of childhood abuse 

remains unclear. Childhood abuse has a tremendous human cost. In addition to the human cost 

there is a huge financial cost. The estimated annual cost to U.S. society for childhood 

maltreatment effects (which includes both abuse and neglect) is $80.3 billion (Diaz & Peterson, 

2014; IOM, 2013).  

 

Population-based studies examining prevalence of childhood abuse report widely disparate 

findings (Finkelhor, 1994; Schoen et al., 1997; Schoen, Davis, DesRoches, & Shekhdar, 1998). 

Many researchers say that this discrepancy is due to wide variations in the way studies choose to 

define childhood abuse as well as the lack of standardized and accepted methods to collect this 

information, including modes of administration and variability introduced in measures by 

labeling the experience as “abuse” or asking about the experience of events or behaviors without 
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a value label (Hulme, 2007; 2004; Knutson & Selner, 1994; Haugaard & Emery, 1989; Widom 

& Morris, 1997; Wyatt & Peters, 1986).  

 

The high prevalence of childhood physical and sexual abuse and its negative impact (R. C. W 

Hall & R. C. W. Hall, 2007; Leserman, Drossman, Toomey, Nachman, & Glogau, 1997) makes 

it a major public health concern (Acierno, Resnick, & Kilpatrick, 1997; Diaz & Petersen, 2014; 

Djeddah, Facchin, Ranzato, & Romer, 2000; Felitti, 1991; Felitti et al., 1991; Gould et al., 1994; 

IOM, 2013; Leder, Emans, Hafler & Rappaport, 1999; Seng & Petersen, 1995). Its identification, 

through victim disclosure, is recognized as a necessary first step in ameliorating the immediate 

and longer-term impact of childhood abuse (Kellogg, 2007). A number of therapeutic approaches 

can significantly reduce the common problems and symptoms associated with childhood abuse in 

children (Cohen,  Deblinger, Mannarino, & Steer, 2004; Cohen, Mannarino, Berliner, & 

Deblinger, 2000; Cohen & Mannarino, 1998; Cohen & Mannarino 1996; Deblinger, Mannarino, 

Cohen, &  Steer, 2006;  Deblinger, Lippman, & Steer, 1996), in adolescents (Cohen, et al., 2000; 

Cohen et al., 2004; Cohen & Mannarino, 1998; Deblinger et al., 2006; Shapiro, 1989) and in 

adults (Brady et al., 2000; Paivio, Jarry, Chagigiogis, Hall, & Ralston,  2010; Cloitre, Koenen, 

Cohen, & Han, 2002; Edmond, Rubin, & Wambach, 1999; Resick & Schnicke, 1992; Shapiro 

1989). Therefore, the accurate identification of victims of childhood abuse is a pressing issue, 

and includes the difficulty of identifying abuse both close to the time it occurs and years after it 

has occurred (Diaz & Petersen, 2014; IOM, 2013; Sedlak & Broadhurst, 1996; Briere, 1992).  

 

The health care setting can be a natural place to identify a history of childhood abuse in children, 

adolescents, young adults, adults and the elderly because patients accept the fact that medical 
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providers typically will ask very personal questions (Battaglia et al, 2003; Ong, de Haes, Hoos, 

& Lammes, 1995) and commonly, abuse negatively impacts health and victims utilize more 

health care. The medical visit includes taking a history which should include assessment of past 

and present health risks (Battaglia, Finley, & Liebschutz, 2003; Ong, de Haes, Hoos, & Lammes, 

1995).  However, even in health care settings a very large proportion of abuse cases remain 

unidentified (Acierno et al., 1997; Battaglia et al., 2003; Leder et al., 1999; Weinreb, Fletcher, 

Candib, & Bacigalupe, 2007).   

 

Most health care providers do not ask their patients about a history of abuse in the absence of 

physical signs, which is most commonly the case. They report that a major obstacle to asking is 

the concern that inquiry will lead to reactions and consequences for patients that the health care 

provider may not be equipped to handle (Leder et al., 1999). Physicians’ failure to inquire is also, 

in part, due to the lack of commonly accepted measures (i.e. screening instruments) (Savell, 

2005) and lack of strategies for incorporating the use of measures into their practice (i.e. how to 

practically implement screening measures) (Weinreb et al., 2007). DiLillo and his colleagues 

(DiLillo, DeGue, Kras, Di Loreto-Colgan, & Nash, 2006) have pointed out that we lack an 

understanding as to how the mode of administering abuse screens (i.e. paper and pencil 

questionnaire, computer assisted survey or face to face structured interview) impacts those being 

screened, including the effects on levels of discomfort and willingness to disclose.  

 

Studies of other sensitive issues such as high risk sexual behaviors, HIV, and substance abuse 

have suggested that computer based administration of survey measures lead to greater levels of 

disclosure than paper and pencil questionnaires or face to face interviews, offering a greater 
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sense of confidentiality than these other types of survey administration (Kamen, Etter, Flores, 

Sharp, & Gore-Felton, 2013; Kurth et al., 2004; Reddy et al., 2006; Williams, Freeman, Bowen, 

& Zhao, 2000; Tourangeau & Smith, 1996; Turner et al., 1998). Comparison of computer 

interview, face to face interview and self-administered questionnaire asking adolescent girls 

about  health and sexual behavior found that the participants perceived the computer interactive 

method as being fun, interesting, confidential, private, and easy (Millstein & Irwin, 1983). 

 

Therefore, understanding which mode of administration of screens to identify childhood abuse is 

the most effective, focusing on different modes of administration using identical measures, is an 

important area of exploration that can lead to improvements in practice and to more accurate 

estimates of the prevalence of childhood abuse. Thus, this study aims to present a systematic 

literature review of studies that compared modes of administration of screens to identify a history 

of childhood physical and sexual abuse in adolescent and young adult populations. Only studies 

that used a single screening measure in this comparison where included. This literature review 

does not include studies that focused on the comparison of different measures.   

 

Research Design and Methods 

Inclusion/Selection Criteria for Identification of Studies  

Studies were  included if they compared two or more modes of administration (using identical 

measures) to identify a history of childhood physical or sexual abuse in adolescents or young 

adults, including those conducted among college students where the population was 

predominantly  young adults. Any study describing its population as “college students” where 

the mean age was 21 years or younger was considered. No exclusions were made based on type 

http://www.sciencemag.org/search?author1=L.+Ku&sortspec=date&submit=Submit
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of study design (e.g. quantitative or qualitative; quasi experimental or randomized). Only peer 

reviewed studies published between January 1
st
, 1994 and December 31

st
, 2014, and written in 

English were included.  

 

Search Methods for Identification of Studies  

A literature search of peer reviewed studies published in English anywhere between the years 

January 1, 1994 and December 31, 2014 was conducted using PubMed. The searches used the 

following filters: human, title and title and abstract, and initially used the age filters “adolescent 

13 to 18 years” and “young adult 19 to 24 years.”  The following search or key terms were used 

to identify studies of child abuse: child OR child* OR teenage* OR adolesc*; AND maltreatment 

OR physical abuse OR sexual abuse OR molest* OR incest. These search results were then run 

with AND compar* in combination with the following terms: disclos* OR identif* OR screen* 

OR assess* OR tools OR measure OR survey OR questionnaire OR prevalence OR “taking a 

history” OR “eliciting a history” OR “paper and pencil screen” OR “computer assisted” OR 

ACASI OR “face to face structured interview” OR “face to face interview.” These searches were 

then rerun without the age filters (adolescent 13 to 18 years, young adult 19 to 24 years) but with 

the additional terms: AND “college students” OR “undergraduate students” to include studies of 

undergraduate students (see appendix 1).  In addition, the references listed in any studies 

identified by the electronic search were also examined and reviewed to see if they met the 

inclusion criteria. 
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Two individuals independently reviewed the results of abstracts identified and selected studies 

for further review as full text for inclusion in the systematic literature review.  Any disagreement 

was resolved in conference or referee by a third party.  See Figure 1 (appendix 2) for the flow of 

studies through the identification and selection process for the literature searches.  

 

The data for extraction from selected studies included the author or authors; year of publication; 

the sample size; study population; country in which the study was conducted; the study 

population’s age range, mean age, race and ethnicity; the sampling methodology used; the study 

aims; the measures used to assess for a history of child abuse; the mode of administration of the 

measures and any pertinent findings.  

 

Quality standards  

The Revised Consolidated Standards of Reporting Trials (CONSORT, Altman et al., 2001); 

Strengthening the Reporting of Observational Studies (STROBE, Sanderson, Tatt, & Higgins, 

2007); Consolidated Criteria for Reporting Qualitative Research (COREQ, Tong, Sainsbury, & 

Craig, 2007); and Preferred Reporting Items for Systematic Review and Meta-Analysis 

(PRISMA, Liberati, et al., 2009), were to be used for assessing quality of the selected studies.  

 

Results  

The initial search identified 2,014 records. These records were reviewed independently by two 

individuals, who identified 43 records, using the key terms in the title or abstract, to be further 

reviewed as full text. The full text of these articles was independently read by the two reviewers. 

Forty-one of these were eliminated as they did not meet the criteria of comparing modes of 
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administration using identical measures for identifying childhood abuse in the adolescent and 

young adult population. This was determined upon closer inspection independently by the two 

reviewers. These 41 articles were found to be either studies using adult samples or comparing 

different measures but not comparing modes of administration using the same measure. After the 

41 articles were eliminated, two articles remained. Of the two, only one (DiLillo et al., 2006) 

was found by both reviewers to meet the inclusion criteria. The remaining article (Durrett, Trull, 

& Silk. 2004) was sent to a referee and was judged not to fit the inclusion criteria because its 

focus was not on a comparison of modes of administration using the same measure for 

identifying a history of childhood abuse per se but instead was about the reliability of two 

different measures to identify childhood physical and sexual abuse.  

 

The one study which met the criteria and was included in this review was DiLillo, et al. (2006) 

(Table 2.1). Using the same measure for assessing childhood physical and sexual abuse (the 

Computer Assisted Maltreatment Inventory – CAMI; DiLillo et al., 2010), this study examined 

the impact that different modes of administration (paper and pencil questionnaire, computer 

assisted survey, and face to face structured interview) had on disclosure rates for childhood 

physical and sexual abuse. The CAMI is a behaviorally specific instrument that employs a series 

of screener questions that conform to precise operational definitions of childhood physical and 

sexual abuse. For physical abuse the CAMI describes several acts including shaking, slapping, 

pinching, severe spanking, punching, kicking, chocking, burning, hitting with an object, and 

threatening with a weapon. For sexual abuse the CAMI describes specific sexual activities 

ranging from kissing to fondling to intercourse. It then asks if any of these occurred prior to the 

age of 18. For childhood physical or sexual abuse, an affirmative response to one or more 
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screener questions is followed by additional questions on the nature and circumstances of the 

reported behaviors.  For example: who were the perpetrators, type and frequency of abuse, age of 

onset and age of termination of the abuse, use of verbal coercion or physical force. A positive 

screener is followed by more detailed questions.  Using this behaviorally designed measure 

minimizes the need for subjective interpretation of items by respondents and avoids the use of 

labels such as “abuse” or “victim”. 

 

The DiLillo et al. (2006) study, which used a convenience sample of 334 female undergraduates 

at a Midwestern university, adapted the exact questions and the same order of questions used in 

the CAMI for use as both a paper and pencil questionnaire and a face to face structured 

interview.  It also examined participants’ experience of comfort and distress and perceptions of 

confidentiality and preference for each method. The age range of the sample was between 17.97 

and 42.72 years with a mean age of 20.00 and a standard deviation of 2.52. The latter suggests 

that although the sample included some older adults the great majority were young adults.  Once 

the sample was selected, participants were randomized to one of three conditions for 

identification of childhood physical or sexual abuse; paper and pencil questionnaire, computer 

assisted survey or face to face structured interview, all using the same measure (CAMI). The 

number of participants ended up been balanced across the three modes of administration: paper 

and pencil questionnaire (n=114), computer assisted survey (n=112) and face to face structured 

interview (n=108). The three groups were equivalent in terms of age (F= 1.4, p = .25), 

race/ethnicity (X
2
 = 16.2, p = .18), marital status (X

2
 = 3.5, p = .75) and socioeconomic status 

(X
2
 = 18.8, p = .66).  
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DiLillo et al. (2006) found that overall 19.7% (n=66) of the sample were victims of childhood 

physical or sexual abuse.  When comparing the three arms of the study, among the group 

screened through paper and pencil, 21% disclosed physical or sexual abuse; among those 

screened through computer, 19.6% disclosed physical or sexual abuse; and for those screened 

through face to face structured interview, 18.5% disclosed physical or sexual abuse.  No 

significant association was found between disclosure of childhood abuse and mode of 

administration used (X
2
 = .23; p value = 0.89).  

 

When examining the data by the specific type of abuse 12.8% (n=43) reported having 

experienced physical abuse only (i.e. physical abuse without sexual abuse), 4.2% (n=14) reported 

having experienced sexual abuse only (i.e. sexual abuse without physical abuse), and 2.7% (n=9) 

had experienced both forms of abuse.  

 

Overall, 15.6 % (n=52) of the total sample reported childhood physical abuse.  When comparing 

the three arms of the study, among the group screened through paper and pencil 16.6% disclosed 

childhood physical abuse; for those screened through computer 14.3% disclosed childhood 

physical abuse, and in the group screened through face to face structured interview 14.0% 

disclosed childhood physical abuse.  No significant association was found between rates of 

disclosure of physical abuse and method used (X
2
 = 1.1; p value = 0.58).  

 

Overall, 6.9 % (n=23) of the total sample reported childhood sexual abuse.  When comparing the 

three arms of the study, among the group screened through paper and pencil, 6.1% disclosed 

childhood sexual abuse; for the group screened through computer, 9.8% disclosed childhood 
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sexual abuse; and in the group screened through face to face structured interview, 4.6% disclosed 

childhood sexual abuse.  No significant association was found between disclosure of sexual 

abuse and method used (X
2
 = 2.5; p value = 0.29).  

 

Assessment of Quality 

DiLillo, et al.’s (2006) study has many high quality features including that the study was 

randomized. Although it does not include the word randomization in the title, it does mention in 

the abstract and in the body of the paper that the participants were randomly assigned to the 

mode of administration. The study used the same measure (CAMI) in all three modes of 

administration, and compared the effectiveness of each mode in eliciting a history of abuse.  

Since the study used the same screening measure for each mode of administration, the authors 

were able to isolate the effect of the modes of administration (exposure) for comparison. The 

study objectives were clearly articulated. The primary and secondary endpoints were defined. 

DiLillo et al. also assessed the participants’ levels of comfort, distress and mood changes 

associated with each mode of administration as well as perceptions of confidentiality and 

preference by modes of administration. 

 

DiLillo et al.’s (2006) use of a convenience sample recruited from a very homogeneous 

population of female college students limited the generalizability of their findings. Furthermore, 

no a priori power calculations were done even though the authors included a statement: “A post 

hoc power analysis indicated the above tests produced sufficient power (.99) to detect medium 

effect sizes (.30) in the present sample (p. 416).” No details of the post hoc power calculation 

were offered.  Similarly, no details were given regarding the randomization. Although one stated 
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aim of DiLillo et al.’s study was to examine the prevalence of childhood abuse reported for each 

mode of administration using the same measure, no table was included for this outcome in the 

published article.  Thus, the published findings on this outcome were hard to interpret and 

required additional data manipulation by the reader to determine the prevalence of childhood 

abuse identified in each arm.   

 

Discussion 

In an electronic search for studies, only one study (DiLillo et al., 2006) met the inclusion criteria 

for this systematic review. Furthermore, this study was conducted among college students in a 

university setting, who were all female and 90% white.  This makes it hard to generalize to a 

wider young adult population, including males, non-whites, and those who are not enrolled in 

college. No studies were identified that compared the modes of administration used to elicit 

disclosure of a history of childhood abuse among a younger population of adolescents.  

 

The results of this systematic literature review support the need for future research with more 

representative samples comparing methods to identify a history of childhood physical or 

childhood sexual abuse in adolescents and young adults. Moreover, future studies should include 

diverse populations in terms of all genders, age, race/ethnicity, those attending school and those 

not in school. Clearly, this review identified large gaps in the literature supporting the need for 

the research study described in Chapter 3 (aim 2) of this dissertation.  

 

The study of childhood abuse among adolescents and young adults is an emerging field that 

remains underdeveloped (Hulme, 2004). As a result, we lack an understanding of the prevalence 
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and of how to best identify a history of childhood abuse. Without further research many victims 

will continue to remain without the help they need for recovery. Although one cannot assume 

that once abuse is identified health care providers will refer the victim for services, identification 

still remains a necessary first step. We need to be able to identify those with a history of 

childhood abuse to connect them with proper treatment. It is equally important to equip health 

providers and others with the knowledge and tools to screen for childhood abuse within health 

care settings where well trained medical providers could play a major role in identifying victims.  

 

Limitations and Strengths of the Literature Review  

The fact that the literature review only identified one published study suggests that the restriction 

of the search to publications in English issued between January 1
st
, 1994 and December 31

st
, 

2014, may have been a limitation. Perhaps, searching over a longer period and for publications in 

other languages might have led to the identification of additional studies. But, regardless, finding 

only one article identified a major gap in the literature. 

 

The major strength of this literature review is that it is focused on the adolescent and young adult 

population and examines an area of significant public health concern. A history of childhood 

physical abuse and sexual abuse remains too common in young people and has many immediate 

and long-term negative health sequella yet we know little about how best to identify it. Another 

strength of this review is the methodology of having two independent reviewers evaluate the 

abstracts and any articles that initially were identified as possible candidates for inclusion, as 

well as having a process in place for when there was disagreement with a third person (the 

referee) having the final word. 
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Recommendations   

Given the critical impact of the experience of childhood physical and sexual abuse on children, 

adolescence, young adults, adults and the elderly, there is an urgent need to conduct further 

evaluation of methods to identify childhood abuse using randomized and quasi experimental 

approaches. Improving our methods for identifying childhood abuse will allow for the offering of 

effective interventions to victims.  However, research is also needed regarding what modes of 

administration of screens to identify childhood abuse might be best suited for busy primary care 

health settings. A mode of administration that makes the least demand on the physician’s time – 

such as the ACASI – might be more readily accepted in busy practice settings where physicians 

may have limited time to spend with each patient. This future research on modes of 

administration of screens to identify childhood abuse should include samples of diverse 

populations of adolescents and young adults and should examine the effects of age, 

race/ethnicity, gender, education, socioeconomic status and other demographic characteristics.  

 

Although this review does not include a comparison of measures that have been, and are being 

used, in the identification of childhood abuse, the fact that most measures have not been 

psychometrically validated (Hulme, 2004) suggests that further research is also needed in this 

area. Again, measures that might be appropriate for research studies also need to be field tested 

for suitability for clinical practice settings, to increase the likelihood of their adoption in such 

settings. For example, measures that are long or require a complex scoring process might not be 

practical in busy health care settings.  
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Both research on measures and modes of administration will continue to have to rely on, and 

refine, retrospective self-reports of childhood abuse.  Childhood abuse research cannot solely 

depend on official Child Protection Services (CPS) databases because much childhood abuse 

goes unreported (IOM, 2013); official records miss large numbers of cases, making them 

unreliable sources for understanding true prevalence.  Some researchers suggest a gold standard 

of combining both official CPS reports with retrospective, self-report measures (Brown, Cohen, 

Johnson, & Salzinger, 1998; Widom & Morris, 1997; Widom & Shepard, 1996). However, this 

approach may be hard to implement in health care practices as it will be likely extremely time 

consuming and impractical for providers to get access to and use the CPS official records. 

 

There is an emerging literature suggesting that the ACASI has performed better than other modes 

of administration when studying a range of sensitive issues in adolescents and young adults for 

matters other than childhood abuse (Kamen et al., 2013; Kurth et al., 2004; Reddy et al., 2006; 

Tourangeau & Smith, 1996; Turner et al., 1998; Williams & Freeman, 2000). DiLillo et al.’s 

(2006) research on childhood abuse compared three modes of administration of screens to 

identify childhood abuse and focuses on the emotional impact of different modes for 

administering the same measure to identify childhood abuse, and on victim’s preference by 

method and their perception of confidentiality of each method.  Together these studies suggest 

two important directions for further research.  First, we need to understand the ways in which the 

disclosure of childhood abuse differs from disclosure of other sensitive areas of human 

experience. Second, we need to understand how the victim’s experience with different modes of 

administration of screens influences their willingness to disclose.   
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http://www.sciencemag.org/search?author1=L.+Ku&sortspec=date&submit=Submit
http://www.sciencemag.org/search?author1=F.+L.+Sonenstein&sortspec=date&submit=Submit
http://www.acf.hhs.gov/programs/cb/resource/child-maltreatment-2013
http://www.acf.hhs.gov/programs/cb/resource/child-maltreatment-2013
http://psycnet.apa.org/index.cfm?fa=search.searchResults&latSearchType=a&term=Widom,%20Cathy%20Spatz
http://psycnet.apa.org/index.cfm?fa=search.searchResults&latSearchType=a&term=Shepard,%20Robin%20L.


 

 
 

Table 2.1.  Summary of a systematic literature review on the comparison of methods used to identify childhood 

physical abuse and childhood sexual abuse in adolescents and young adults published in the United States and 

elsewhere between January 1
st
, 1994 and December 31

st
, 2014 

DiLillo, 

DeGue 

et al. 

(2006) 

 

 

 

 

 

 

 

 

 

334 female undergraduate 

US college students. 

Age range: 17.97 -42.72  

Mean age 20.00 years. 

White 89.8% 

African Americans 2.4% 

Asian Americans 2.4% 

Hispanic Americans 1.8% 

Native Americans 0.3% 

Other ethnicities 2.1% 

Never married 95.8% 

Income growing up-most 

41,000-70,000 

Random assignment 

 

This study 

compared three 

methods of 

taking a history 

of childhood 

physical abuse 

and childhood 

sexual abuse.  

Outcomes 

studied included 

prevalence of 

abuse by each 

method, 

comfort/distress 

with each 

method, subject 

preference for 

method, and 

perception of 

confidentiality 

by method 

 

Using the same 

instrument 

(computer 

assisted 

maltreatment 

inventory - 

CAMI) the 

study compared 

computer 

assisted method 

to pencil and 

paper 

questionnaire 

and for face to 

face structured 

interview.   

Mode of assessment was not 

statistically associated with the 

likelihood of disclosing abuse. 

(Pencil and paper 7.2%, CAMI 6.6%, 

face to face structured 6%). (X
2
 = 

0.23, p = .89). 

When disclosure rates were examined 

by type of abuse, the largest 

proportion of child physical abuse 

victims was identified in the 

questionnaire condition (6.3%, n = 

21), followed by the computer (4.8%, 

n = 16) and the interview conditions 

(4.5%, n = 15).  

In contrast, the largest proportion of 

child sexual abuse victims was 

identified in the computer condition 

(3.3%, n = 11), followed by the 

questionnaire (2.1%, n = 7) and 

interview conditions (1.5%, n = 5). 

Again, however, differences in 

disclosure rates across modes did not 

reach significance for victims of 

physical abuse (X
2
 = 1.1, p = .58) or 

sexual abuse (X
2
= 2.5, p = .29)   

4
2
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Chapter 3 

Comparison of modes of administration of screens to identify a history of childhood 

physical abuse (aim 2) 
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Abstract 

Childhood physical abuse is a major public health issue with negative consequences to health 

and well-being manifested in childhood and adolescence, and persisting into adulthood. Yet 

much childhood physical abuse is not identified when it occurs and little is known about how to 

screen for it.  To address this gap, the effectiveness of four modes of administration of screens to 

identify childhood physical abuse were compared in  a sample of 506 adolescents and young 

adults ages 12 - 24 years seeking general health services at a primary care clinic designed 

specifically for youth. Comparisons were made between paper and pencil screen, Audio 

Computer Assisted Self Interview (ACASI) screen, face to face structured screen (all three 

utilizing the same measure), and face to face unstructured interview.   

 

Overall, 44.5% of the sample disclosed that they had been physically abused. When compared to 

paper and pencil screen , the odds of reporting physical abuse was 1.6 (95%CI: 1.0, 2.7) and 4.5 

(95%CI: 2.6, 7.8) higher among participants using face to face structured screen and face to face 

unstructured interview methods, respectively.  The face to face unstructured interview identified 

significantly higher percentages of childhood physical abuse than the paper and pencil screen. 

While the unstructured interview was the most effective mode for screening for childhood 

physical abuse in this study, additional research is needed to confirm whether this holds true in 

other health care settings. Further research should examine how a health provider’s training, 

experience, and comfort level might influence the identification of physical abuse disclosure in 

primary care settings using face to face unstructured interview.  
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Introduction 

Despite the findings from research that child maltreatment in the United States (U.S.) has 

declined, childhood abuse continues to be a major public health issue with tremendous emotional 

and financial burden (Institute of Medicine [IOM], 2013). Although much childhood abuse is 

never reported (Diaz & Peterson, 2014; IOM, 2013), the number of reported cases among U.S. 

children and adolescents is high (U.S. Department of Health and Human Services, Children’s 

Bureau [USDHHS], 2015). For instance, the National Child Abuse and Neglect Data System for 

2013 reported 3.5 million referrals of child maltreatment involving 6.4 million children of which 

18% were for physical abuse (USDHHS, 2015).   

 

Childhood physical abuse has both short and long-term negative consequences throughout the 

victim’s life course. These consequences affect all aspects of development and human 

functioning (Anda et al., 2006; Berkowitz, 2000; Diaz & Petersen, 2014; Dong et al., 2005; IOM, 

2013). For instance, in adolescents, the problems associated with a history of childhood physical 

abuse include teen pregnancy (Hillis et al., 2004), stress, poor self-esteem, cigarette smoking, 

drug abuse and poor perceived health (Diaz, Simantov, & Rickert, 2002), alcohol abuse (Diaz et 

al., 2002;  Dube et al., 2006), depression and suicidality (Brown, Cohen, Johnson, & Smailes, 

1999) as well as increased likelihood of externalizing behaviors and criminal problems 

(Malinosky-Rummell & Hansen, 1993).  

 

The negative effects of childhood abuse can be diminished through effective treatment 

interventions if the abuse is disclosed by the victim or is identified by a health care provider 

(Diaz & Petersen, 2014; IOM, 2013). This includes treatment for trauma (Cohen, Mannarino, 
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Berliner, & Deblinger, 2000) and Post-Traumatic Stress Disorder (Bisson et al., 2007). While 

most victims do not spontaneously disclose a history of childhood physical abuse, they are very 

likely to disclose a history of childhood abuse if asked in a medical setting as part of a 

comprehensive health history (Battaglia, Finley, & Liebschutz, 2003; Diaz et al., 2004; Diaz, 

1999; Diaz & Manigat, 1999; Ong, de Haes, Hoos, & Lammes, 1995). 

 

However, although the medical encounter is well suited to identify a history of childhood abuse, 

most providers do not ask their patients about abuse when there are no obvious signs or 

symptoms, which is most commonly the case (Leder, Emans, Hafler, & Rappaport, 1999). Very 

few studies have focused on understanding the reasons as to why physicians do not ask about or 

report childhood abuse (Weinreb, Fletcher, Candib, & Bacigalupe, 2007). However, there is 

evidence that physicians are ill-prepared to ask about childhood physical abuse and lack the 

knowledge regarding methods that are effective for identifying childhood abuse (Leder et al., 

1999). Lane and Dubowitz (2009) found that the majority of physicians had little experience 

evaluating and reporting suspected child maltreatment, are concerned that they might get 

involved in a legal process, and do not feel competent to testify in court. 

 

A number of modes of administration have been used to identify and assess for a history of 

childhood abuse including paper and pencil questionnaires, interviewer conducted 

questionnaires, computer assisted questionnaires, and face to face interviews (Abbey, Zawacki, 

Buck, Clinton, & McAuslan, 2004; Nash, Zivney, & Hulsey, 2002). Each has its merits. For 

example, the paper and pencil questionnaire is easy to administer but depends on the reader 

understanding  and correctly interpreting the questions (Ghanem, Hutton, Zenilman, Zimba, & 

http://www.sciencedirect.com/science/article/pii/S1359178903000119
http://www.sciencedirect.com/science/article/pii/S1359178903000119
http://www.sciencedirect.com/science/article/pii/S1359178903000119
http://www.sciencedirect.com/science/article/pii/S1359178903000119
http://www.sciencedirect.com/science/article/pii/S1359178903000119
http://www.sciencedirect.com/science/article/pii/S1359178903000119
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Erbelding, 2005). In contrast the Audio Computer Assisted Self Interview (ACASI), which has 

been used to identify a number of sensitive issues, has an audio component which speaks the 

questions to the participant, does not require the same level of reading skills, although it also 

depends on the participant’s interpretation of the questions. 

 

Structured screens, such as the Childhood Maltreatment Interview Schedule-Short Form (CMIS-

SF; Briere, 1992; or the Computer Assisted Maltreatment Inventory (CAMI; DiLillo et al., 2010) 

use a defined set of questions. In contrast, the face to face unstructured interview method allows 

the give and take of a conversation (Bryman, 2006; Patton, 2002) allowing the interviewer to 

probe. Thus, a participant’s experience of physical punishment that he or she might initially 

define as non-abusive might upon further probing become re-defined as childhood physical 

abuse. ACASI, which has not previously been studied in childhood abuse per se, has been found 

to be more effective than other modes of inquiry in research on highly sensitive issues in 

adolescents and young adults (Dolezal et al., 2012; Kamen et al., 2013; Kurth et al., 2004; Reddy 

et al., 2006; Tourangeau & Smith, 1996; Turner et al., 1998; Turner, Lessler, & Devore, 1992; 

Williams et al., 2000). In studies of high risk, illicit and stigmatizing behaviors, ACASI has also 

been shown to enhance the participants’ sense of privacy and to reduce the influence of social 

desirability in shaping the participants’ responses (Islam et al., 2012; Jones, 2003).  DiLillo, 

DeGue, Kras, Di Loretto-Colgan and Nash (2006) showed that in childhood abuse studies 

participants showed a preference for computer based modes of inquiry. Based on these factors, I 

thought it likely that ACASI would identify a higher number of histories of childhood physical 

abuse than the other structured methods. 
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This study’s aim was to compare the effectiveness of four modes of administration of screens – 

paper and pencil screen, ACASI screen, face to face structured screen, and face to face 

unstructured interview – to identify a history of childhood physical abuse, during a clinical visit.  

Specifically, this study hypothesized that: (a) face to face unstructured interview would capture 

higher proportions of childhood physical abuse than face to face structured screen; (b) ACASI 

screen would capture higher proportions of childhood physical abuse than paper and pencil 

screen and face to face structured screen and; (c) when comparing all four modes of 

administration, face to face unstructured interview would capture higher proportions of 

childhood physical abuse compared to the three  structured mode of administration.  

 

Research Design and Methods 

Study Population 

The study sample was recruited from adolescents and young adults, ages 12 to 24 years, seeking 

general health services, Monday through Saturday, at the Mount Sinai Adolescent Health Center 

(MSAHC) from December 5, 2005 to April 13, 2007. MSAHC is a New York City based 

primary care clinic designed specifically for adolescents and young adults, ages 10 to 24 years, 

operated by the Division of Adolescent Medicine of the Icahn School of Medicine at Mount 

Sinai. MSAHC provides free, confidential, comprehensive, integrated physical health, sexual and 

reproductive health, mental health, dental and optical services. Adolescents and young adults 

were eligible to participate in the study if they were within the 12 to 24 years age range and 

spoke English. There was no restriction based on place of residence of the participants.   
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Study Recruitment 

Institutional Review Board (IRB) approval was obtained from the Icahn School of Medicine at 

Mount Sinai prior to data collection.  A waiver of parental consent was requested and granted by 

the IRB to allow consent from adolescents under age 18. A Certificate of Confidentiality was 

obtained to protect participants’ privacy for issues such as substance use.  This additional 

protection for participants is important because it protects participants’ data from subpoena to the 

fullest extent allowed by law (Hoagwood, 1994; Wolf & Zandecki, 2004).  

 

Two research assistants (RAs) were assigned to the study, one of whom was available during all 

clinic hours. Eligible participants were approached by one of the research assistants in the 

waiting room, while waiting to see their medical provider. Each potential participant was then 

taken by an RA to a private room where the RA described the research project as a confidential 

study on how to best take a psychosocial history from adolescents and young adults. Potential 

participants who met the study inclusion criteria were told that a participant could decide against 

participation in the study at any time without this affecting his/her health care at the MSAHC. If 

the RA found that a potential participant seemed to have difficulty understanding the study 

materials and the consent form, he/she was not enrolled. No formal sampling or selection 

protocol was used. Eligible participants who agreed to participate in the study, once consented, 

were randomized within clinician and non-clinician arms to one of four modes of administration 

of screens to identify a history of childhood physical abuse. Participants received two movie 

tickets upon completion of all the study instruments. 
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The initial sample consisted of 532 participants who were screened for a childhood physical 

abuse history. Of these, 26 were missing data and were excluded yielding an analytic sample of 

506 participants.  There were no statistically significant differences between the analytic sample 

and the 26 who were excluded except for childhood physical abuse (44.5% versus 23.1%; p 

value = 0.03). Furthermore, these differences were unlikely to impact this study’s results as those 

who were excluded was a very small proportion (4.8%) of the initial sample of 532 and because 

the prevalence of childhood physical abuse in the total population (n=532; 43.2%) was similar to 

the one observed in the analytic sample (n=506; 44.5%; p>0.05) (see appendix 3). 

  

Safety Protocol 

Each potential participant was told during the informed consent process that if any childhood 

abuse or suicidality was disclosed during the research study, this information would be shared 

with the participant’s medical provider before the participant left the facility. Participants 

younger than 18 years of age were informed that if they disclosed childhood abuse the MSAHC 

staff members would assess the history of childhood abuse in detail and determine the need to 

report to child protection as they are mandated reporters of childhood abuse.  

 

All participants completed the research protocols prior to receiving the clinical services for 

which they had come that day to MSAHC. The clinical services were provided by their usual 

health care provider and not by the clinician doing the research. A protocol was in place to 

ensure each participant’s wellbeing and to address any issue considered as a potential risk to the 

participants, including emotional discomfort, the revelation of a childhood abuse history, or 
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suicidality.  The Beck Depression Inventory for Primary Care-Fast Screen (BDI-FS; Beck, Guth, 

Steer, & Ball, 1997) (appendix 4) was used to assess suicidality (appendix 5).  

 

When the RA observed any risk condition, she immediately noted it and informed the 

participant’s health care provider. The provider assessed the participant and if deemed necessary 

ensured that the participant was then seen by a mental health professional within MSAHC for 

further assessment, prior to the participant leaving the clinic.  

 

Study Randomization 

The study was limited by the fact that only one clinician was assigned to conduct the two face-

to-face screening groups, structured and unstructured, upon her availability.  Therefore, when the 

clinician was not available, the participants were randomized to paper and pencil screen versus 

ACASI screen. When the clinician was available the participants were randomized to face to face 

structured screen versus face to face unstructured interviews.  However, there was unlikely to be 

confounding between clinician and non-clinician assignments (i.e. by the types of participants 

who received the face to face screens versus those who received paper and pencil screen or 

ACASI) because none of the research participants were aware of the clinician’s presence when 

they were recruited as they were not scheduled to see her for medical services. 

 

Microsoft Excel was used to generate a block of random numbers using the “RAND” function.  

For the non-clinician arm, “paper and pencil” was assigned to random digits ending in an odd 

number and “ACASI” was assigned to random digits ending in an even number. For the clinician 

arm the face to face structured screen was assigned to random digits ending in odd numbers and 
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face to face unstructured interview was assigned to random digits ending in even numbers. Each 

screening method received a code number (01=Paper and Pencil, 02=ACASI, 03=face to face 

structured screen and 04= face to face unstructured interview) which was added at the end of the 

number on the list of the order in which the screen was administered (see example for pencil and 

paper screen and ACASI screen displayed in participants’ study identification number Figure 2, 

appendix 6). The randomization ratio for non-clinician arm was 1:1 for paper and pencil versus 

ACASI. Similarly the randomization ratio for clinician arm was 1:1 for face to face structured 

screen versus face to face unstructured interview.  The random numbers and envelopes were 

stored in separate study binders. During the visit in which the participant was recruited into the 

study, the RAs opened the appropriate numbered envelope to reveal the randomization 

assignment. Depending on the latter, the subject was assigned to one of the four modes of 

administration to identify a childhood abuse history. Both face to face structured screen and face 

to face unstructured interviews were conducted by the sole participating clinician.   

 

Once participants completed the history of childhood abuse using one of the four randomly 

assigned modes of administration of screens to identify a history of childhood abuse, they then 

completed a demographic questionnaire (appendix 7) and the BDI-FS (Beck, Steer & Brown, 

2000). All participants completed the demographic questionnaire and the BDI-FS using ACASI. 

Since it was essential that any issue that might represent a risk to the participants, such as a 

history of abuse or suicidality, be addressed before the participant left the clinic, the RAs 

reviewed all responses upon completion including the three structured modes using CMIS-SF, 

the face to face unstructured interviews and the BDI-FS before the participant left the clinic. All 

data collected not using ACASI was entered into a database.  
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Outcome 

The study outcome was self-reported retrospective history of childhood physical abuse occurring 

before 17 years of age disclosed during any of the three structured screening methods (paper and 

pencil, ACASI or face to face structured screens) using the Childhood Maltreatment Interview 

Schedule-Short Form (CMIS-SF: Briere, 1992, appendix 8). The CMIS-SF has been shown to 

have good internal consistency (Briere, 1992).  For the present study the CMIS-SF was modified 

(appendix 9). The modifications to the CMIS-SF were made to better fit the language, 

terminology and culture of the study population.  Questions on the CMIS-SF about parental 

substance abuse, domestic violence between parents, and emotional neglect of participants were 

omitted from this research as these areas were not a focus of study.  Childhood physical abuse 

was also identified by face to face unstructured interview. 

 

For the three structured methods, information about childhood physical abuse was collected 

through the following questions from the modified CMIS-SF: “Before you were 17 years of age: 

Did a parent or guardian ever do something to you on purpose (for example, hit or punch or cut 

you, or push you down) that made you bleed or gave you bruises or scratches, or that broke 

bones or teeth?”  “Did either of your parents or guardians get so mad at you that they hurt you 

physically?”  “Did either of your parents or guardians use physical punishment for discipline?” 

Each question had answer choices of “Yes” or “No.” A participant was considered to have a 

history of childhood physical abuse if they answered “Yes” to any of these questions. 

For the face to face unstructured interview method, physical abuse information was assessed by 

asking participants: “How do your parents or guardians discipline you?” “How do they punish 

you?”  “Do they ever physically hit you?” Further probing was done depending on the responses 
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to the questions. A positive determination of childhood physical abuse was made if the 

participant described any of the following experiences: having been hit, punched, kicked, or 

otherwise struck or pushed down; cut, bruised, made to bleed, scratched, having broken bones, 

broken teeth, or having been hurt physically. Although these questions appear structured, the 

format allowed the clinician the opportunity to probe further.  

 

For analytical purposes, the outcome was specified as childhood physical abuse and no 

childhood physical abuse regardless of the method used.  

 

When the RA observed disclosure of childhood abuse she immediately noted it and informed the 

participant’s health care provider. The provider assessed the participant and ensured that the 

participant was then seen by a mental health professional within MSAHC for further assessment, 

prior to the participant leaving the clinic. During the assessment, the mental health professional 

made a determination of whether the childhood abuse was ongoing or had occurred in the past. 

The mental health provider assessed whether the participants or any other children or adolescents 

younger than 18 years of age remained or were at risk of childhood abuse. The mental health 

professional followed MSAHC protocols for assessing and reporting any childhood abuse.  

 

Predictor 

The main independent variable was the mode of administration of screen to identify a history of 

childhood physical abuse: paper and pencil screen, ACASI screen, face to face structured screen, 

and face to face unstructured interview.  
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The self-administered paper and pencil questionnaire method was developed for research 

purposes and is commonly used in research (Minnis et al., 2007). This method allows for easy 

comparability, data organization and ease of analysis when compared to face to face unstructured 

interview, a method discussed in more detail below. It also reduces the impact of social 

desirability that can emerge in face to face interviewing (Ghanem et al., 2005). Participants are 

more likely to disclose drug and alcohol use during self-administered modes than with 

interviewer administered mode (Schober, Fe Caces, Pergamit, & Branden, 1992). An additional 

advantage of the self-administered paper and pencil method is the subject’s experience of 

privacy at the time of responding to the questions which can mean that respondents are more 

likely to report illicit and stigmatizing behaviors. In a self-administered questionnaire, the 

responses can remain anonymous to the investigator (Aquilino, 1994; Aquilino, Wright, & 

Supple, 2000). Questionnaires may provide anonymity and increase a sense of confidentiality 

which may reduce anxiety and facilitate disclosure (DiLillo et al., 2006). Paper and pencil 

questionnaire can be a more efficient method of data collection as it requires minimal training of 

the person administering it and can be administered in groups (Ghanem et al., 2005). A 

disadvantage of the self-administered paper and pencil questionnaire is that it is dependent on the 

participant’s educational and reading level and on the respondent’s interpretation of the questions 

(Ghanem et al., 2005). 

 

Audio Computer Assisted Self-Interview (ACASI) is one of a number of computer assisted self-

interview methods developed to reduce or eliminate problems associated with subjects’ literacy 

levels.  The ACASI is the most commonly used self-administered computerized device (van 

Griensven, et al., 2006). It has an audio component which speaks the questions and the answers 
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can be recorded privately, confidentially, and anonymously by the interviewee. The ACASI 

method allows the respondent to read and listen to the questions at his/her own pace and to enter 

the responses directly into the computer. Among the advantages of the ACASI is that it does not 

require the same level of reading skills as self-administered paper and pencil questionnaires 

because of the audio component. ACASI has been shown to enhance the participants’ sense of 

privacy and participants in studies have rated the ACASI as easy to use (Jones, 2003). However, 

Davis and Morse (1991) found that paper and pencil and computer-administered versions of the 

Self-Administered Alcoholism Screening Test (SAAST) were equivalent. 

 

The face to face structured screen method was developed for research purposes and is commonly 

used (Minnis et al., 2007). This method addresses the challenges of comparability, data 

organization and ease of analysis presented by the face to face unstructured interview method, 

but retains the concerns about social desirability (Ghanem et al., 2005). For the inexperienced or 

less comfortable interviewer, this method can reduce the anxieties associated with lack of 

training or other causes of discomfort (Leder et al., 1999) and the impact on the respondent’s 

reading level (Minnis et al., 2007).  

 

The face to face unstructured interview method follows the loose, flowing format of a clinical 

interview and does not rely on asking specific, pre-set questions only and allows for probing 

based on the answers obtained.  For narrative clarity, the term unstructured is used to distinguish 

this method from the face to face structured screen. The face to face unstructured interview 

allows the give and take of a conversation to probe deeper.  The give and take of the unstructured 

interview is different from the face to face structured screen where the instrument is read as 
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written without further probing. The face to face unstructured interview is commonly used in 

clinical practice and in qualitative studies (Bryman, 2006; Patton, 2002; Tripodi & Epstein, 

1980). 

 

Covariates  

While randomization tends to balance the distribution of characteristics or control for 

confounders, the clinician and non-clinician groups were not balanced. This could be because of 

the small sample size or the assignment based on clinician availability. Therefore, consistent 

with previous studies (Beitchman et al., 1992; Diaz & Petersen, 2014; Diaz et al., 2002; DiLillo 

et al., 2006; IOM, 2013; Roesler & Dafler, 1993; Sickel et al., 2002; Trickett et al., 2005), the 

following potential confounders were considered and controlled for to addressed  the lack of 

balance between the groups: age, gender, race, ethnicity, zip code, nativity status (immigration 

status), last grade completed, school enrollment status, school performance and living 

arrangement most of the time within the last year. Each of these variables, were assessed with a 

demographic questionnaire which was administered via ACASI to all participants regardless of 

the mode of administration of screens to identify a history of childhood abuse.  

 

Age was collected as a continuous variable by asking participants: “What is your date of birth?” 

For purposes of the analysis, age was categorized into three groups: less than or equal to 14 

years, 15 to 17 years and 18 years or older. These age categories are used because in the field of 

adolescent medicine they have implications for adolescent development, behavior and 

functioning (Radzik, Shere, & Neinstein, 2002).  

 



 

58 
   

Gender was assessed by asking: “What is your gender?” The response choices for gender were: 

female, male or transgender. Since there were only four transgender participants, for the analysis, 

they were included in the gender group they had transitioned to.  

 

To assess race and ethnicity participants were asked: “How do you identify yourself in terms of 

race and ethnicity?” Response choices were: African American; Asian-Pacific Islander; 

Hispanic/Latino/Latina; West Indian/Caribbean; White (non-Hispanic); Native American; and 

Do not know. Participants were asked to check all that applied. For the analysis participants who 

selected Hispanic/Latino/Latina and any other category were classified as Hispanic.  All 

participants were assigned to one of three race/ethnicity groups: Hispanic 

(Hispanic/Latino/Latina); Non-Hispanic black (African American, West Indian/Caribbean) or 

Non-Hispanic Asians or whites. Hereafter, non-Hispanic black and non-Hispanic Asian or white 

are referred to as black and Asian or white.  

 

Participants were classified as born in the U.S. or outside the U.S. according to their response to 

the question: “Were you born in the U.S.?” They were given the choice of yes or no. 

 

Participants were asked: “What was the last grade that you completed in school?” They were 

given the choices of 4
th

, 5
th

, 6
th

, 7
th

, 8
th

, 9
th

, 10
th

, 11
th

, 12
th

 grades and some college or completed 

college. Last grade completed was categorized into eighth grade or lower, ninth, tenth, eleventh, 

twelfth and some college or college graduate. Participants were also assessed for being currently 

in school or not by asking: “Are you currently in school?”  They were given the choice of yes or 

no.  “If yes, where are you enrolled?” They were given the choices grammar school, middle 
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school, Junior high school, high school, GED program, special education and college. 

Participants not currently in school included those who had either dropped out before graduating 

from high school or college or those who had graduated from high school or college. Responses 

were categorized into graduated from school or currently in school and on track (defined as 

being in the appropriate grade for age), currently in school but left behind and dropped out of 

school before completing high school. For those who had graduated from high school, college 

attendance including college graduation was also assessed. Their past year school performance 

was assessed by asking; “In the past year what best represents your average grade?” Choices 

given and included in the analysis were: 90-100%; 80-89%; 70-79%; 65-69%; or 64 % or lower.   

 

Living arrangement for the last year was measured by asking: “In the place you lived for the 

most time during the last year, what adults lived with you?” They were asked to choose all that 

applied from the following category: mother, father, stepmother, stepfather, grandparent, older  

or adult family member, foster parent, and group home staff. Their responses were categorized 

as: live with both biological parents; one biological parent and one step-parent; single parent 

(mostly mothers) no other adults; single parent (mostly mothers) along with other adults, or other 

living arrangement (such as foster care or group home). 

 

To determine where they lived, they were asked: “What is your five digit zip code?” Their 

responses were collapsed and categorized as follows: Central and East Harlem, rest of 

Manhattan, the south Bronx, rest of the Bronx, Brooklyn, Queens and other (primarily from 

Staten Island, Westchester and New Jersey). 
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The participants were also assessed for depression using the  Beck Depression Inventory for 

Primary Care-Fast Screen, a 7-item self-report instrument with good psychometric properties 

developed to assess depression with a medical population within the past 2 weeks including 

today (Beck, Steer, & Brown, 2000).  The BDI-FS has been validated with adolescents (Beck, et 

al, 1997). The instrument asks subjects to respond to the following statements: “(1) I do not feel 

sad; (2) I am not discouraged about my future; (3) I do not feel like a failure; (4) I get as much 

pleasure as I ever did from the things I enjoy; (5) I feel the same about myself as ever; (6) I don’t 

criticize or blame myself more than usual; and (7) I do not have any thoughts of killing myself.” 

Subjects were asked to rate themselves on a point scale ranging from 0 to 3, with a 0 reflecting 

no or minimal presence of a symptom and 3 being the most severe. The instrument is scored by 

summing all of the highest ratings for each of its seven items with a minimum score of 0 and a 

maximum score of 21.  Consistent with recommendations for scoring the inventory when used in 

primary care (Steer, Cavalieri, Leonard, & Beck, 1999), a cut-off score of > 4 was used to 

indicate the presence of depression. Suicidality was assessed via the BDI-FS item number 7: 

Within the last two weeks: 0) “I do not have any thoughts of killing myself: 1) I have thoughts of 

killing myself but I would not carry them out. 2) I would like to kill myself. 3) I would kill 

myself if I had the chance.” Participants answering yes to 1, 2 or 3 were considered to have 

suicidal thoughts.  

 

Statistical Analysis 

Descriptive statistics for socio-demographic and behavioral characteristics were presented by the 

methods used to identify a history of childhood physical abuse, by clinician and non-clinician 

arms and by physical abuse status. Categorical variables were presented as frequencies and 
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percentages and their associations with the outcome were examined using Pearson Chi-square 

statistics.  Logistic regression models were used to examine the association between the modes 

of administration of the screens and physical abuse status before and after controlling for 

selected covariates. Potential confounder variables were screened based on their associations 

with the exposure: mode of administration and with the outcome: childhood physical abuse 

status.  If covariates were associated with the exposure and the outcome at the 20% level of 

significance, they were included in the multivariable models. All analyses were performed using 

SAS software 9.3 (SAS, 2011).  

 

Results 

Table 3.1 presents the distribution of characteristics of the total study population according to 

mode of administration of screens to identify a history of childhood physical abuse. Overall, over 

half of the participants were age 18 and older (52.2%). Most participants were female (86.0%), 

Hispanic/Latino or black (93.9%), and almost a third resided in Harlem (32.2%).  The majority 

of participants were U.S. born (81.8%), currently in school (79.0%) and most had graduated 

from high school or were still in school at the right grade for their age (88.3%), and almost all 

reported passing their subjects with average grades of 65 or higher (97.2%). Over a quarter had 

some college or had completed college (26.1 %). Participants reported a number of different 

living arrangements, with the most common being living with a single parent (mostly mothers) 

and no other adults (34.8%). More than a quarter of participants (27.7%) were found to have 

depression on the BDI-SF. Sixty-six (13%) of the 506 research participants disclosed suicidal 

thoughts within the last two weeks via the BDI-FS. None of these 66 participants were 
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determined to be actively suicidal by their medical provider or the mental health provider at the 

time of the visit. 

 

The distribution of characteristics of the total study population was similar across the methods of 

administration with the exception of age, last grade of education completed and depression. 

Participants 14 and younger, were more likely to be found in the face to face unstructured 

interviews group (37.2%); those aged 15-17 were more likely to be found in the paper and pencil 

group (33.7%); while those 18 and older were more likely to be found in the ACASI group 

(32.6%; p value <0.01).  In terms of last grade of education completed, participants with 

education 8
th

 grade and lower, 9
th

, 11
th

 and 12
th

 grade were all more likely to be found in the 

paper and pencil group (29.1%, 30.4%, 39.8% and 36.8% respectively); tenth graders were more 

likely to be found in the face to face unstructured interview group (32.3%) and those with 

some/completed college were more likely to be found in the ACASI group (31.0%; p value 

<0.05).  A higher percentage of participants with depression were found in the paper and pencil 

group and ACASI group (33.3 and 31.9% respectively; p <0.05).  

 

When the clinician was available participants were randomized to either the face to face 

structured screen or the face to face unstructured interview.  When the clinician was not available 

the participants were randomized to either paper and pencil screen or ACASI.  Prevalence of 

assignment either to non-clinician or clinician arms for selected characteristics of the study 

participants are presented in Table 3.2. There were more participants (57.9%) in the non-

clinician arm than in the clinician arm (42.1%). Participants aged 14 and younger, were more 

likely to be found in the clinician arm (62.8%) while those ages 15 to 17 and 18 years and older 
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were more likely to be found in the non-clinician arm (54.8% and 63.6%, respectively; p value = 

0.0026). When examining depression, the non-clinician arm had a larger proportion of 

participants both depressed and non-depressed, however depressed participants were more likely 

to be in the non-clinician arm (p value <0.05). 

 

The prevalence of childhood physical abuse was not associated with the selected covariates in 

the study population with the exception of depression (Table 3.3). Participants with any 

depression were more likely to have a history of childhood physical abuse than those with no 

depression (52.2% versus 41.6%; p value <0.05). 

 

To address any potential confounder or unbalanced distribution of confounders across the modes 

of administration, the analyses was adjusted by the exposure (age, last grade completed and 

depression, p values <0.01, < 0.05, <0.05 respectively; Table 3.1), by the variables associated 

with clinician and non-clinician arms (age, p value <0.01; depression, p value <0.05; last grade 

completed and living arrangement on the last twelve months, p values >0.05; Table 3.2) and  for 

variables associated with the outcome (depression, p value <0.05; Table 3.3) . The adjustment 

suggests that confounding was present as indicated by a percent change of 22% between the 

unadjusted and the fully-adjusted ORs of the face to face unstructured interview. The latter 

underscores the need for adjustment.  

 

The prevalence of childhood physical abuse according to mode of administration is presented in 

Table 3.4. Of the overall sample, 44.5% of the participants disclosed childhood physical abuse 

(29.6% had physical abuse only and 14.8% had physical abuse and sexual abuse). The face to 
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face unstructured interview identified higher percentages of physical abuse (66.4%), followed by 

face to face structured screen (46.2%), ACASI (36.8%) and paper and pencil (35.5%; p value 

<0.01).  

 

The unadjusted and adjusted associations between mode of administration and a history of 

childhood physical abuse is presented in Table 3.5, in which ACASI, face to face structured 

screen and face to face unstructured interview were compared to paper and pencil screen. The 

unadjusted analyses (Model 1) shows that the odds of reporting physical abuse was 1.6 (95%CI: 

1.0, 2.6) and 3.7 (95%CI: 2.2, 6.1) higher among participants using face to face structured screen 

and face to face unstructured interview, respectively, compared to participants  using paper and 

pencil screen.  

 

The association of face to face structured screen with childhood physical abuse remained 

basically the same regardless of what variable was adjusted for (Models 2 through 5). However, 

the association of face to face unstructured interview with childhood physical abuse became 

stronger with adjustments (OR: 4.3; 95%CI: 2.5, 7.4 when adjusting for age and depression 

[Model 2]; OR: 4.1; 95%CI: 2.4, 6.9 when adjusting for living arrangement and last grade 

completed [Model 3]; OR: 4.5; 95%CI: 2.6, 7.8 when controlling for age, depression, living 

arrangement and last grade completed [Model 4] and in the final model when adjusting for age, 

gender, race/ethnicity, depression, living arrangement and last grade completed [Model 5]). 
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Discussion 

The present study found that the prevalence of childhood physical abuse identified by the face to 

face unstructured interview was four and one half times that of paper and pencil screen. The face 

to face structured screen was 60% more likely to identify childhood physical abuse than paper 

and pencil screen. ACASI screen was similar to the paper and pencil screen. Together these 

findings suggest that overall adolescents and young adults are more likely to disclose a history of 

childhood physical abuse when being screened face to face by an experienced clinician.  

 

The findings support the hypothesis that the face to face unstructured interview would identify 

more childhood physical abuse than the face to face structured screen. It also supports the 

hypothesis that face to face unstructured interview would identify the largest proportion of 

childhood abuse. Indeed, the face to face unstructured interview identified significantly more 

childhood physical abuse than all three structured modes of administration. The fact that the 

clinician who conducted the face to face interviews was a very experienced physician with an 

expertise and comfort in childhood abuse interviewing may account for some of the difference 

between the proportions of physical abuse identified through the face to face unstructured mode 

compared to the other modes of administration. Another possible reason for the higher 

proportion of childhood physical abuse identified with the face to face unstructured interview is 

the ability to probe. The face to face unstructured interview allows further probing, and 

therefore, it is different from the face to face structured screen where a set of questions are asked 

and no probes are offered.  

 



 

66 
   

Among the three structured screening methods, the face to face structured screen identified more 

childhood physical abuse than the paper and pencil screen. ACASI was similar to the paper and 

pencil screen. The latter finding does not support the hypothesis that ACASI would be most 

effective among the structured methods in identifying childhood physical abuse.  

 

Only one prior study DiLillo et al. (2006) has compared different modes of administration of 

screens to identify a history of both childhood physical abuse and childhood sexual abuse, 

comparing three modes (paper and pencil questionnaire, computer assisted survey and face to 

face structured interview), in a sample of female college students. Participants were randomized 

to one of the three structured modes of administration using the same measure and showed an 

overall prevalence of childhood physical abuse of 15.5%. However, when comparing the three 

modes DiLillo et al. (2006) reported that among the three arms of the study, 16.6% of the 

participants randomized to the paper and pencil arm disclosed a history of childhood physical 

abuse compared to 14.3% of those randomized to the computer administered arm, and 14.0% of 

those randomized to the face to face structured interview arm. DiLillo et al. (2006) found that the 

mode of administration was unrelated to disclosure of a history of childhood physical abuse 

(X
2
=1.1; p value = 0.58).  

 

When comparing prevalence of childhood physical abuse across the three structured modes, the 

present study found prevalence that was more than twice that of DiLillo et al. (2006); 38.6% vs. 

15.5%.  This was despite DiLillo asking for a history of childhood abuse that occurred before age 

18 years and the present study asking for a history of childhood abuse that occurred before age 

17 years.  This large difference in prevalence between the two studies when comparing the 
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structured modes of screening is most likely to be explained by differences between the two 

study populations. DiLillo et al. (2006) sampled only female students, in a college setting, who 

were overwhelmingly white and middle or upper class. In contrast, the present study sampled 

males and females ages 12-24 years, who were 53% Hispanic and 41% non-Hispanic black, 

recruited from an urban poor population receiving services at a free health clinic.  

 

The two studies used two different measures to identify physical abuse. DiLillo et al. (2006) used 

the Computer Assisted Maltreatment Inventory (CAMI) and the present study used the 

Childhood Maltreatment Interview Schedule-Short Form (CMIS-SF). However, it is my opinion 

that it is unlikely that the difference in the instruments used in each study accounts for such a 

large difference in prevalence, as both measures are comprised of detailed and behaviorally 

specific questions.  

 

In contrast to the present study which included a fourth mode of administration – the face to face 

unstructured interview – DiLillo et al. (2006) only compared three structured modes of 

administration.  The inclusion of the face to face unstructured interview as a fourth mode of 

administration in the present study is likely to account for the fact that when looking at overall 

prevalence of childhood physical abuse in this study, we see a prevalence triple that of DiLillo 

(44.5% vs. 15.5%). 

 

Limitations and Strengths 

This study has a number of limitations. First, the retrospective, self-reported nature of the history 

of childhood physical abuse has been found in some research to be somewhat unreliable (Henry, 
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Moffit, Caspi, Langley, & Silva, 1994). There may be error in recall due to the time that has 

passed since the abuse, false positive and false negative and inaccessibility of the memories of 

abuse (Widom & Morris, 1997). Because of these problems with self-report, some researchers 

suggest a gold standard in which official child protective service reports and self-report are 

combined or where official child protective services reports are used to verify subjects’ self-

report (Brown, Cohen, Johnson, & Salzinger, 1998; Widom & Shepard, 1996). However, this is 

not practical for studies in a clinical setting where official childhood abuse records are not 

available. Even more important, many experts suggest that a significant proportion, perhaps even 

a majority, of childhood abuse cases go unreported (Briere, 1992; Diaz & Peterson 2014; IOM, 

2013; Child Welfare League of America, 2012; Sedlak & Broadhurst, 1996; Shafer, Huston, & 

Egeland, 2008). Studies using only verified reported cases of abuse are likely to miss those who 

were abused but were never the subject of official reports. Thus, many self-reported abuse 

experiences would be unverifiable and misclassified as no record of abuse exists.  As a result, a 

decrease effect size of the impact of childhood abuse would be seen in studies that relied only on 

official reports or on official report for verification of self-reports; participants with no official 

record of abuse would be categorized as non-abused; when in fact they were abused but not 

reported.  

 

A counter argument in support of using retrospective self-reports has been supported by a 

number of studies that show that retrospective self-report has shown high stability over time 

(Friedrich, Tally, Panser, Fell, & Zinsmeister, 1997; Leserman, Drossman, & Zhiming, 1995; 

Meyer, Muenzenmaior, Cancienne, & Struening, 1996). This supports the use of self-report even 

when official reports are not available.  
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A second limitation was having the randomization depend in the availability of the clinician as 

this potentially might account for the imbalance of the variables in the clinician and non-clinician 

arms. This was addressed with adjustments by these variables. 

 

A third and final limitation was the participation of one sole clinician for the administration of 

the face to face structured screen and the face to face unstructured interviews, rather than a 

number of clinicians with different levels of experience and comfort, as it limits the 

generalizability of the findings. However, this approach was taken to control for clinician 

variability by ensuring that the face to face unstructured interviews were conducted consistently 

and to avoid the issue of how interviewer competence and confidence might influence the 

outcome. Having only one interviewer thus reduces the influence of clinician variability on 

disclosure of abuse.    

 

Despite the limitations, this study has a number of strengths. In contrast to DiLillo et al.’s (2006) 

sample of non-minority female college students, this study includes adolescents and young adults 

ages 12-24 years of all genders, and those who are poor and predominantly from racial/ethnic 

minority groups such as Hispanics and non-Hispanic blacks. Another strength of this study is 

that all structured modes of administration (paper and pencil, ACASI and face to face structured 

screen) used the same screen with identical wording and ordering of the questions. Therefore, the 

comparison of these structured methods is a true comparison of modes of administration as 

everything else is held constant. This was similar to DiLillo et al.’s (2006) study. 
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Finally, an additional strength is the inclusion of face to face unstructured interviews as a fourth 

arm for the comparison. The only prior study comparing modes of administration of screens to 

identify a history of childhood abuse only compared three structured methods (DiLillo et al., 

2006). 

 

Although research on how best to identify childhood physical abuse history is in its infancy, this 

study suggests that face to face methods may offer the most effective ways to screen for a history 

of childhood physical abuse among young people in primary care settings, if the health care 

provider is able to ask directly. However, because health care providers are not routinely 

inquiring about childhood physical abuse history and report feeling unsure of how to ask about it 

(Leder, 1999), we need to better understand the trajectory from suspicion of childhood physical 

abuse to the reporting of it in the primary care setting (Flaherty, Sege, Griffith, & Price, 2008). 

While the present study tells us nothing about how health provider training, experience, 

competency and comfort level influence a health provider’s willingness to inquire about abuse, it 

does suggest the need for further lines of research inquiry. Studies that examine these issues 

within the primary care setting while using clinicians with varying levels of experience for the 

face to face modes of administration of screening would help fill this knowledge gap. Such 

studies are also needed to confirm whether the present study’s findings hold true in other 

populations both inside and outside health care settings.  

 

The effectiveness of a given mode of administration of screens to identify childhood abuse 

should not be confused with its practical application in the clinical setting, an area of knowledge 

about which we remain uninformed. Health care providers in primary care practice settings face 
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significant time pressures (Halfon, Gregory, Stevens, Larson, & Olson, 2011) and therefore, we 

need to examine whether face to face modes are the most labor intensive and time consuming for 

health care providers compared to computer and paper or pencil questionnaires.  

 

Furthermore although computer technology is increasingly shaping the delivery of health care 

(Bower, 2005; Hillestad et al., 2005; Steinfeld & Keyes, 2011), it is unclear how soon this may 

lead to the adoption of computer based screening and communication for assessing a range of 

health issues (Blumenthal, 2009). In general, computer based methods for communication 

between patient and health care provider still present significant challenges for primary care 

settings where they are not yet seen as practical (George, Garth, & Baker, 2012; O’Malley, 2011; 

O’Malley, Grossman, Cohen, Kemper, & Hoangnai, 2009). Finding the screening method to 

identify childhood abuse that will prove to be most practical in the primary health care 

environment, where the use of technology is ever evolving, is a complex issue. Which mode of 

screening is most practical in the health care setting remains an open question.  
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Table 3.1. Distribution of selected characteristics of study participants’ ages 12-24 years of age according to modes of administration 

of screens to identify childhood abuse: Mount Sinai Adolescent Health Center. New York City, 2005-2007 

 

                                                        Methods 

Characteristics Paper & Pencil 

%(N) 

ACASI 

%(N) 

Face to Face 

Structured  

%(N) 

Face to Face 

Unstructured 

%(N) 

Total 

%(N) 

 31.6% (N=160) 26.3% (N=133) 20.9% (N=106)    21.2%(N=107) 100% (n=506) 

Demographics      

Age**      

14 and younger 25.6 (11) 11.6 (5) 25.6 (11) 37.2 (16) 8.4 (43) 

15-17 33.7 (67) 21.1 (42) 19.6 (39) 25.6 (51) 39.3  (199) 

18 and older 31.1 (82) 32.6 (86) 21.2 (56) 15.2 (40) 52.2 (264) 

Gender      

Females 32.2 (140) 26.7 (116) 22.1 (96) 19.1 (83) 86.0 (435) 

Males 28.2  (20) 24.0 (17) 14.1 (10) 33.8 (24) 14 (71) 

Race      

Hispanic/Latin 30.2 (81) 25.0 (67) 22.8 (61) 22.0 (59) 53.0 (268) 

Black 32.4 (67) 27.5 (57) 19.8 (41) 20.3 (42) 40.9 (207) 

Asian or white 38.7 (12) 29.0 (9) 12.9 (4) 19.4 (6) 6.1 (31) 

Borough      

Bronx      

South Bronx 32.8 (22) 25.4 (17) 22.4 (15) 19.4 (13) 13.2 (67) 

Other Bronx 40.3 (31) 22.1 (17) 16.9 (13) 20.8 (16) 15.2 (77) 

Brooklyn 27.7 (13) 42.6 (20) 19.1 (9) 10.6 (5) 9.3 (47) 

Manhattan      

Central and East 

Harlem 

30.1 (49) 29.4 (48) 22.1 (36) 18.4 (30) 32.2 (163) 

Other Manhattan 31.0 (31) 21.0 (21) 22.0 (22) 26.0 (26) 19.8 (100) 

Queens 24.4 (10) 17.1 (7) 22.0 (9) 36.6 (15) 8.1 (41) 

Other 34.4 (4) 27.3 (3) 18.2 (2) 18.2 (2) 2.3 (11) 

      

7
5
 7
9
 



 

 
   

8
0
 

      

Nativity Status      

US 31.9 (132) 25.9 (107) 19.6 (81) 22.7 (94) 81.8 (414) 

Not US 30.4 (28) 28.3 (26) 27.2 (25) 14.1 (13) 18.2 (92) 

Last grade 

Completed* 

     

Eight or lower 29.1 (16) 16.4 (9) 27.3 (15) 27.3 (15) 10.9 (55) 

Ninth 30.4 (21) 26.1 (18) 14.5 (10) 29.0 (20) 13.6 (69) 

Tenth 21.5 (14) 26.2 (17) 20.0 (13) 32.3 (21) 12.9 (65) 

Eleventh 39.8 (39) 20.4 (20) 20.4 (20) 19.4 (19) 19.4 (98) 

Twelfth 36.8 (32) 31.0 (27) 18.4 (16) 13.8 (12) 17.2 (87) 

Some/completed 

college 

28.8 (38) 31.0 (42) 24.2 (32) 15.2 (20) 26.1 (132) 

Education Status      

Dropped out 33.3 (10) 30.0 (9) 26.7 (8) 10.0 (3) 5.9 (30) 

Currently in k – 

12
th

 grade but left 

behind 

31.0 (9) 31.0 (9) 17.2 (5) 20.7 (6) 5.7 (29) 

Graduated HS or 

currently in K-12
th

 

grade and on track 

31.5 (141) 25.7 (115) 20.8 (93) 21.9 (98) 88.3 (447) 

School 

performance 

     

64 % or lower 35.7 (5) 28.6 (4) 21.4 (3) 13.3 (2) 2.8 (14) 

65-69% 30.8 (16) 26.9 (14) 17.3 (9) 25.0 (13) 10.3 (52) 

70-79% 34.5 (70) 24.6 (50) 19.2 (39) 21.7 (44) 40.2 (203) 

80-89% 29.7 (55) 23.8 (44) 25.9 (48) 20.5 (38) 36.6 (185) 

90-100% 26.9 (14) 40.4 (21) 13.5 (7) 19.2 (10) 10.3 (52) 
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* p value <0.05 

**p value< 0.01 

 

  

 

Living 

Arrangement for 

the Last year 
Both parents 32.1 (35) 24.8 (27) 19.3 (21) 23.9 (26) 21.5 (109) 

One parent & step 35.3 (24) 19.1 (13) 25.0 (17)  20.6 (14) 13.4 (68) 

Single parent no 

other adults 

26.7 (47) 25.6 (45) 25.6 (45) 22.2 (39) 34.8 (176) 

Single parent and 

other adults 

35.7 (25) 28.6 (20) 15.7 (11) 20.0 (14) 13.8 (70) 

Other family 

member, foster 

care, group home 

34.9 (29) 33.7 (28) 14.5 (12) 16.9 (14) 16.4 (83) 

Depression*      

None 31.0 (114) 24.2 (89) 21.2 (78) 23.6 (87) 72.7(368) 

Any depression 33.3 (46) 31.9 (44) 20.3 (28) 14.5 (20) 27.7(138) 
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Table 3.2. Distribution of selected characteristics of study participants’ ages 12-24 Years by clinician and non-clinician arms: 

Mount Sinai Adolescent Health Center. New York City, 2005-2007  

 

Characteristics     Non-clinician 

57.9% (N=293) 

           clinician 

   42.1% N=213) 

                             Total 

                  100% (N=506)  

                       P values 

Demographics %(N) %(N) %(N)  

Age**     0.0026 

14 and younger 37.2 (16) 62.8 (27) 8.5 (43)  

15 - 17 54.8 (109) 45.2 (90) 39.3 (199)  

18 and older 63.6 (168) 36.4 (96) 52.2 (264)  

Gender    0.2863 

Females 58.9 (256) 41.2 (179) 86.0 (435)  

Males 52.1 (37) 47.9 (34) 14.0 (71)  

Race     0.3073 

Hispanic/Latin 55.2 (148) 44.8 (120) 53.0 (268)  

Non Hisp Black 59.9 (124) 40.1 (83) 40.9 (207)  

Non Hisp Asian or white 67.7 (21) 32.3 (10) 6.1 (31)  

Borough    0.1315 

Bronx     

South Bronx 58.2 (39) 41.8 (28) 13.2 (67)  

Other Bronx 62.3 (48) 37.7 (29) 15.2 (77)  

Brooklyn 70.2 (33) 29.8 (14) 9.3 (47)  

Manhattan     

Central and East Harlem 59.5 (97) 40.5 (66) 32.2 (163)  

Other Manhattan 52 (52) 48 (48) 19.8 (100)  

Queens 41.5 (17) 58.5 (24) 8.1 (41)  

Other 63.6 (7) 36.4 (4) 2.3 (11)  

Nativity Status    0.8652 

US 57.8 (239) 42.3 (175) 81.8 (414)  

Not US 58.7 (54) 41.3 (38) 18.2 (92)  
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Last grade Completed    0.0635 

Eight or lower 45.5 (25) 54.5 (30) 10.9 (55)  

Ninth 56.5 (39) 43.5 (30) 13.6 (69)  

Tenth 47.7 (31) 52.3 (34) 12.9 (65)  

Eleventh 60.2(59) 39.8 (39) 19.4 (98)  

Twelfth 67.8 (59) 32.2 (28) 17.2 (87)  

Some/completed college 60.6 (80) 39.4 (52) 26.1 (132)  

Currently in School     0.1686 

yes 56.4 (226) 43.6 (175) 79.3 (401)  

No 63.8 (67) 36.2 (38) 20.8 (105)  

Education Status     0.7252 

Dropped out 63.3 (19) 36.7 (11) 5.9 (30)  

Currently in k – 12
th

 

grade but left behind 

62.1 (18) 37.9 (11) 5.7 (29)  

Graduated HS or 

currently in K-12
th

 grade 

and on track 

57.3 (256) 42.7 (191) 88.3 ( 447)  

School performance     0.4472 

64 % or lower 64.3 (9) 35.7 (5) 2.8 (14)  

65-69% 57.7 (30) 42.3 (22) 10.3 (52)  

70-79% 59.1 (120) 40.9 (83) 40.1 (203)  

80-89% 53.5 (99) 46.5(86) 36.6 (185)  

90-100% 67.3 (35) 32.7 (17) 10.3 (52)  

Living Arrangement for 

the Last year 

 

 

 

 

 

 

0.0993 

Both parents 56.9 (62) 43.1 (47) 21.5 (109)  

One parent & step 54.4 (37) 45.6 (31)  13.4 (68)  

Single parent no other 

adults 

52.3 (92) 47.7 (84) 34.8 (176)  

Single parent and other 

adults 

64.3 (45) 35.7 (25) 13.8 (70)  

Other family member, 

Foster care, group home 

68.7 (57) 31.3 (26) 16.4 (83)  
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Depression*    0.0413 

None    55.3 (203)    44.8 (165) 72.7 (368)  

Any depression 65.2 (90) 34.8 (48) 27.3 (138)  

  * p value <0.05 

**p value< 0.01 
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Table 3.3. Prevalence of childhood disclosure of physical abuse by selected characteristics of study participants:  

Mount Sinai Adolescent Health Center. New York City, 2005-2007 

 

Characteristics No physical abuse 

55.5% (N=281) 

Physical abuse 

44.5% (N=225) 

Total 

100% (N=506) 

Demographics  %(N) %(N) %(N) 

Age    

14 and younger 62.8 (27) 37.2 (16) 8.5 (43) 

15-17 56.3 (112) 43.7 (87) 39.3 (199) 

18 and older 53.8 (142) 46.2 (122) 52.2 (264) 

Gender    

Females 55.6 (242) 44.4 (193) 86.0 (435) 

Males 54.9 (39) 45.1 (32) 14 (71) 

Race    

Hispanic/Latin 56.0 (150) 44.0 (118) 53.0 (268) 

Black 56.0 (116) 44.0 (91) 40.9 (207) 

Asian or white 48.4 (15) 51.6 (16) 6.1 (31) 

Borough    

Bronx    

South Bronx 55.2 (37) 44.8 (30) 13.2 (67) 

Other Bronx 54.6 (42) 45.5 (35) 15.2 (77) 

Brooklyn 51.1 (24) 48.9 (23) 9.3  (47) 

Manhattan    

Central and East Harlem 62.6 (102) 37.4 (61) 32.2 (163) 

Other Manhattan 10.0 (10) 90.0 (90) 49.0 (49) 

Queens 39.0 (16) 61.0 (25) 8.1 (41) 

Other 63.6 (7) 36.4 (4) 2.2 (11) 

Nativity Status    

US 57.3 (237) 42.8 (177) 81.8 (414) 

Not US 47.8 (44) 52.2 (48) 18.2 (92) 

Currently in School    

yes 54.6 (219) 45.4 (182) 79.3 (401) 

No 59.1 (62) 41.0 (43) 20.8 (105) 
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Last grade Completed    

Eight or lower 65.5 (36) 43.6 (19) 10,9 (55) 

Ninth 58.0 (40) 42.0 (29) 13.6 (69) 

Tenth 56.9 (37) 43.1 (28) 12.8 (65) 

Eleventh 53.1 (52) 46.9 (46) 19.4 (98) 

Twelfth 58.6 (51) 41.4 (36) 17.2 (87) 

Some/completed college 49.2 (65) 50.8 (67) 26.1 (132) 

Education Status    

Dropped out 60 (18) 40.0 (12) 5.9 (30) 

Currently in k – 12
th

 grade but 

left behind 

62.1 (18) 37.9 (11) 5.7(29) 

Graduated HS or currently in 

K-12
th

 grade and on track 

54.8 (245) 45.2 (202) 88.3 (447) 

School performance    

64 % or lower 71.4 (10) 28.6 (4) 2.8 (14) 

65-69% 57.7 (30) 42.3 (22) 10.3 (52) 

70-79% 56.7 (115) 43.4 (88) 40.1 (203) 

80-89% 53.0 (98) 47.0 (87) 36.6 (185) 

90-100% 53.9 (28) 46.2 (24) 10.3 (52) 

Living Arrangement for the 

Last year 

 

 

 

 

 

 

Both parents 57.8 (63) 42.2 (46) 21.5 (109) 

One parent & step 50.0 (34) 50.0 (34) 13.4 (68) 

Single parent no other adults 51.7 (91) 48.3 (85) 34.8 (176) 

Single parent and other adults 60.0 (42) 40.0 (28) 13.8 (70) 

Other family member, Foster 

care, group home 

61.5 (51) 38.6 (32) 16.4 ( 83) 

Depression*    

None 58.4 (215) 41.6 (153) 72.7(368) 

Any depression 47.8 (66) 52.2 (72) 27.3 (138) 

*p value <0.05  
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Table 3.4. Prevalence of childhood physical abuse according to mode of administration of screens to identify childhood abuse: 

Mount Sinai Adolescent Health Center. New York City, 2005-2007 

 

Randomization Arm** No Physical abuse 

% (N) 

Physical abuse 

% (N) 

Total 

% (N) 

Paper and pencil 65.0 (104) 35.5 (56) 31.6 (160) 

ACASI 63.2 (84) 36.8 (49) 26.3 (133) 

Face to Face Structured 53.7 (57) 46.2 (49) 31.6 (106) 

Face to Face Unstructured  interview 33.6 (36) 66.4 (71) 21.1(107) 

Overall Prevalence 55.5 (281) 44.5 (225) 100 (506) 

**p value <0.01 
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Table 3.5. Odds ratios and 95% confident intervals of the relationship of mode of administration of screens to identify childhood 

physical abuse and proportion of childhood abuse:  Mount Sinai Adolescent Health Center. New York City, 2005-2007 

Exposure                      Model 1             Model 2             Model 3               Model 4                 Model 5 

Physical abuse      

Paper & Pencil 1.0 1.0 1.0 1.0 1.0 

ACASI 1.1 (0.7,1.8) 1.0 (0.6,1.6) 1.1 (0.7,1.7) 1.1 (0.6,1.7) 1.1(0.6,1.7) 

Structured face to face 1.6 (1.0,2.6) 1.7 (1.0,2.8) 1.6 (1.0,2.6) 1.6 (1.0,2.7) 1.6 (1.0, 2.7) 

Unstructured face to face 3.7 (2.2,6.1) 4.3 (2.5,7.4) 4.1 (2.4,6.9) 4.5 (2.6,7.8) 4.5 (2.6, 7.8) 

Crude (model 1) association is between method of assessment and history of child hood abuse; OR are adjusted by age category and 

depression (Model 2); adjusted by living arrangement and last grade completed (Model 3); adjusted by age category, depression, 

living arrangement and last grade completed (Model 4); final model adjusted by age, gender, race/ethnicity, depression, living 

arrangement and last grade completed (model 5) 
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Abstract 

Although the negative impact of childhood abuse on the health of adolescents and young adults 

has been demonstrated, very little is known about its influence on their self-perceived health 

status. Even less is known about its effect on their utilization of health care, in particular whether 

adolescent and young adult victims are more likely to use more urgent care such as emergency 

room visits than non-victims. The present study aims to address these knowledge gaps by 

investigating the association of a history of childhood physical or sexual abuse with adolescents’ 

and young adults’ perceived health and health care utilization patterns.   

 

The study sample comprised 506 young people ages 12 to 24 years, seeking general health 

services at the Mount Sinai Adolescent Health Center, a New York City primary care clinic 

designed specifically for youth. Participants were screened for childhood abuse history via paper 

and pencil, Audio Computer Assisted Self Interview (ACASI), and face to face structured 

screens all three using the Briere Childhood Maltreatment Interview Schedule-Short Form 

(modified) or via face to face unstructured interview. All participants then completed via ACASI 

a demographic questionnaire, the Beck Depression Inventory for Primary Care-Fast Screen, and 

the Health Service Utilization Scale. In contrast to the handful of studies that have been 

conducted among adolescents and young adults in non-clinical settings this study, done in a 

clinical setting, found that childhood abuse history was not associated with perception of health. 

Likewise, no relationship was found between childhood abuse status and health care utilization 

patterns. Further research is needed on the relationship of childhood abuse with perceived health 

and health care utilization in adolescents and young adults and the role actively receiving health 

services plays.  
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Introduction 

In the adolescent and young adult population a history of childhood physical or sexual abuse has 

been associated with an increase in health risk behaviors (Diaz & Peterson, 2014; Institute of 

Medicine [IOM], 2013).  Problems associated with childhood abuse include stress, poor self-

esteem; cigarette smoking, alcohol and drug abuse (Diaz et al., 2002), aggression (Garbarino & 

Plantz, 1986; Lane & Davis, 1987), dating violence (Reuterman & Burcky, 1989), and 

depression and suicidality (Brown, Cohen, Johnson, & Smailes, 1999).  Victims of childhood 

physical abuse have significantly higher rates of posttraumatic stress disorder, social problems, 

thought problems, social withdrawal and academic problems, all of which are likely to have a 

lifelong impact (Lansford et al., 2002), as well as increased likelihood of externalizing problem 

and criminal problems (Malinosky-Rummell & Hansen, 1993). Trickett et al. (Trickett, Putnam, 

& Noll, 2005) reported that sexually abused female adolescents and young adults engaged in 

more risky sexual behavior than non-victims.  They also reported that sexual abuse was 

associated with teen pregnancy, eating disorders, depression, trauma, anxiety, and suicidality. 

Noll et al. (Noll,  Zeller, Trickett, &Putnam, 2007) found that adolescent and young adult victims 

had higher rates of obesity than non-victims.   

 

All in all, we can conclude that both childhood physical and childhood sexual abuse have 

negative consequences for adolescents’ and young adults’ physical health and emotional 

wellbeing; consequences that are both immediate and long lasting  (Diaz & Peterson, 2014; IOM, 

2013). Despite this evidence and the fact that the health care settings may present opportunities 

for identification of victims and for provision of interventions to help them (Battaglia, Finley, & 

Liebschutz, 2003; Ong, de Haes, Hoos, & Lammes, 1995), few victims are identified by their 

physicians during the clinical visit (Leder, et al.,1999; Weinreb, Fletcher, Candib, & Bacigalupe, 

http://pediatrics.aappublications.org/search?author1=Meg+H.+Zeller&sortspec=date&submit=Submit
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2007). Childhood abuse has a tremendous human cost. In addition to the human cost, the 

estimated annual cost to U.S. society for childhood maltreatment effects (which includes both 

abuse and neglect) is $80.3 billion (Diaz & Peterson, 2014; IOM, 2013).  

 

Very few studies have examined the impact of childhood physical or sexual abuse on perceptions 

of health among adolescents and young adults.  Of the studies  that have done so, Yen and 

colleagues  (Yen,  et al., 2008) and Diaz and colleagues (Diaz, Simantov, & Rickert, 2002) 

studied adolescent victims; Bauldry and colleagues (Bauldry, Shanahana, Boardman, Miechc, & 

Macmilland, 2012) studied adolescents and young adults 13 through 24 years; Runtz (2002) and   

Fillingim and colleagues (Fillingim, Wilkinson, & Powell, 1999) studied college students in 

primarily young adult samples that included some subjects over age 24 years; and Chartier  and 

colleagues (Chartier, Walker, & Naimark, 2007) included adolescents and young adults along 

with older adults in a sample aged 15 to 98 years. These studies, none of which were conducted 

in a health care setting, consistently reported that childhood physical and sexual abuse are both 

associated with perceived poor health.  

 

To my knowledge there have been no studies of how a history of childhood abuse influences 

adolescent health care utilization patterns. Furthermore, there are only two studies (Salmon & 

Calderbank 1996; Fillingim et al., 1999), each conducted among a college population that 

examined how young adult victims of childhood physical or sexual abuse utilize health services. 

One additional study of health care utilization patterns among adult victims of childhood abuse 

(Chartier et al., 2007) did include adolescents and young adults in a sample with an age range 

from 15 to 98 years. Although none of the aforementioned studies were conducted in a health 
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care setting, they all suggested that those with a history of childhood physical or sexual abuse 

have higher rates of health care utilization than their non-abused counterparts. In addition to 

showing that victims of childhood abuse used more health care than non-victims, Chartier et al. 

(2007) also showed that victims had a disproportionate number of visits to the emergency room 

and other urgent services when compared to non-victims.    

 

These findings are consistent with studies examining the impact on health and health care 

utilization among adults with a childhood abuse history (Briere & Runtz, 1988; Drossman, 1992; 

Drossman, et al., 1990; Drossman, Sandler, McKee, & Lovitz, 1982;  Felitti, 1991; Fillingim, 

Wilkinson, & Powell, 1999; Leserman, et al., 1996; Meiselman, 1978; Morrison, 1989; Newman 

et al., 2000; Scarinci & McDonald-Haile, 1994; Sickel, Noll, Moore, Putnam, & Trickett, 2002; 

Talley, Fett, & Zinsmeister, 1995; Talley, Fett, Zinsmeister, & Melton, 1994; Valente, 2005; 

Walker, Gelfand, Gelfand, & Katon, 1995; Walker, Torkelson, Katon, & Koss, 1993).  

 

Given the known negative impact of a childhood abuse history on mature adult health (Min, 

Minnes, Kim, & Singer, 2013), we know relatively little about how it impacts adolescent and 

young adult victims’ perceptions of health or their health care utilization. Therefore, the present 

study aims to investigate the association of childhood physical or sexual abuse with perceived 

health and health care utilization patterns in adolescents and young adults who have access to 

health care. Specifically, I hypothesize that compared with non-abused adolescents and young 

adults, abused adolescents and young adults would: (a) perceive themselves as less healthy, and; 

(b) use more urgent care in the past 12 months.   
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Research Design and Methods 

Study Population 

The sample was recruited from adolescents and young adults, ages 12 to 24 years, seeking 

general health services at the Mount Sinai Adolescent Health Center (MSAHC) from December 

5, 2005 to April 13, 2007. MSAHC is a New York City primary care clinic designed specifically 

for adolescents and young adults, ages 10 to 24 years, and operated by the Division of 

Adolescent Medicine of the Icahn School of Medicine at Mount Sinai. MSAHC provides free, 

confidential, comprehensive, integrated, physical health, sexual and reproductive health, mental 

health, dental and optical services. Study participants were recruited from adolescents and young 

adults seeking services at MSAHC’s primary care clinic Mondays through Saturdays. 

Adolescents and young adults were eligible to participate in the study if they were 12 to 24 years 

old and spoke English. There was no restriction based on place of residence of the participants. 

 

Study recruitment 

A research assistant (RA) was available during all clinic hours.  Participants were approached by 

an RA in the waiting room, while waiting to see a medical provider. No formal sampling or 

selection protocol was used as eligible participants who agreed to participate in the study, once 

consented, were going to be randomized for a different study: a trial comparing modes of 

administration of screens to identify a history of childhood abuse (see Chapter 3, aim  2 of this 

dissertation). Once approached, the potential participants were taken by an RA to a private room 

where the RA described the research project as a confidential study on how to best take a 

psychosocial history from adolescents and young adults. The RA fully explained the study to 

each potential participant as well as his or her rights to participate or not in the study without 
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affecting his or her health care at the MSAHC.  If the RA found that a youth she approached 

seemed to have difficulty understanding the study materials and the consent form, that person 

was not enrolled. If a participant met the inclusion criteria he or she was given details of the 

study and if an interest in participating was expressed the consent process was begun. If the 

participant agreed and signed the consent form, he or she was recruited into the study.  

 

The sample initially included 532 participants who had completed a screening for childhood 

abuse history. Of these, 26 were missing data and were excluded yielding an analytic sample of 

506 participants.  Participants included in the analytic sample and those excluded because of 

missing data were similar in all demographic characteristics, history of childhood sexual abuse, 

covariates and in the depression measure (p values >0.05); but childhood physical abuse was not 

similar. Childhood physical abuse in the analytic sample compared to the excluded sample was 

(44.5% versus 23.1%; p value = 0.03) (appendix 3). However, this difference was unlikely to 

impact the study’s results as the number of those who were excluded was a very small number 

(4.8% of the initial sample of 532) and because the prevalence of physical abuse in the total 

population (n=532; 43.2%) was similar to the one observed in the analytic sample (n=506; 

44.5%; p value >0.05). 

 

Institutional Review Board (IRB) approval was obtained from the Icahn School of Medicine at 

Mount Sinai prior to the data collection.  A waiver of parental consent was requested and granted 

by the IRB to allow consent from adolescents under age 18 years. A Certificate of 

Confidentiality was obtained to protect participants’ privacy for issues such as substance use.  
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This additional protection for participants is important because it protects participants’ data from 

subpoena to the fullest extent allowed by law (Hoagwood, 1994; Wolf & Zandecki, 2004).  

In exchange for time and participation, adolescents received two movie tickets upon the 

completion of their participation.  

 

Safety Protocol 

Each potential participant was told during the informed consent process that if any childhood 

abuse or suicidality was disclosed during the research study, this information would be shared 

with the participant’s medical provider before the participant left the facility. Participants 

younger than 18 years of age were informed that if they disclosed childhood abuse the MSAHC 

staff members would assess the history of childhood abuse in detail and determine the need to 

report to child protection as they are mandated reporters of childhood abuse.  

 

Once having been screened for a childhood abuse history all the study participants completed a 

demographic questionnaire (appendix 7), as well as the Beck Depression Inventory for Primary 

Care-Fast Screen (BDI-FS: Beck, Steer, & Brown, 2000; appendix 4), a validated 7-item self-

report instrument with good psychometric properties developed to assess depression with a 

medical population within the past 2 weeks including today. The BDI-FS was also used to screen 

for suicidality (Appendix 5). Participants also completed the Health Service Utilization Scale 

(HSUS; Ryan, Millstein, Greene, & Irwin, 1996; appendix 10). HSUS was developed 

specifically for youth. All participants completed the demographic questionnaire, the BDI-FS 

and the HSUS using ACASI. 
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All participants completed the research protocols prior to receiving the clinical services for 

which they had come that day to MSAHC. The clinical services were provided by their usual 

health care provider and not by the clinician doing the research. A protocol to ensure each 

participant’s wellbeing was in place to address any issue considered as a potential risk to the 

participants, including emotional discomfort, the revelation of a childhood abuse history, or 

suicidality.  

 

When the RA observed any risk condition, she immediately noted it and informed the 

participant’s health care provider. The provider assessed the participant and if deemed necessary 

ensured that the participant was then seen by a mental health professional within MSAHC for 

further assessment, prior to the participant leaving the clinic.  

 

Outcomes 

The outcomes were measured using two questions on the HSUS that asked about perceived 

health and health care utilization patterns. Perceived health was collected by using the question, 

“How would you describe your health now?” using a 5 item Likert scale (1-Excellent, 2-Very 

Good, 3-Good, 4-Fair, 5-Poor). For analysis purposes, responses to perceived health status were 

dichotomized into healthy (responses 1, 2 and 3) and non-healthy (responses 4 and 5).  

 

Health care utilization patterns in the past 12 months was collected by using the HSUS question 

asking participants to: “Circle all the reasons that you saw a doctor or health care provider during 

the past 12 months: 1) Regular check-up or physical exam; 2) Sports or camp physical; 3) Urgent 

visit to a doctor or clinic (not an emergency room); 4) Emergency room visit for any type of 
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accident or injury (such as needing stitches); 5) Emergency room visit at a hospital because you 

were sick or had an illness; 6) Regular follow-up visit; 7) Counseling or advice visit (to a doctor, 

nurse practitioner, nutritionist, psychologist or social worker); 8) Office or clinic gynecology 

visit for a regular appointment; 9) Office or clinic gynecology visit for a sudden or urgent 

problem; 10) Counseling.”  Routine preventive health care for this study is defined as going for a 

regular check-up or physical examination, a sport or camp physical, a scheduled follow up visit, 

or for a scheduled gynecological examination. Urgent care is defined as needing care for an acute 

condition either at a doctor’s office, clinic or an emergency room. 

.  

Therefore, for analysis purposes, health care utilization was categorized as routine if an 

adolescent chose a response of 1, 2, 6, or 8 (1-Regular check-up or physical exam; 2-Sports or 

camp physical; 6-Regular follow-up visit; 8-Office or clinic gynecology visit for a regular 

appointment); as urgent if an adolescent chose a response of 3, 4, 5 or 9 (3-Urgent visit to a 

doctor or clinic [Not an emergency room]; 4-Emergency room visit for any type of accident or 

injury (such as needing stitches); 5-Emergency room visit at a hospital because you were sick or 

had an illness; 9-Office or clinic gynecology visit for a sudden or urgent problem) or as both 

routine and urgent care if an adolescent chose responses from both the routine and urgent 

categories.  In this study, questions 7 and 10 (7-Counseling or advice visit to a doctor, nurse 

practitioner, nutritionist, psychologist or social worker; 10-Counseling) asked about counseling 

with no specification of whether urgent or routine, and therefore, were not considered.   
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Predictor 

The predictor was self-reported retrospective history of childhood physical or sexual abuse that 

occurred before 17 years of age and disclosed during the administration of any of the three 

structured assessments or the face to face unstructured interview. All three structured modes used  

the Childhood Maltreatment Interview Schedule-Short Form (CMIS-SF; Briere, 1992; appendix 

8) which was modified for this study (appendix 9). Modifications to the CMIS-SF were made to 

better fit the manner of speaking, typical vocabulary and culture of the study participants.  

Questions about parental substance abuse, domestic violence between parents, and emotional 

neglect of the participants were omitted to shorten the instrument as these areas were not a focus 

of study.  

  

The CMIS-SF has been shown to have good internal consistency in adolescent and young adult 

population (Briere, 1992).  For the three structured methods, information about childhood 

physical abuse was collected through the following questions: “Before you were 17 years of age: 

did a parent or guardian ever do something to you on purpose (for example, hit or punch or cut 

you, or push you down) that made you bleed or gave you bruises or scratches, or that broke 

bones or teeth? Did either of your parents or guardians get so mad at you that they hurt you 

physically? Did either of your parents or guardians use physical punishment for discipline?” 

Each question had answer choices of “Yes” or “No.” A participant was considered to have a 

history of physical abuse if they answered “Yes” to any of these questions.  

 

For the face to face unstructured interview method, physical abuse information was assessed by 

asking participants: “How do your parents discipline you? How do they punish you? Do they 
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ever physically hit you?” A positive determination of physical abuse was made if the participant 

described having been hit, punched, kicked, or otherwise struck or pushed down; cut, bruised, 

made to bleed, scratched, having broken bones, broken teeth, or having been hurt physically. The 

unstructured interview covered the same issues as the three structured screens but incorporated 

the possibility of probing and asking other questions as seem appropriate.  

 

For the three structured methods, Information about childhood sexual abuse was collected 

through the following questions from the CMIS-SF: “Before you were 17 years of age, did a 

family member ever kiss you in a sexual way, or touch your body in a sexual way, or make you 

touch their sexual parts? Did anyone ever use physical force to kiss you in a sexual way, or touch 

your body in a sexual way, or make you touch their sexual parts? Did anyone five or more years 

older than you ever kiss you in a sexual way, or touch your body in a sexual way, or make you 

touch their sexual parts?  Did a family member ever have oral, anal or vaginal intercourse with 

you, or insert a finger or object in your anus or vagina? Did anyone ever use physical force to 

have oral, anal, or vaginal intercourse with you or to insert a finger or object in your anus or 

vagina? Did anyone five or more years older than you ever have oral, anal, or vaginal intercourse 

with you or insert a finger or object in your anus or vagina?” Each question had answer choices 

of “Yes” or “No”. A participant was considered to have a history of sexual abuse if they 

answered “Yes” to any of these questions. 

 

For the face to face unstructured interview, sexual abuse information was assessed by asking 

participants: “Has anyone ever touched your body when you did not want them to? Your breasts? 

Your vagina? Your penis? Your anus? Has anyone made you touch, kiss, masturbate, or perform 
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oral sex on them? Or made you have oral, vaginal or anal sex when you did not want to?” The 

questions were asked in an unstructured way as in a clinical interview to allow the opportunity 

for the interviewer to probe further. A positive determination of sexual abuse was made if the 

participant described any of the following experiences: having had someone kiss or touch them 

in a sexual way, masturbate or perform oral, vaginal/penis or anal sex with them or having made 

them do sexual things to the perpetrator when they did not want to. However, having a 

relationship with someone five or more years older was not considered sexual abuse in the face 

to face unstructured interview. 

  

Initially the participants with a history of abuse were first categorized into four groups: physical 

abuse only (29.6% n=150), sexual abuse only (9.6% n=50), both physical and sexual abuse 

(14.8% n=74) and non-abuse (46% n=232). However, because few participants reported sexual 

abuse only (n=50), they were combined with those with both physical and sexual abuse into a 

new category sexual abuse with or without physical abuse (n=124). Thus, for analytical 

purposes, for this paper participants were classified into three groups: (1) no abuse history (46% 

n=232); (2) history of physical abuse only (29.6% n=150); and (3) history of sexual abuse with 

or without physical abuse (25% n=124). Hereafter, physical abuse only would be referred as 

physical abuse and sexual abuse with or without physical abuse would be referred as sexual 

abuse. 

 

When the RA observed disclosure of childhood abuse she immediately noted it and informed the 

participant’s health care provider. The provider assessed the participant and ensured that the 

participant was then seen by a mental health professional within MSAHC for further assessment, 
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prior to the participant leaving the clinic. During the assessment, the mental health professional 

made a determination if the abuse was occurring or if it had occurred in the past. The mental 

health provider assessed whether the participant or any person younger than 18 years of age 

remained or was at risk for childhood abuse. If anyone was at risk the mental health professional 

followed the MSAHC protocols for assessing and reporting childhood abuse.  

 

Covariates  

Consistent with previous studies (Beitchman et al., 1992; Diaz & Peterson, 2014; Diaz et al., 

2002; DiLillo et al., 2006; IOM, 2013; Roesler & Dafler, 1993; Sickel et al., 2002; Trickett et al., 

2005), selected characteristics were included as potential confounders. The following potential 

confounders were considered and controlled for to addressed  the lack of balance between the 

groups: age, gender, race, ethnicity, zip code, nativity status (immigration status), last grade 

completed, school enrollment status, school performance and living arrangement most of the 

time within the last year. Each of these variables, were assessed with a demographic 

questionnaire which was administered via ACASI to all participants regardless of the mode of 

administration of screens to identify a history of childhood abuse.  

 

Age was collected as a continuous variable by asking participants: what is your date of birth? 

Age was categorized into three groups: ages 12, to 14 years, 15 to 17 years and 18 to 24 years. 

These age categories are used because in the field of adolescent medicine they have implications 

for adolescent development, behavior and functioning (Radzik, Sherer, & Neinstein, 2002).  
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Gender was assessed by asking, “What is your gender?”  The response choices for gender were: 

female; male; or transgender. Since there were only four transgender patients, they were included 

in the gender group they had transitioned to.  

 

To assess race and ethnicity, participants were asked: “How do you identify yourself in terms of 

race and ethnicity?” Response choices were African American, Asian-Pacific Islander, 

Hispanic/Latino/Latina, West Indian/Caribbean, White (non-Hispanic), Native American, and 

Do not know. They were asked to check all that applied. For the analysis participants who 

selected Hispanic/Latino/Latina and any other category were classified as Hispanic.  Participants 

were assigned to one of three race/ethnicity groups: Hispanic (Hispanic/Latino/Latina); Non-

Hispanic Black (African American, West Indian/Caribbean) or Non-Hispanic Asians or Whites.  

 

Participants were classified as born in the U.S. or outside the U.S. according to their response to 

the question: “Were you born in the U.S.?”  They were given the choice of yes or no. 

 

Participants were asked: “What was the last grade that you completed in school?” They were 

given the choices of 4
th, 

5
th, 

6
th, 

7
th, 

8
th, 

9
th, 

10
th, 

11
th, 

12
th

 grades and some college or completed 

college. Last grade completed was categorized into eighth grade or lower, ninth, tenth, eleventh, 

twelfth and some college or college graduate. Participants were also assessed for being currently 

in school or not by asking “are you currently in school?” They were given the choice of yes or 

no; and, if yes, “where are you enrolled?” They were given the choices: grammar school, middle 

school, Junior high school, high school, GED program, special education and college.  
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Participants not currently in school included those who had either dropped out before graduating 

from high school or college or those who had graduated from high school or college. Participants 

were then grouped into those who had graduated from school or currently in school and on track 

(defined as being in the appropriate grade for age), those currently in school but left behind, and 

those who had dropped out of school before completing high school. For those who had 

graduated from high school, college attendance including college graduation was also assessed. 

Their past year school performance was assessed by asking; “In the past year what best 

represents your average grade?” Given choices were “from 90-100%, 80-89%, 70-79%, 65-69% 

or 64% or lower.”   

 

Living arrangements for the last year was measured by asking: “In the place you lived for the 

most time during the last year, what adults lived with you?” Participants were asked to choose all 

that apply from the following categories: mother, father, stepmother, stepfather, grandparent, 

older or adult family member, foster parent, and group home staff. Their responses were 

categorized as: living with both biological parents; one biological parent and one step-parent; 

single parent (mostly mothers) no other adults; single parent (mostly mother) with other adults 

(i.e. grandparents, aunt) or other living arrangement (such as foster care or group home). 

 

To determine where they were living, participants were asked: “What is your five digit zip 

code?” Their responses were collapsed and categorized as follows: Central and East Harlem, rest 

of Manhattan, the south Bronx, rest of the Bronx, Brooklyn, Queens and other (primarily from 

Staten Island, Westchester and New Jersey). 
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The participants were also assessed for depression using the BDI-FS, a validated 7-item self-

report instrument with good psychometric properties developed to assess depression with a 

medical population within the past 2 weeks including today (Beck, Steer, & Brown, 2000).  The 

BDI-FS has been validated with adolescents (Beck, Guth, Steer, & Ball, 1997). The instrument 

asks subjects to respond to the following statements: “(1) I do not feel sad; (2) I am not 

discouraged about my future; (3) I do not feel like a failure; (4) I get as much pleasure as I ever 

did from the things I enjoy; (5) I feel the same about myself as ever; (6) I do not criticize or 

blame myself more than usual; and (7) I do not have any thoughts of killing myself.” Subjects 

rate themselves on a point scale ranging from 0 to 3, with a 0 reflecting no or minimal presence 

of a symptom and 3 being the most severe.  

 

The instrument is scored by summing all of the highest ratings for each of its seven items with a 

minimum score of 0 and a maximum score of 21.  Consistent with recommendations for scoring 

the inventory when used in primary care (Steer, Cavalieri, Leonard, & Beck, 1999), a cut-off 

score of > 4 was used to indicate the presence of depression. Suicidality was assessed via the 

BDI-FS item number 7: Within the last two weeks: 0) “I do not have any thoughts of killing 

myself: 1) I have thoughts of killing myself but I would not carry them out. 2) I would like to kill 

myself. 3) I would kill myself if I had the chance.” Participants answering yes to 1, 2 or 3 were 

considered to have suicidal thoughts. They also completed via ACASI the Health Service 

Utilization Scale (HSUS; Ryan, Millstein, Greene, & Irwin, 1996), an instrument developed 

specifically for youth. Perception of health was collected using the HSUS question: “How would 

you describe your health now?” Responses were coded using a 5 item Likert scale (1-Excellent, 

2-Very Good, 3-Good, 4-Fair, 5-Poor). Participants were classified as healthy if they responded 
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“excellent,” “very good” or “good” and non-healthy otherwise. Health care utilization pattern 

was specified based on responses to the HSUS questions asking about types of health care 

utilized in the prior 12 months. Routine care included regular check-up or physical exam; sports 

or camp physical; regular follow-up visit; or office or clinic gynecology visit for a regular 

appointment, while urgent care included urgent visit to a doctor or clinic (not an emergency 

room); emergency room visit for any type of accident or injury (such as needing stitches); 

emergency room visit at a hospital because of sickness or an illness; or office or clinic 

gynecology visit for a sudden or urgent problem. Health care utilization was categorized into 

three groups: routine care only, urgent care only and both routine and urgent care. 

 

Statistical Analysis  

Descriptive statistics for socio-demographic and behavioral characteristics were presented by the 

outcome variables perceived health and health care utilization. The categorical variables were 

presented as frequency and percentages and the association of covariates with the outcome was 

examined using Pearson chi-square statistics.  Multivariable logistic regression model was used 

to examine the association between childhood abuse and perceived health (categorized as 

“excellent/very good/good” vs. “fair/poor”) after controlling for selected covariates. Since health 

care utilization was categorized into three nominal categories (routine care only; urgent care only 

and both routine and urgent care), a multivariable, multinomial logistic regression model was 

fitted to quantify the effects of childhood abuse on the outcome. Potential confounding variables 

were screened in unadjusted models and, if associated with the exposure and outcomes at the 

20% level of significance, they were included in the multivariable models along with the 

exposure. All analyses were performed using SAS software 9.3 (SAS, 2011).  
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Results 

Table 4.1 presents the distribution of characteristics of the total study population according to 

perceived health and health care utilization.  Participants were mostly female (86%); 

Hispanic/Latino or Black (94%); living in Harlem (32%); U.S. born (82%); currently in middle 

school or high school or college (79%), and over a quarter had some college or had completed 

college; of those in middle school or high school, the great majority were at the right grade for 

their age (88%); with reported average grades of 65 or higher (97.2%). Just over half (52%) were 

age 18 and older. Participants reported a number of different living arrangements, with the most 

common being living with a single parent (mostly mothers) and no other adults (35%). More 

than a quarter (27%) of participants screened positive for depressive symptoms. Sixty-six (13%) 

of the 506 research participants disclosed suicidal thoughts within the last two weeks via the 

BDI-FS. None of these 66 participants were determined to be actively suicidal by their medical 

or the mental health provider at the time of the visit. 

 

The prevalence estimates of reported perceived health status were similar regardless of the 

characteristics examined  with the exception of depression, depressed participants being more 

likely to perceive themselves as unhealthy (18.8% versus 6.0%; p value <0.01). The prevalence 

estimates of reported health care utilization status were similar regardless of the characteristics 

examined with the exception of depression, and family composition. Participants with depression 

were more likely to use urgent care only (15.2% versus 12.0%; p value <0.05) and less likely to 

use routine care only (32.6% versus 45.1%; p value <0.05) and those living with a single parent 

and no other adults were significantly more likely to use urgent care only compared to those 

living with both parents; one parent and one step parent; single parents and other adults; or other 
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family members, foster care or group home (17.6%;  versus 7.3%; 14.7%; 10.0% or 10.8% 

respectively; p value <001). 

 

The prevalence of childhood abuse status by type of abuse disclosed by the study sample is 

presented in Table 4.2. Just over half (54. 1%) of participants disclosed some type of abuse with 

29.6% disclosing physical abuse only and 24.5% disclosing sexual abuse with or without 

physical abuse. Among participants reporting sexual abuse, the majority (59.6%) reported a 

history of childhood sexual abuse with a history of childhood physical abuse.  

 

The association between disclosure of childhood abuse status and perceived health is presented 

in Table 4.3. The majority (90.9%) of the study sample perceived themselves as healthy. Less 

than 10% of the young people perceived themselves as unhealthy. Childhood abuse status was 

not associated with perceived health status. However, non-abused participants perceived 

themselves as less healthy compared to those with a history of childhood physical abuse or 

sexual abuse.  

 

The association between a history of childhood abuse status and health care utilization patterns in 

the past 12 months is presented in Table 4.4. No significant association was found between 

childhood abuse status and health care utilization patterns. However, participants reporting 

childhood sexual abuse were more likely to receive both routine and urgent care (51.6% vs. 

42.0); less likely to receive routine care only (35.5% vs. 43%) and less likely to receive urgent 

care only (12.9% vs. 15%) than those who did not report childhood abuse.  
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The unadjusted and adjusted associations between childhood abuse status and perceived health 

(modelled for unhealthy) is presented in Table 4.5.  In the crude analysis (Model 1), when 

compared to participants who did not disclose childhood abuse, the odds of reporting having 

fair/poor perception of health among those reporting childhood abuse was at least 30% lower 

regardless of whether it was physical (OR: 0.6; 95%CI: 0.3,1.3)  or sexual abuse (OR: 0.7; 

95%CI: 0.3,1.4). However, these associations were not statistically significant and they remained 

basically unchanged for physical abuse (OR: 0.60; 95%CI: 0.3, 1.2) and became more protective 

for sexual abuse (OR: 0.50; 95%CI: 0.2, 1.1) when adjusted by depression (Model 2) and 

thereafter remained the same when adjusted by depression and nativity (Model 3), depression, 

nativity and currently in school (Model 4), and age, gender, race/ethnicity, depression, nativity 

and currently in school (Model 5).  

 

The unadjusted and adjusted associations between disclosure of childhood abuse and health care 

utilization status are presented in Table 4.6. For the crude analysis (Model 1) there was no 

association between childhood abuse and health care utilization. These findings were consistent 

regardless of the variables controlled for (Models 2 to 6). However, it is worth noting that when 

compared with participants who did not disclose childhood abuse, those reporting physical abuse 

had a 50%  lower odds (OR: 0.5; 95%CI: 0.3, 1.1) and those reporting sexual abuse with and 

without physical abuse had  a 10% lower odds (OR: 0.90; 95%CI: 0.4,1.9) of using urgent care 

only versus routine care only. Those reporting physical abuse were similar (OR: 1.0; 95%CI: 0.6, 

1.5) and those with a history of sexual abuse with or without physical abuse had 30% greater 

odds (OR: 1.3; 95%CI: 0.8, 2.2) of reporting having used both urgent and routine health care 

versus routine care only compared to non-abused.   



 

110 
 

The odds ratios and confidence intervals of the relationship between the covariates and perceived 

health status, shown in Table 4.7 reveal that, other than depression, no other factor predicted 

poor perceived health.  

 

Discussion  

In this study childhood abuse was neither associated with perception of health nor with health 

care utilization.  

 

The first finding of no association between childhood abuse and perception of health is in sharp 

contrast to previous studies – though these are very limited in number – that consistently found 

an association between a history of childhood physical or sexual abuse and perceived poor health 

(Bauldry et al., 2012; Chartier et al., 2007; Cheever & Hardin, 1999; Diaz et. al., 2002; Fillingim 

et al., 1999; Runtz, 2002; Yen et. al, 2008). These studies focused on specific populations such 

as junior high school students in rural Taiwan (Yen et al., 2008); female students in grades 5-12
th

 

in the United States (Diaz et. al., 2002); students recruited initially in schools within the 7
th

 

through 12
th

 grades in the United States (Baudry et al., 2012); female college students at a 

university setting in Canada (Runtz, 2002); male and female college students at a university 

setting in the United States (Fillingim et al., 1999); and a community sample ages 15 to 98 years 

old in Ontario, Canada (Chartier et al., 2007). However, none of the studies cited above were 

conducted in health care settings. Likewise,  none examined how adolescent and young adult 

victims of abuse who had access to, and were receiving health services, perceived their health 

status or compared how victims perceive their health when asked about it in different settings 

including, school, college, or clinical settings as well as in community settings. 
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Although the current study found no association with childhood physical and sexual abuse and 

perceived health, it is noteworthy that when compared to participants disclosing no childhood 

abuse, participants reporting physical abuse or sexual abuse were less likely to perceive their 

health as poorer compared to non-abused participants who perceived themselves as less healthy 

compared to those with a history of childhood physical abuse or sexual abuse. 

 

The second finding of no association with childhood physical and sexual abuse and health care 

utilization is also in contrast to the findings of the very few existing studies of this issue. 

However, these previous studies were not conducted among adolescents and instead focused on 

college students in university settings. For instance, Fillingim et al. (1999) assessed health care 

utilization in college students in the United States by asking about the number of healthcare 

visits made during the past year, and found that those with a history of childhood abuse had more 

health care utilization.  Likewise, Salmon et al. (1996) measured health care utilization among 

college students in a university setting in the United Kingdom by asking about outpatient 

primary care clinic visits and hospitalizations and found higher rates of health care utilization 

including increased hospitalizations in childhood physical and sexual abuse victims. 

Another study using a community sample ages 15 to 98 years of age from Ontario, Canada 

showed evidence that participants with a history of childhood abuse frequently reported use of 

emergency room and specialist visits but not general primary health care visits when asked about 

the last 12 months (Chartier et al., 2007).  However, none of the studies cited above controlled 

for access to health care so it is not known whether access or lack of access to health care 

influenced the findings.  In the current study all the participants were recruited from a health care 

setting which did not restrict access regardless of insurance status or ability to pay for services 
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and all the participants were actively receiving health care. Indeed, in this sample, when 

compared to participants disclosing no childhood abuse, participants reporting physical abuse 

were less likely to use urgent care only versus routine care only compared to non-abused. Those 

reporting sexual abuse with or without physical abuse were slightly less likely to report using 

urgent care only versus routine care only and were more likely to use both urgent and routine 

care versus routine care only.  

 

In comparing the present study with the three prior studies cited, we need to keep in mind that 

the lack of association between a history of childhood abuse and perceived health or health care 

utilization patterns could be due to sample size or by chance alone, and therefore, the findings 

need to be interpreted with caution. The discrepancy between previous studies (Baudry et al., 

2012; Chartier et al., 2007; Diaz et. al., 2002; Fillingim et al., 1999; Runtz, 2002; Salmon et al., 

1996; Yen et al, 2008) and the present study findings may be attributed to the fact that previous 

studies were not conducted in health care settings, and thus, access to health care was neither 

studied nor controlled for.  

 

All the participants in the present study actively sought and received health care from MSAHC 

and its design – in which adolescents and young adults receive same day services whether they 

come with appointments or as walk-ins – may tend to smooth out differences and definitions of 

urgent versus routine care.  Young people coming to MSAHC on a same day service basis may 

actually get comprehensive routine care even if they came in for a specific issue. These youth 

may be defined as receiving routine care rather than urgent care and thus, leading to under-

reporting of the use of urgent care. This is a unique health service designed to appeal to young 
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people, where care is free, confidential, comprehensive and adolescent specific (Diaz, Peake, 

Surko, & Bhandarkar, 2005).  

 

Therefore, the access to the unique health care service that the participants in this study had may 

have had a major impact on both the self-perception of health status and patterns of health care 

utilization.  This could be explained by the findings of a longitudinal study of self-rated health 

status among people 12 years and older, conducted by Bailis and colleagues (2003). Though 

Bailis et al. (2003) did not study childhood abuse; they showed that self-rated health may be 

regulated by efforts to achieve some health related goals. In other words, actively seeking health 

care might, in and of itself, make participants likely to rate their health more positively as 

compared to those not actively seeking care when studied (Bailis, Segall, & Chipperfield, 2003).  

 

Limitations and strengths  

A limitation of the present study is that it was conducted within a clinical setting where, not only 

did the participants have access to care but, they could access care without an appointment.  

Thus, an unscheduled “walk-in” visit (which might be considered urgent in other settings) might 

be considered routine by participants and recorded as such when they filled out the HSUS. 

Whether access to care influenced the perception of health is unknown but the difference 

between this study and findings from previous studies of adolescents (Yen et al., 2008; Diaz et 

al., 2002) suggest that indeed it might. The unique setting and the access it creates in our study 

limit the generalizability of the findings.  
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Another limitation of this study is the self-reported nature of the data on physical and sexual 

abuse. This is common and unavoidable to most studies of childhood abuse that rely on 

retrospective self-reports as there is often no means of verification. However, although some 

researchers suggest a gold standard in which child protective service reports could be used to 

complement or verify subjects’ self-reports (Brown et. al., 1998; Widom & Shepard, 1996); 

health care providers in primary care practice do not have access to child protection services 

records. Furthermore, because a significant number of abuse cases go unreported (Diaz & 

Petersen, 2014; IOM, 2013; Child Welfare League of America, 2012) much self-reported 

childhood abuse cannot be verified. In addition, studies on the stability or fluctuation in self-

report of abuse have found that reports obtained in two different occasions have consistent 

stability over time (Goodman-Brown, Edelstein,  Goodman, Jones, & Gordon, 2003; Friedrich, 

Tally, Panser, Fell, & Zinsmeister, 1997; Meyer, Muenzenmaior, Cancienne, & Struening, 1996; 

Lesserman, Drossman, & Zhiming, 1995).  

 

Finally, the lack of significant associations in this study could be attributed to chance alone or to 

the small sample size. Therefore, further studies need to be conducted assessing these 

associations in similar clinical settings with larger sample sizes. 

 

One of the strengths of this study is that it included adolescents and young adults between 12 and 

24 years of age. This is in contrast to other studies that examined the relationship between 

childhood abuse and health care utilization but did not include early adolescents and combined 

those ages 15 and older with adults in their samples (Tang et al., 2006; Chartier et al, 2007) or 

college students (Salmon et al., 1996; Fillingim et al., 1999).  

http://www.sciencedirect.com/science/article/pii/S0145213403000371
http://www.sciencedirect.com/science/article/pii/S0145213403000371
http://www.sciencedirect.com/science/article/pii/S0145213403000371
http://www.sciencedirect.com/science/article/pii/S0145213403000371
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Another strength of this study is that it has a focus on questions which have not yet received 

much attention from researchers. Too little is known about how adolescent and young adult 

victims perceive their health and far less is known about how abuse impacts their use of health 

care. 

 

Recommendations 

Despite the handful of studies that show a negative impact of childhood abuse on the health and 

well-being of young people (Hall & Hall, 2007; Trickett et al., 2005; Diaz et al., 2002; Sickel et 

al., 2002: Yen et al., 2008), not enough is known about how childhood abuse victims see their 

own health needs or how they utilize health care compared to non-victims. The fact that the 

findings of this study of the relationship between childhood abuse and perception of health in 

adolescents are inconsistent with the findings from other studies of adolescents (Yen et al., 2008; 

Diaz et. al., 2002) and are inconsistent with the findings from other studies of young adults 

(Runtz, 2002; Fillingim et al., 1999) underlines the need for further research. The relationship of 

childhood abuse and health care utilization of this study is also inconsistent with findings from 

other studies (Fillingim et al., 1999; Salmon et al., 1996) and also merits further research. 

 

In particular, the nature of the setting where the study sample was recruited, suggests that further 

research is needed regarding how access to and receiving care influences perception of health in 

adolescent and young adult victims. Specifically, comparing findings from population-based 

studies with those from studies with adolescents and young adult victims who are receiving 

health services may reveal whether access to health care impact both the perception of health and 

health care utilization patterns. If having access to services improves the perception of health 
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among adolescent and young adult abuse victims, provision of services could be a possible 

intervention.  

 

It must be stressed that providers should not be reassured when an adolescent or young adult 

reports a positive perception of health.  Each individual should be properly interviewed and 

examined to determine actual health status and childhood abuse status. 

 

Additional research is also needed regarding how the perception of health status impacts health 

care utilization in adolescent and young adult victims of childhood abuse. Developing a better 

understanding of adolescent and young adult victims’ relationship with their health and health 

care might be helpful in formulating policy regarding childhood abuse identification and 

appropriate interventions, which suggests that further research is needed. 
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Table 4.1. Distribution of selected characteristics of participants according to perceived health status and health care utilization 

patterns: Mount Sinai Adolescent Health Center. New York City, 2005-2007 

Demographics Unhealthy 

 

 

9.5% 

(N=48) 

Healthy 

 

 

90.5% 

(N=458) 

Both routine/ 

urgent care 

 

45.5% 

(N=230) 

Routine care 

only 

 

41.7% 

(N=211) 

Urgent care 

only 

 

12.9% 

(N=65) 

Total 

 

 

100% 

(N=506) 

Age       

14 or younger         7.0 (3) 93.0 (40) 39.5 (17) 51.2 (22) 9.3 (4) 8.5 (43) 

15-17 8.0 (16) 92.0 (183) 44.2 (88) 42.7 (85) 13.1 (26) 39.3 (199) 

18 and older 11.0 (29) 89.0 (235) 47.4 (125) 39.4 (104) 13.3 (35) 52.2 (264) 

Gender       

Female 10.3 (45) 89.7 (390) 45.1 (196) 42.1 (183) 12.9 (56) 86.0 (435) 

Male 4.2 (3) 95.8 (68) 47.9 (34) 39.4 (28) 12.7 (9) 14.0 (71) 

Race       

Hispanic/Latin 10.1 (27) 89.9 (241 45.2 (121) 40.7 (109) 14.2 (38) 53.0 (268) 

Non Hisp Black 9.2 (19) 90.8 (188) 43.0 (89) 45.9 (95) 11.1 (23) 40.9 (207) 

Non Hisp Asian or 

White 

6.5 (2) 93.6 (29) 64.5 (20) 22.6 (7) 12.9 (4) 6.1 (31) 

Borough       

Bronx       

South Bronx 14.9 (10) 85.1 (57) 38.8 (26) 52.2 (35) 9.0 (6) 13.2 (67) 

Other Bronx 6.5 (5) 93.5 (72) 45.5 (35) 45.5 (35) 9.1 (7) 15.2 (77) 

Brooklyn 14.9 (7) 85.1 (40) 51.1 (24) 34.0 (16) 14.9 (7) 9.3 (47) 

Manhattan       

Central and East 

Harlem 

8.6 (14) 91.4 (149) 43.6 (71) 41.7 (68) 14.7 (24) 32.2 (163) 

Other Manhattan 10.0 (10) 90.0 (90) 49.0 (49) 37.0 (37) 14.0 (14) 19.8 (100) 
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Queens 4.9  (2) 95.1 (39) 46.3 (19) 43.9 (18) 9.8 (4) 8.1 (41) 

Other 0.0 (0) 100.0 (11) 54.6 (6) 18.2 (2) 27.3 (3) 2.3 (11) 

       

Nativity Status       

US 9.9 (41) 90.1 (373) 45.7 (189) 40.1 (166) 14.3 (59) 81.8  414) 

Not US 7.6 (7) 92.4 (85) 44.6 (41) 48.9 (45) 6.5 (6) 18.2 (92) 

       

Last grade 

Completed 

      

Eight or lower 9.1 (5)      90.9(50) 45.5 (25) 45.5 (25) 9.1 (5) 10.9 (55) 

Ninth 7.3 (5)       92.8 64) 36.2 (25) 46.4 (32) 17.4 (12) 13.6 (69) 

Tenth 7.8 (5) 92.3 (60) 46.2 (30) 43. (28) 10.8 (7)  12.8(65) 

Eleventh 9.2 (9) 90.8 (89) 44.9 (44) 37.3 (37) 17.4 (17) 19.4 (98) 

Twelfth 9.2 (8) 90.8 (79) 40.2 (35) 47.1 (41 12.6 (11) 17.2 (87) 

Some/completed 

college 

12.1 (16) 87.9 (116) 53.8 (71) 63.44 (48) 9.9 (13) 26.1 (132) 

School enrollment 

(Currently in school) 

      

Yes 9.5 (38) 90.5 (36.3) 44.9 (180) 42.1 (169) 13. (52) 79.3 (401) 

No 9.5 (10) 90.5 (95) 47.6 (50 40.0 (42) 12.4 (13) 20.8 (105) 

Education Status       

Dropped out or left 

behind 

6.8 (4) 90.2 (55) 37.3 (22) 45.8 (27) 17.0 (10) 11.7 (59) 

Graduated HS or 

currently in   K-12
th

 

grade and on track 

9.8 (44) 90.2 (403) 46.5 (208) 41.2 (184) 12.3 (55) 88.3 (447) 

School performance       

64 % or lower 21.4 (3) 78.6 (11) 50.0 (7) 35.7 (5) 14.3 (2) 2.8 (14) 

7
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65-69% 13.5 (7) 86.5 (45) 46.2 (24) 36.5 (19) 17.3 (9) 10.3 (52) 

70-79% 7.9 (16) 92.1 (187) 41.4 (84) 42.9 (92) 15.8 (32) 40.1(203) 

80-89% 8.1 (15) 91.9 (170) 46.5 (86) 43.2 (80) 10.3 (19) 10.3 (52) 

90-100% 13.5 (7) 86.5 (45) 55.8 (29 38.5 (20) 5.8 (3) 10.3 (52) 

Family 

composition** 

      

Both parents 10.1 (11) 89.9 (98) 48.6 (53) 44.0 (48) 7.3 (8) 21.5 (109) 

One parent & step 10.3 (7) 89.7 (61) 60.3 (41) 25.0 (17) 14.7 (10) 13.4 (68) 

Single parent no 

other adults 

8.0 (14) 92.0 (162) 32.4 (57) 50.0 (88) 17.6 (31) 34.8 (176) 

Single parent and 

other adults 

8.6 (6) 91.4 (64) 61.4 (43) 

 

28.6 (20) 10.0 (7) 13.8 (70) 

Other family 

member, Foster 

care, group home  

12.0 (10) 88.0 (73) 43.4 (36) 45.8 (38) 10.8 (9) 16.4 (83) 

Depression*       

None 6.0 (22) 94.0 (346)  42.9 (72) 45.1 (166) 12.0 (44) 72.7 (368) 

Any depression 18.8 (26) 81.2 (112) 52.2 (72) 32.6 (45) 15.2 (21) 27.3 (138) 

* p value ≤0.05  

**p value ≤0.01  
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Table 4.2. Prevalence of childhood abuse status by type of abuse disclosed by the population (n=506).  

Mount Sinai Adolescent Health Center. New York City, 2005-2007 

 

Childhood abuse Abuse disclosed 

% (N) 

No disclosure of abuse 

% (N) 

Physical only 29.6 (150) 70.4 (356) 

Sexual abuse with or without physical 

abuse* 

24.5 (124) 75.5 (382) 

   Sexual only 9.9 (50) 90.1 (456) 

   Sexual and physical abuse 14.6 (74) 85 (432) 

Total 54.1 (274) 45.9 (232)  

*The categories below are subcategories of Sexual abuse with or without physical abuse  
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Table 4.3.  Prevalence of history of childhood abuse by perceived health status 

Mount Sinai Adolescent Health Center. New York City, 2005-2007 

 

 Perceive self as 

unhealthy  

 % (N) 

Perceive self as 

Healthy 

% (N) 

Total  

 

% (N) 

No abuse 11.6 (27) 88.4 (205) 45.9 (232) 

Physical abuse only 7.3 (11) 92.7 (139) 29.6 (150) 

Sexual abuse with or 

without physical abuse 

8.1 (10) 92.0 (114) 24.5 (124) 

Total 9.1 (48) 90.9 (458) 100 (506) 
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Table 4.4.  Prevalence of history of childhood abuse by health care utilization patterns  

Mount Sinai Adolescent Health Center. New York City, 2005-2007 

 

 Both routine and urgent care  

% (N) 

Routine care only  

% (N) 

Urgent care only  

% (N) 

Total  

% (N) 

No abuse 42.0 (98) 43.0 (99) 15.1 (35)  45.8 (232) 

Physical abuse only 45.0 (68) 45.0 (68) 9.0 (14)  29.6 (150) 

Sexual abuse with or without 

physical abuse 

51.6 (64) 35.5 (44) 12.9 (16)  24.5 (124) 

Total 45.5 (230) 41.7 (211) 12.8 (65) 100(506) 
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Table 4.5.  Odds ratios and 95% confidence intervals of the relationship between childhood abuse status and perceived health status: 

Mount Sinai Adolescent Health Center. New York City, 2005-2007 

 

Exposure 

Childhood abuse  

Model 1 

OR (95% CI) 

Model 2 

OR (95% CI) 

Model 3 

OR (95% CI) 

Model 4 

OR (95% CI) 

Model 5 

OR (95% CI) 

Non-abused 1.0 1.0 1.0 1.0 1.0 

Physical abuse only 0.6  (0.3,1.3) 0.6  (0.3,1.2) 0.6 (0.3,1.2) 0.6 (0.3,1.2) 0.6  (0.3,1.2) 

Sexual abuse with or 

without physical abuse 

 0.7 (0.3,1.4) 0.5 (0.2,1.1) 0.5 (0.2,1.1) 0.5 (0.2,1.1) 0.5 (0.2,1.1) 

Crude association is between proportion childhood abuse status disclosed and perceived health status (model 1); OR are adjusted by 

depression (Model 2); adjusted depression and nativity (Model 3); adjusted by depression, nativity and currently in school (Model 4); 

adjusted by age categorical, gender, race/ethnicity, depression, nativity status and currently in school, (Model 5) 
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Table 4.6.  Odds ratios and 95% confidence intervals of the relationship between childhood abuse status and health care utilization 

patterns: Mount Sinai Adolescent Health Center. New York City, 2005-2007 

 

Exposure 

Childhood 

abuse  

Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 

Urgent Care Vs 

Routine care  

      

Non-abused 1.0 1.0 1.0 1.0 1.0 1.0 

Physical abuse 

only 

0.6 (0.3, 1.2) 0.6 (0.3, 1.1) 0.5 (0.3, 1.1) 0.6 (0.3, 1.1) 0.5 (0.3, 1.1) 0.5 (0.3, 1.1) 

Sexual abuse 

with and without 

physical abuse 

1.0 (0.5, 2.1) 

 

0.9 (0.5, 1.9) 0.9 (0.4, 1.8) 0.98 (0.5, 2.0) 0.98 (0.5, 2.0) 0.9 (0.4, 1.9) 

Both urgent & 

routine care Vs 

Routine care 

      

Non-abused 1.0 1.0 1.0 1.0 1.0 1.0 

Physical abuse 

only 

1.0 (0.7, 1.6) 1.0 (0.6, 1.5) 1.0 (0.6, 1.5) 1.0 (0.6, 1.5) 1.0 (0.6, 1.6) 1.0 (0.6, 1.5) 

Sexual abuse 

with and without 

physical abuse 

1.5 (0.9, 2.4) 1.4 (0.8, 2.2) 1.3 (0.8, 2.2) 1.4 (0.8, 2.3) 1.4 (0.8, 2.2) 1.3 (0.8, 2.2) 

 
  

    
Crude association is between proportion childhood abuse status disclosed and health care utilization patterns(model 1); OR are 

adjusted by depression (Model 2); adjusted for depression and living with last 12 months (Model 3); adjusted by depression , living 

with last 12 months and nativity (Model 4); adjusted by depression, living with last 12 months, nativity and currently in school (model 

5); full model adjusted by age categorical, gender, race/ethnicity depression, living with last 12 months, nativity status and currently in 

school, ( Model 6) 
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Table 4.7. Odds ratios and 95% confidence intervals of the relationship between covariates and perceived health status: 

 Mount Sinai Adolescent Health Center. New York City, 2005-2007 

Odds Ratio Estimates 

Effect Point Estimate 95% Wald 

Confidence Limits 

Abuse type: physical  abuse vs no abuse 0.5 0.3, 1.2 

Abuse type: sexual abuse with & without physical vs no abuse 0.5 0.2, 1.1 

Age 15-17 vs <=14 1.1 0.3, 4.3 

Age  >=18  vs <=14 1.0 0.5, 7.2 

Gender: Female vs Male 2.4 0.7, 8.0 

Race/ethnicity: Hispanic/Latino vs  Non-Hispanic Black 1.0 0.5, 1.9 

Race/ethnicity: Non-Hispanic Asian or white vs Non-Hispanic Black 0.5 0.1, 2.2 

Depression:  depressed vs not depressed 4.3 2.2, 8.0 

Nativity:  Not  US-born in vs US-born 0.7 0.3, 1.7 

Not currently in school vs currently in school  0.7 0.3, 1.6 

1
3
0
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Chapter 5 

Conclusion 
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Goals of the Research 

The goals of this dissertation were to inform our knowledge on the identification of adolescent 

and young adult victims of childhood physical and sexual abuse and to further our understanding 

on how these victims perceive their health status and use health care.  Three aims were 

investigated to address these goals: 

 

Aim 1 was a comprehensive literature review of the peer reviewed literature for studies 

comparing modes of administration of screens to identify childhood physical and sexual abuse in 

the adolescent and young adult population. To address this aim, a PubMed search was conducted 

to identify and examine studies published in English between January 1
st
, 1994 and December 

31
st
, 2014. Two independent reviewers examined the selected studies and determined which 

studies met the inclusion criteria. A third reviewer served as a referee when the two reviewers 

did not agree.  

 

Aim 2 compared the effectiveness of four modes of administration of screens to identify a 

history of childhood physical abuse among adolescents and young adults. The four modes of 

administration were paper and pencil screen, Audio Computer Assisted Self Interview (ACASI) 

screen, face to face structured screen, and face to face unstructured interview. For this aim, 506 

participants, ages 12 to 24 years, receiving health services at the Mount Sinai Adolescent Health 

Center in New York City were randomized within clinician and non-clinician arms, to one of the 

four modes of administration of screens to identify a history of childhood physical abuse. The 

Mount Sinai Adolescent Health Center is a free clinic that offers comprehensive services 

designed specifically for young people. A participant was categorized as having been physically 
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abused if they described any of the following experiences at the hands of a parent or guardian: 

having been cut; having been pushed down in a way that resulted in bruises, scratches or 

bleeding, or that broke bones or teeth; having been hurt physically; or having been disciplined by 

physically punishment. 

 

Aim 3 investigated the association of a history of childhood physical abuse or childhood sexual 

abuse with perceived health and health care utilization patterns in adolescents and young adults. 

This study was conducted using the same sample as aim 2.  

 

The investigation of the association of a history of childhood physical abuse or sexual abuse with 

perceived health and health care utilization patterns used the same definition for childhood 

physical abuse as defined for aim 2. Childhood sexual abuse was defined as a family member or 

someone five years or more older (for structured screens only) or anyone using force, ever 

kissing or touching the participant in a sexual way; inserting a finger or object in the participant’s 

anus or vagina; having oral, anal or vaginal intercourse with the participant; or making the 

participant touch them sexually. 

 

Adolescents and young adults were classified into three categories: no abuse, physical abuse 

only, and sexual abuse with or without physical abuse. Perception of health was collected using 

the Health Service Utilization Scale (HSUS; Ryan, Millstein, Greene, & Irwin, 1996) question: 

“How would you describe your health now?” Responses were coded using a 5 item Likert scale 

(1-Excellent, 2-Very Good, 3-Good, 4-Fair, 5-Poor). Participants were classified as healthy if 

they responded “excellent,” “very good” or “good” and non-healthy otherwise.  
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Health care utilization pattern was specified based on responses to the HSUS questions asking 

about types of health care utilized in the prior 12 months as routine care or urgent care. Routine 

care included regular check-up or physical exam; sports or camp physical; regular follow-up 

visit; or office or clinic gynecology visit for a regular appointment, while urgent care included 

urgent visit to a doctor or clinic; emergency room visit for any type of accident or injury (such as 

needing stitches); emergency room visit at a hospital because of sickness or an illness; or office 

or clinic gynecology visit for a sudden or urgent problem. Health care utilization was categorized 

into three groups: routine care only, urgent care only and both routine and urgent care. 

 

Summary of Results 

The literature review identified only one study relevant to comparing modes of administration of 

screens to identify childhood abuse in adolescents or young adults.  This study, conducted by 

DiLillo et al. (2006), compared modes of administration used to identify childhood physical and 

sexual abuse among college students attending a mid-Western university, and the sample 

included some adults. It compared three modes of administration of screen to identify childhood 

physical abuse and childhood sexual abuse: paper and pencil, computer assisted, and face to face 

structured interview. The authors reported no significant difference in the proportion of 

childhood physical abuse or childhood sexual abuse identified according to mode of 

administration. The literature review finding of only a single relevant study reveals a significant 

gap in our knowledge regarding the modes of administration of screens for identification for 

childhood abuse. Given that childhood abuse is a serious public health issue, this review 

underscores the need for further research in this area.  
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The present study addressed this gap by comparing four modes of administration of screens to 

identify childhood physical abuse. Of the four modes of administration of the screening, three 

were structured – paper and pencil, ACASI, and face to face structured screens, using the same 

instrument (the Childhood Maltreatment Interview Schedule-Short Form; Briere, 1992) – and the 

fourth mode was a face to face unstructured interview. The same clinician conducted both the 

face to face structured screen and the face to face unstructured interviews. Of the total population 

of participants, 44.5% disclosed childhood physical abuse. 

 

The odds of reporting physical abuse were 1.6 (95%CI: 1.0-2.6) and 4.5 (95%CI: 2.6, 7.8) higher 

among participants using the face to face structured screen and the face to face unstructured 

interview modes, respectively, compared to participants using the paper and pencil mode after 

adjusting for age, gender, race/ethnicity, depression, living arrangement and last grade 

completed. The face to face unstructured interview mode of administration identified a 

significantly higher proportion of childhood physical abuse victims compared to the paper and 

pencil screen. There were no statistical significant differences in the proportion of physical abuse 

disclosure among the three structured modes of administration. However, the odds of reporting 

childhood physical abuse with the face to face structured screen were 60% higher than the paper 

and pencil mode of administration. The odds of reporting childhood physical abuse with the 

ACASI were similar to paper and pencil. 

 

There was no significant association with childhood abuse and perceived health after adjustment 

for depression, nativity, currently in school and age, gender and race/ethnicity. However, when 

compared to participants who did not disclose childhood abuse, the adjusted odds of reporting 
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having fair/poor perception of health among those reporting childhood abuse was 40% lower for 

physical abuse (OR: 0.60; 95%CI: 0.3,1.2).   For those who were sexually abused, after 

adjustment, the odds were 50% lower than the non-abused (OR: 0.5; 95%CI: 0.2, 1.1).  

No significant associations were found between a history of childhood physical or sexual abuse 

and health care utilization. However, it is worth noting that when compared with participants 

who did not disclose childhood abuse, those reporting physical abuse had a 50%  lower odds 

(OR: 0.5; 95%CI: 0.3, 1.1) and those reporting sexual abuse with and without physical abuse had  

a 10% lower odds (OR: 0.90; 95%CI: 0.4,1.9) of using urgent care only versus routine care only.  

Those reporting physical abuse were similar to non-abused (OR: 1.0; 95%CI: 0.6, 1.5) and those 

with a history of sexual abuse with or without physical abuse had 30% greater odds (OR: 1.3; 

95%CI: 0.8, 2.2) of reporting having used both urgent and routine health care versus routine care 

only.   

 

Limitations and Strengths 

When comparing modes of administration of screens to identify childhood abuse, having one 

sole clinician for the administration of the face to face structured screen and face to face 

unstructured interview was a major limitation of this study. Although this was done to ensure 

consistency in the clinical interview, it limits the generalizability of the findings as it does not 

allow for variations in experience, comfort level and technical expertise of the clinician doing the 

interviews. These factors might influence the rates of disclosure of abuse. The face to face 

unstructured interview uses a free-flowing format in which the interviewer is able to pursue and 

clarify any response the participant gives. This is similar to taking a health history. Thus, this 

method is different from face to face structured screen where the instrument is read as written 
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without probing, in that the level of competence and comfort of the interviewer is likely to 

influence the outcome of the interview.  Because the clinician who conducted the face to face 

interviews was an experienced physician, with an expertise and comfort in childhood abuse 

interviewing, her level of expertise may account for some of the difference between the 

proportions of physical abuse identified through the face to face compared to the non-face to face 

modes, in particular, why the face to face unstructured interview was so much more effective in 

identifying histories of childhood physical abuse.  

 

The lack of true randomization in the assignment of the subjects to the different modes of 

administration is another limitation.  Randomization depended on the clinician availability: 

When the clinician was available participants were randomized to face to face structured screen 

versus face to face unstructured interview and when the clinician was not available participants 

were randomized to paper and pencil screen versus ACASI. As a result of the latter, there were 

some differences in these groups. However, the adjustment made in the analysis addressed this 

issue.      

 

Retrospective self-reports of childhood abuse has been found, in some studies, to be somewhat 

unreliable (Henry, Moffit, Caspi, Langley, & Silva, 1994). The use of this method presents the 

potential for under- or over-reporting of abuse as the participants’ responses cannot be verified.  

However, other previous studies have shown retrospective self-report to have high stability over 

time (Friedrich, Tally, Panser, Fell, & Zinsmeister, 1997; Goodman-Brown, Edelstein,  

Goodman, Jones, & Gordon, 2003; Lesserman, Drossman, & Zhiming, 1995; Meyer, 

Muenzenmaior, Cancienne, & Struening, 1996).  Retrospective self-report remains a necessary 

http://www.sciencedirect.com/science/article/pii/S0145213403000371
http://www.sciencedirect.com/science/article/pii/S0145213403000371
http://www.sciencedirect.com/science/article/pii/S0145213403000371
http://www.sciencedirect.com/science/article/pii/S0145213403000371
http://www.sciencedirect.com/science/article/pii/S0145213403000371
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method in the identification of abuse because, if limited to verification by official reporting, 

much abuse would be missed as it goes unreported and cannot be verified (Briere, 1992; Child 

Welfare League of America, 2012; Diaz & Peterson 2014; IOM, 2013; Sedlak & Broadhurst, 

1996; Shafer, Huston & Egeland, 2008). 

 

When examining the impact of childhood abuse on the perception of health the nature of the 

study setting presents limitations.  Participants were all actively seeking and receiving health 

care. Bailis and colleagues’ (Bailis, Segall, & Chipperfield, 2003) longitudinal study of self-rated 

health status among non-victims of abuse ages 12 years and older showed that when victims are 

actively seeking health care they tend to perceive themselves as healthier. 

 

The setting may have also contributed to the lack of significant associations between childhood 

physical and sexual abuse and health care utilization. Participants were able to come with 

appointments or as walk ins regardless of the purpose and urgency of their visit, and thus, some 

participants might typically come as walk ins even when seeking routine care. Therefore, the 

differentiation between urgent and routine care might not have been clear to study participants. 

 

A major strength of this dissertation is that it focuses on an area of significant public health 

importance. Histories of childhood physical abuse and childhood sexual abuse remain common 

in young people yet we know little about how best to identify it or how childhood abuse impacts 

perception of health and use of health care. Furthermore, the study offers a unique opportunity 

for increasing our knowledge of modes of administration to increase identification of childhood 
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abuse in an adolescent and young adult population receiving health care in a setting that is 

specifically designed for them and ideal for providing effective intervention and support.  

 

Another strength is that the study sample was comprised of males and females, adolescents and 

young adults 12-24 years of age, low income and predominantly from racial and ethnic minority 

groups mostly Hispanics and non-Hispanic blacks. These populations have been understudied. 

Previous studies have focused on predominantly white university students either females 

(DiLillo et al., 2006; Runtz 2002) or males and females (Fillingim et al., 1999; Salmon & 

Calderbank, 1996). 

 

Future Research 

A number of significant gaps in our knowledge regarding adolescent and young adult victims of 

childhood abuse have been identified and highlighted in this dissertation. First, among these gaps 

is the question of how best to identify adolescent and young adult victims of childhood abuse. To 

date, the only studies we have are DiLillo et al.’s (2006) study and this current dissertation study, 

with each comparing the effectiveness of different mode of administration for identification of 

childhood abuse. Thus, there is not sufficient evidence from which we can draw firm conclusions 

about effectiveness of modes of administration to identify childhood abuse.  Further research that 

compares different modes of administration using the same screening tool is a necessary, but not 

sufficient step, in filling this knowledge gap.  

 

An additional step must be undertaken before we can more fully understand identification and 

this represents a second gap in our knowledge. Research is needed that examines the factors 
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influencing why providers do or do not inquire about childhood abuse (Lane & Dubowitz, 2009; 

Weinreb, Fletcher, Candib, & Bacigalupe, 2007). Specifically, research comparing modes of 

administration for eliciting disclosure of abuse should include studies examining how clinicians’ 

levels of training, experience, preparedness and comfort impact the effectiveness of face to face 

clinical interviews. Such studies would help the development of clinicians’ training or continuing 

professional education on how to identify childhood abuse in primary care.  

 

A third gap is how the effectiveness of various modes of administration for identification might 

vary depending on the population group studied.  For example, we know that childhood abuse 

victims from different racial and ethnic groups and social classes may have distinctive ways in 

which they frame and describe the experience of childhood abuse (Hulme, 2007). Therefore, 

research comparing modes of administration should be conducted in diverse populations and 

settings. In addition, research that seeks to describe the distinct ways in which different groups of 

victims frame their experiences may also be central to inform the development of effective tools 

for identification (Hulme, 2004).  

 

A fourth area that remains understudied is how childhood abuse impacts the way adolescents and 

young adults perceive their health and how they utilize care. Although it is recognized that a visit 

to the health care provider is an opportunity to assess childhood abuse (Battaglia et al., 2003), we 

know little about how to maximize this opportunity. Research is needed to study whether 

learning how abuse affects the perception of health creates opportunities to improve 

identification or utilization and whether patient education intervention about the impact of abuse 

on health might prove to be a useful intervention. 
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A fifth and final and related area of research that is suggested by the findings presented in 

Chapter 4 is how access to care might shape health care utilization patterns among adolescent 

and young adult victims. In contrast to earlier studies of health care utilization by abuse victims 

(Fillingim, Wilkinson, & Powell, 1999; Salmon et al., 1996), the present study was conducted 

within a highly accessible health clinic and found no difference between victims and non-

victims. If easier access can improve health care use by young abuse victims, there are important 

policy implications regarding ensuring access to care for this group and connecting them to care. 

 

Public Health Implications 

Two public health implications regarding adolescent and young adult victims of childhood abuse 

have been identified and highlighted in this dissertation. First, there is a lack of knowledge on the 

effectiveness of modes of administration to identify abuse in general, in the adolescent and 

young adult population, and also specifically in clinical settings where identification presents an 

opportunity for intervention. As identified in the above discussion of future research, research to 

address this need is necessary to determine the most effective modes of administration of screens 

to identify childhood abuse when serving adolescents and young adults. Further research is 

needed with a diverse sample of clinicians, reflecting different levels of training and experience, 

to see if face to face clinical interview remains superior to structured modes of administration of 

childhood abuse screens.    

 

Second, this study found no statistically significant associations in the perception of health or in 

the use of health care by victims compared to non-victims. We need to determine if the findings 

of this study are an artifact of the unique setting and service design of the Mount Sinai 
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Adolescent Health Center. Future research needs to test these findings in variety of settings 

including clinics with similar policies and procedures as those seen in the study setting. These 

policies and procedures include providing free care, allowing patients to come either with 

appointments or as walk ins and delivering services that are developmentally appropriate. The 

potential impact of these approaches should be tested in a  diverse set of clinical practices and 

the findings of such studies will help us to understand the extent to which the type of clinic and 

its policies and design shapes findings on the perception of health and the utilization of care.  

 

A final recommendation is that the screening for a history of childhood abuse needs to be 

included in the routine health history taking of adolescents and young adults in the same way that 

other clinical conditions are identified. No matter what modes of screening emerge as most 

effective, health providers will need the tools and training to help them identify and help victims.  
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Appendix 1: Search terms 

Pub Med search in title / abstract -  January 1, 1994 and December 31, 2014   

Child, Child*, Teenage*, 

Adolescen* 

    

AND   

maltreatment, physical abuse, 

sexual abuse,  

molest*, incest, 

 Records 

identified 

Full test 

articles  

pulled 

Full text 

articles 

possibly 

meeting 

inclusion 

criteria 

AND                                                                                                                                                                                          

compar*  (((((((((((((child[Title/Abstract]) OR 

child*[Title/Abstract]) OR 

teenage*[Title/Abstract]) OR 

adolescen*[Title/Abstract])) AND 

compar*[Title/Abstract])) AND 

maltreatment[Title/Abstract]) OR "physical 

abuse"[Title/Abstract]) OR "sexual 

abuse"[Title/Abstract]) OR molest*[Title/Abstract]) 

OR incest[Title/Abstract])) AND 

compar*[Title/Abstract] 

3413 N/A N/A 

AND   

Disclos*  

 

Search (((((((((((((((child[Title/Abstract]) OR 

child*[Title/Abstract]) OR 

teenage*[Title/Abstract]) OR 

adolescen*[Title/Abstract])) AND 

compar*[Title/Abstract])) AND 

65 8 0 
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maltreatment[Title/Abstract]) OR "physical 

abuse"[Title/Abstract]) OR "sexual 

abuse"[Title/Abstract]) OR molest*[Title/Abstract]) 

OR incest[Title/Abstract])) AND 

compar*[Title/Abstract])) AND 

disclos*[Title/Abstract] Sort 

by: Relevance Filters: Publication date from 

1994/01/01 to 2014/12/31; Humans; Adolescent: 

13-18 years; Young Adult: 19-24 years 

identif*  

 

Search (((((((((((((((child[Title/Abstract]) OR 

child*[Title/Abstract]) OR 

teenage*[Title/Abstract]) OR 

adolescen*[Title/Abstract])) AND 

compar*[Title/Abstract])) AND 

maltreatment[Title/Abstract]) OR "physical 

abuse"[Title/Abstract]) OR "sexual 

abuse"[Title/Abstract]) OR molest*[Title/Abstract]) 

OR incest[Title/Abstract])) AND 

compar*[Title/Abstract])) AND 

identif*[Title/Abstract] Sort 

by: Relevance Filters: Publication date from 

1994/01/01 to 2014/12/31; Humans; Adolescent: 

13-18 years; Young Adult: 19-24 years 

325 14 1 

screen* 

 

Search (((((((((((((((child[Title/Abstract]) OR 

child*[Title/Abstract]) OR 

teenage*[Title/Abstract]) OR 

adolescen*[Title/Abstract])) AND 

compar*[Title/Abstract])) AND 

maltreatment[Title/Abstract]) OR "physical 

23 2 0 
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abuse"[Title/Abstract]) OR "sexual 

abuse"[Title/Abstract]) OR molest*[Title/Abstract]) 

OR incest[Title/Abstract])) AND 

compar*[Title/Abstract])) AND 

screen[Title/Abstract] Sort 

by: Relevance Filters: Publication date from 

1994/01/01 to 2014/12/31; Humans; Adolescent: 

13-18 years; Young Adult: 19-24 years 

assess* 

 

Search (((((((((((((((child[Title/Abstract]) OR 

child*[Title/Abstract]) OR 

teenage*[Title/Abstract]) OR 

adolescen*[Title/Abstract])) AND 

compar*[Title/Abstract])) AND 

maltreatment[Title/Abstract]) OR "physical 

abuse"[Title/Abstract]) OR "sexual 

abuse"[Title/Abstract]) OR molest*[Title/Abstract]) 

OR incest[Title/Abstract])) AND 

compar*[Title/Abstract])) AND 

assess*[Title/Abstract] Sort by: Relevance  

Filters: Publication date from 1994/01/01 to 

2014/12/31; Humans; Adolescent: 13-18 years; 

Young Adult: 19-24 years 

514 15 6 

tools 

 

Search (((((((((((((((child[Title/Abstract]) OR 

child*[Title/Abstract]) OR 

teenage*[Title/Abstract]) OR 

adolescen*[Title/Abstract])) AND 

compar*[Title/Abstract])) AND 

maltreatment[Title/Abstract]) OR "physical 

10 1 0 
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abuse"[Title/Abstract]) OR "sexual 

abuse"[Title/Abstract]) OR molest*[Title/Abstract]) 

OR incest[Title/Abstract])) AND 

compar*[Title/Abstract])) AND 

tools[Title/Abstract] Sort 

by: Relevance Filters: Publication date from 

1994/01/01 to 2014/12/31; Humans; Adolescent: 

13-18 years; Young Adult: 19-24 years 

measures  

 

Search (((((((((((((((child[Title/Abstract]) OR 

child*[Title/Abstract]) OR 

teenage*[Title/Abstract]) OR 

adolescen*[Title/Abstract])) AND 

compar*[Title/Abstract])) AND 

maltreatment[Title/Abstract]) OR "physical 

abuse"[Title/Abstract]) OR "sexual 

abuse"[Title/Abstract]) OR molest*[Title/Abstract]) 

OR incest[Title/Abstract])) AND 

compar*[Title/Abstract])) AND 

measures[Title/Abstract] Sort 

by: Relevance Filters: Publication date from 

1994/01/01 to 2014/12/31; Humans; Adolescent: 

13-18 years; Young Adult: 19-24 years 

226 3 2 

survey 

 

Search (((((((((((((((child[Title/Abstract]) OR 

child*[Title/Abstract]) OR 

teenage*[Title/Abstract]) OR 

adolescen*[Title/Abstract])) AND 

compar*[Title/Abstract])) AND 

maltreatment[Title/Abstract]) OR "physical 

abuse"[Title/Abstract]) OR "sexual 

228 0 0 
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abuse"[Title/Abstract]) OR molest*[Title/Abstract]) 

OR incest[Title/Abstract])) AND 

compar*[Title/Abstract])) AND 

survey[Title/Abstract] Sort 

by: Relevance Filters: Publication date from 

1994/01/01 to 2014/12/31; Humans; Adolescent: 

13-18 years; Young Adult: 19-24 years 

questionnaire 

 

Search (((((((((((((((child[Title/Abstract]) OR 

child*[Title/Abstract]) OR 

teenage*[Title/Abstract]) OR 

adolescen*[Title/Abstract])) AND 

compar*[Title/Abstract])) AND 

maltreatment[Title/Abstract]) OR "physical 

abuse"[Title/Abstract]) OR "sexual 

abuse"[Title/Abstract]) OR molest*[Title/Abstract]) 

OR incest[Title/Abstract])) AND 

compar*[Title/Abstract])) AND 

questionnaire[Title/Abstract] Sort 

by: Relevance Filters: Publication date from 

1994/01/01 to 2014/12/31; Humans; Adolescent: 

13-18 years; Young Adult: 19-24 years 

201 5 3 

prevalence  

 

Search (((((((((((((((child[Title/Abstract]) OR 

child*[Title/Abstract]) OR 

teenage*[Title/Abstract]) OR 

adolescen*[Title/Abstract])) AND 

compar*[Title/Abstract])) AND 

maltreatment[Title/Abstract]) OR "physical 

abuse"[Title/Abstract]) OR "sexual 

abuse"[Title/Abstract]) OR molest*[Title/Abstract]) 

279 1 1 
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OR incest[Title/Abstract])) AND 

compar*[Title/Abstract])) AND 

prevalence[Title/Abstract] Sort 

by: Relevance Filters: Publication date from 

1994/01/01 to 2014/12/31; Humans; Adolescent: 

13-18 years; Young Adult: 19-24 years 

“taking a history” 

 

Search (((((((((((((((child[Title/Abstract]) OR 

child*[Title/Abstract]) OR 

teenage*[Title/Abstract]) OR 

adolescen*[Title/Abstract])) AND 

compar*[Title/Abstract])) AND 

maltreatment[Title/Abstract]) OR "physical 

abuse"[Title/Abstract]) OR "sexual 

abuse"[Title/Abstract]) OR molest*[Title/Abstract]) 

OR incest[Title/Abstract])) AND 

compar*[Title/Abstract])) AND "taking a 

history"[Title/Abstract] Schema: all Sort 

by: Relevance Filters: Publication date from 

1994/01/01 to 2014/12/31; Humans; Adolescent: 

13-18 years; Young Adult: 19-24 years 

0 0 0 

“eliciting a history” 

 

Search (((((((((((((((child[Title/Abstract]) OR 

child*[Title/Abstract]) OR 

teenage*[Title/Abstract]) OR 

adolescen*[Title/Abstract])) AND 

compar*[Title/Abstract])) AND 

maltreatment[Title/Abstract]) OR "physical 

abuse"[Title/Abstract]) OR "sexual 

abuse"[Title/Abstract]) OR molest*[Title/Abstract]) 

OR incest[Title/Abstract])) AND 

0 0 0 
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compar*[Title/Abstract])) AND "eliciting a 

history"[Title/Abstract] Schema: all Sort 

by: Relevance Filters: Publication date from 

1994/01/01 to 2014/12/31; Humans; Adolescent: 

13-18 years; Young Adult: 19-24 years 

     

“paper and pencil screen” 

 

Search: (((((((((((((((child[Title/Abstract]) OR 

child*[Title/Abstract]) OR 

teenage*[Title/Abstract]) OR 

adolescen*[Title/Abstract])) AND 

compar*[Title/Abstract])) AND 

maltreatment[Title/Abstract]) OR "physical 

abuse"[Title/Abstract]) OR "sexual 

abuse"[Title/Abstract]) OR molest*[Title/Abstract]) 

OR incest[Title/Abstract])) AND 

compar*[Title/Abstract])) AND 

("paper[Title/Abstract] AND pencil 

screen"[Title/Abstract]) 

 

0 0 0 

“computer assisted” 

 

 

Search (((((((((((((((child[Title/Abstract]) OR 

child*[Title/Abstract]) OR 

teenage*[Title/Abstract]) OR 

adolescen*[Title/Abstract])) AND 

compar*[Title/Abstract])) AND 

maltreatment[Title/Abstract]) OR "physical 

abuse"[Title/Abstract]) OR "sexual 

abuse"[Title/Abstract]) OR molest*[Title/Abstract]) 

OR incest[Title/Abstract])) AND 

8 1 1 
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compar*[Title/Abstract])) AND “computer 

assisted”[Title/Abstract] 

ACASI  

 

Search (((((((((((((((child[Title/Abstract]) OR 

child*[Title/Abstract]) OR 

teenage*[Title/Abstract]) OR 

adolescen*[Title/Abstract])) AND 

compar*[Title/Abstract])) AND 

maltreatment[Title/Abstract]) OR "physical 

abuse"[Title/Abstract]) OR "sexual 

abuse"[Title/Abstract]) OR molest*[Title/Abstract]) 

OR incest[Title/Abstract])) AND 

compar*[Title/Abstract])) AND 

"ACASI"[Title/Abstract] Sort 

by: Relevance Filters: Publication date from 

1994/01/01 to 2014/12/31; Humans; Adolescent: 

13-18 years; Young Adult: 19-24 years 

 

0 0 0 

face to face structured 

interview  

 

Search (((((((((((((((child[Title/Abstract]) OR 

child*[Title/Abstract]) OR 

teenage*[Title/Abstract]) OR 

adolescen*[Title/Abstract])) AND 

compar*[Title/Abstract])) AND 

maltreatment[Title/Abstract]) OR "physical 

abuse"[Title/Abstract]) OR "sexual 

abuse"[Title/Abstract]) OR molest*[Title/Abstract]) 

OR incest[Title/Abstract])) AND 

compar*[Title/Abstract])) AND "face to face 

structured interview"[Title/Abstract] 

0 0 0 
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face to face interview 

 

Search (((((((((((((((child[Title/Abstract]) OR 

child*[Title/Abstract]) OR 

teenage*[Title/Abstract]) OR 

adolescen*[Title/Abstract])) AND 

compar*[Title/Abstract])) AND 

maltreatment[Title/Abstract]) OR "physical 

abuse"[Title/Abstract]) OR "sexual 

abuse"[Title/Abstract]) OR molest*[Title/Abstract]) 

OR incest[Title/Abstract])) AND 

compar*[Title/Abstract])) AND "face to face 

interview"[Title/Abstract] 

5 0 0 

     

Childhood Maltreatment 

Interview Schedule-Short 

Form 

Search (((((((((((((((((child[Title/Abstract]) OR 

child*[Title/Abstract]) OR teenage*) OR 

adolescen*))) AND maltreatment[Title/Abstract]) 

OR abuse[Title/Abstract]) OR "physical 

abuse"[Title/Abstract]) OR "sexual 

abuse"[Title/Abstract]) OR molest*[Title/Abstract]) 

OR incest[Title/Abstract])) AND 

compar*[Title/Abstract]) AND ( ( 

"1994/01/01"[PDat] : "2014/11/20"[PDat] ) AND 

Humans[Mesh] AND ( adolescent[MeSH] OR 

young adult[MeSH] ) )))) AND Childhood 

Maltreatment Interview Schedule-Short 

Form[Title/Abstract] 

 

0 0 0 

Computer Assisted 

Maltreatment Inventory 

Search ((Search (((((((((((((((((child[Title/Abstract]) 

OR child*[Title/Abstract]) OR teenage*) OR 

0 0 0 
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adolescen*))) AND maltreatment[Title/Abstract]) 

OR abuse[Title/Abstract]) OR "physical 

abuse"[Title/Abstract]) OR "sexual 

abuse"[Title/Abstract]) OR molest*[Title/Abstract]) 

OR incest[Title/Abstract])) AND 

compar*[Title/Abstract]) AND ( ( 

"1994/01/01"[PDat] : "2014/11/20"[PDat] ) AND 

Humans[Mesh] AND ( adolescent[MeSH] OR 

young adult[MeSH] ) )))))) AND Computer 

Assisted Maltreatment Inventory 

CAMI Search (((((((((((((((((child[Title/Abstract]) OR 

child*[Title/Abstract]) OR teenage*) OR 

adolescen*))) AND maltreatment[Title/Abstract]) 

OR abuse[Title/Abstract]) OR "physical 

abuse"[Title/Abstract]) OR "sexual 

abuse"[Title/Abstract]) OR molest*[Title/Abstract]) 

OR incest[Title/Abstract])) AND 

compar*[Title/Abstract]) AND ( ( 

"1994/01/01"[PDat] : "2014/11/20"[PDat] ) AND 

Humans[Mesh] AND ( adolescent[MeSH] OR 

young adult[MeSH] ) )))) AND (CAMI) 

2 1 1 

CTQ Search (((((((((((((((((child[Title/Abstract]) OR 

child*[Title/Abstract]) OR teenage*) OR 

adolescen*))) AND maltreatment[Title/Abstract]) 

OR abuse[Title/Abstract]) OR "physical 

abuse"[Title/Abstract]) OR "sexual 

abuse"[Title/Abstract]) OR molest*[Title/Abstract]) 

OR incest[Title/Abstract])) AND 

compar*[Title/Abstract]) AND ( ( 

25 2 2 
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"1994/01/01"[PDat] : "2014/11/20"[PDat] ) AND 

Humans[Mesh] AND ( adolescent[MeSH] OR 

young adult[MeSH] ) )))) AND 

CTQ[Title/Abstract] 

Childhood Trauma 

Questionnaire 

Search (((((((((((((((((child[Title/Abstract]) OR 

child*[Title/Abstract]) OR teenage*) OR 

adolescen*))) AND maltreatment[Title/Abstract]) 

OR abuse[Title/Abstract]) OR "physical 

abuse"[Title/Abstract]) OR "sexual 

abuse"[Title/Abstract]) OR molest*[Title/Abstract]) 

OR incest[Title/Abstract])) AND 

compar*[Title/Abstract]) AND ( ( 

"1994/01/01"[PDat] : "2014/11/20"[PDat] ) AND 

Humans[Mesh] AND ( adolescent[MeSH] OR 

young adult[MeSH] ) )))) AND Childhood Trauma 

Questionnaire[Title/Abstract] 

49 3 3 

“childhood physical abuse 

question” 

Drossman et al., 

Search (((((((((((((((((child[Title/Abstract]) OR 

child*[Title/Abstract]) OR teenage*) OR 

adolescen*))) AND maltreatment[Title/Abstract]) 

OR abuse[Title/Abstract]) OR "physical 

abuse"[Title/Abstract]) OR "sexual 

abuse"[Title/Abstract]) OR molest*[Title/Abstract]) 

OR incest[Title/Abstract])) AND 

compar*[Title/Abstract]) AND ( ( 

"1994/01/01"[PDat] : "2014/11/20"[PDat] ) AND 

Humans[Mesh] AND ( adolescent[MeSH] OR 

young adult[MeSH] ) )))) AND Drossman et al., 

(childhood physical abuse question) 

0 0 0 
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“sexual abuse Scale” 

 

Search (((((((((((((((((child[Title/Abstract]) OR 

child*[Title/Abstract]) OR teenage*) OR 

adolescen*))) AND maltreatment[Title/Abstract]) 

OR abuse[Title/Abstract]) OR "physical 

abuse"[Title/Abstract]) OR "sexual 

abuse"[Title/Abstract]) OR molest*[Title/Abstract]) 

OR incest[Title/Abstract])) AND 

compar*[Title/Abstract]) AND ( ( 

"1994/01/01"[PDat] : "2014/11/20"[PDat] ) AND 

Humans[Mesh] AND ( adolescent[MeSH] OR 

young adult[MeSH] ) )))) AND (sexual abuse 

scale)[Title/Abstract] 

0 0 0 

“Physical Abuse History” Search (((((((((((((((((child[Title/Abstract]) OR 

child*[Title/Abstract]) OR teenage*) OR 

adolescen*))) AND maltreatment[Title/Abstract]) 

OR abuse[Title/Abstract]) OR "physical 

abuse"[Title/Abstract]) OR "sexual 

abuse"[Title/Abstract]) OR molest*[Title/Abstract]) 

OR incest[Title/Abstract])) AND 

compar*[Title/Abstract]) AND ( ( 

"1994/01/01"[PDat] : "2014/11/20"[PDat] ) AND 

Humans[Mesh] AND ( adolescent[MeSH] OR 

young adult[MeSH] ) )))) AND physical abuse 

history[Title/Abstract] 

7 0 0 

“Life Event Check list 1980” Search (((((((((((((((((child[Title/Abstract]) OR 

child*[Title/Abstract]) OR teenage*) OR 

adolescen*))) AND maltreatment[Title/Abstract]) 

OR abuse[Title/Abstract]) OR "physical 

abuse"[Title/Abstract]) OR "sexual 

0 0 0 
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abuse"[Title/Abstract]) OR molest*[Title/Abstract]) 

OR incest[Title/Abstract])) AND 

compar*[Title/Abstract]) AND ( ( 

"1994/01/01"[PDat] : "2014/11/20"[PDat] ) AND 

Humans[Mesh] AND ( adolescent[MeSH] OR 

young adult[MeSH] ) )))) AND Life Event Check 

list 1980[Title/Abstract] 

Life Event Check list  Search (((((((((((((((((child[Title/Abstract]) OR 

child*[Title/Abstract]) OR teenage*) OR 

adolescen*))) AND maltreatment[Title/Abstract]) 

OR abuse[Title/Abstract]) OR "physical 

abuse"[Title/Abstract]) OR "sexual 

abuse"[Title/Abstract]) OR molest*[Title/Abstract]) 

OR incest[Title/Abstract])) AND 

compar*[Title/Abstract]) AND ( ( 

"1994/01/01"[PDat] : "2014/11/20"[PDat] ) AND 

Humans[Mesh] AND ( adolescent[MeSH] OR 

young adult[MeSH] ) )))) AND Life Event Check 

list [Title/Abstract] 

0 0 0 

“Physical abuse Maltreatment 

Scale” 

Search (((((((((((((((((child[Title/Abstract]) OR 

child*[Title/Abstract]) OR teenage*) OR 

adolescen*))) AND maltreatment[Title/Abstract]) 

OR abuse[Title/Abstract]) OR "physical 

abuse"[Title/Abstract]) OR "sexual 

abuse"[Title/Abstract]) OR molest*[Title/Abstract]) 

OR incest[Title/Abstract])) AND 

compar*[Title/Abstract]) AND ( ( 

"1994/01/01"[PDat] : "2014/11/20"[PDat] ) AND 

Humans[Mesh] AND ( adolescent[MeSH] OR 

0 0 0 
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young adult[MeSH] ) )))) AND Physical Abuse 

Maltreatment Scale[Title/Abstract] Schema: all 

ISPCAN Search (((((((((((((((((child[Title/Abstract]) OR 

child*[Title/Abstract]) OR teenage*) OR 

adolescen*))) AND maltreatment[Title/Abstract]) 

OR abuse[Title/Abstract]) OR "physical 

abuse"[Title/Abstract]) OR "sexual 

abuse"[Title/Abstract]) OR molest*[Title/Abstract]) 

OR incest[Title/Abstract])) AND 

compar*[Title/Abstract]) AND ( ( 

"1994/01/01"[PDat] : "2014/11/20"[PDat] ) AND 

Humans[Mesh] AND ( adolescent[MeSH] OR 

young adult[MeSH] ) )))) AND ISPCAN 

[Title/Abstract] 

4 0 0 

 

Changed search strategy as a QA test.  Took off the age filters and instead search using terms college students or 

undergraduate students 

 

 Search ((("child abuse"[Title/Abstract]) OR "child 

maltreatment"[Title/Abstract]) AND 

"undergraduate 

students"[Title/Abstract]) Filters: Publication date 

from 1994/01/01 to 2014/12/31; Humans 

9 1 1 

 (((("child abuse"[Title/Abstract]) OR "child 

maltreatment"[Title/Abstract]) AND "college 

students"[Title/Abstract])) AND 

("1994/01/01"[PDat] : "2014/12/31"[PDat]) AND 

29 1 0 



  

 

1
6
0

 

Humans[Mesh] 

 Search: ((((("child abuse"[Title/Abstract]) OR 

"child maltreatment"[Title/Abstract]) AND 

"undergraduate students"[Title/Abstract]))) AND 

compar*[Title/Abstract] 

 

4 1 1 

Mode of assessment Search ((("child maltreatment") AND "mode of 

assessment")) AND compar* 

1 1 1 

total  2014 43/60 2/23 
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Appendix 2: Study Flow Diagram 

Figure 1: Study Flow Diagram of comprehensive literature review on the process 

followed for the literature review in the comparison of methods used to screen for 

childhood physical and childhood sexual abuse in adolescents and young adults published 

in the United States and elsewhere: 1994-2014   

 

 

 

 

 

                                 

 

 

 

 

 

 

 

 

  

1971 records excluded 

Not within age range, related only to 

specific conditions such as HIV or 

borderline personality disorder, 

duplicate papers (n=1971) 

2014 records identified through 

PubMed database searching 

2014 records screened 

41 full-text articles excluded: 

Non-comparison of methods (n=41) 

1 study included in review 

1 full-text article excluded after consultation 

with third reviewer:  

Referee (n=1) 

2 studies initially included in review 

43 full text articles assessed for 

eligibility 
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Appendix 3: Comparison of analytic sample and the excluded sample 

 

  Not included 

(N=26) 

Analytic Sample 

(506) 

P Value 

Randomization    0.09 

 Paper and paper 

 

53.9 31.6  

 ACASI 19.2 26.3  

 F-F structured 7.7 21.0  

 F-F 

unstructured 

19.2 21.2  

Age    0.95 

 <= 14 7.7 8.5  

 15-17 42.3 39.3  

 >= 18 50.0 52.2  

Gender    0.72 

 Female 88.5 86.0  

 Male 11.5 14.0  

Race/Ethnicity    0.18 

 Hispanic 46.2 53.0  

 Non-Hispanic 

Black 

38.5 41.0  

 Non-Hispanic 

Asian or White 

15.4 6.1  

Nativity (U.S. Born)    0.53 

 Yes 77.0 81.8  

 No 23.1 18.2  

Currently in School    0.51 

 Yes 84.6 79.3  

 No 15.4 20.8  

Depression    0.56 

 Depressed 16.7 27.3  

 Not Depressed 83.3 72.7  

Last Grade Completed    0.82 

 Eight grade an 

below 

11.5 10.9  

 Ninth 11.5 13.6  

 Tenth 19.2 12.9  

 Eleventh 11.5 19.4  

 Twelfth 23.1 17.2  

 Some or 

completed 

college 

 

 

 

23.1 26.1  
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Education Status    0.23 

 HS on track 88.5 88.3  

 HS not on track 11.5 5.7  

 HS dropout 0.0 5.9  

Average Grades last 

year 

   0.44 

 64% or lower 0.0 2.8  

 65%-69% 15.3 10.3  

 70%-79% 30.8 40.1  

 80%-89% 34.6 36.6  

 90%-100% 19.2 10.3  

Live with last year    0.11 

 Both bio 

parents 

30.8 21.5  

 Parent with step 

parent 

3.9 13.4  

 Single parent no 

other adult 

30.8 34.8  

 Single parent 

with other adult 

3.9 13.8  

 Other (group 

home, foster 

care, other 

family member 

30.8 16.4  

Neighborhood    0.65 

 Central and 

East Harlem 

42.3 32.2  

 Rest of 

Manhattan 

23.1 19.8  

 South Bronx 15.4 13.2  

 Rest of the 

Bronx 

11.5 15.2  

 Brooklyn 0.0 9.2  

 Queens 7.7 8.1  

 Other 0.0 2.2  

Physical Abuse     0.03 

 Yes 23.1 44.5  

 No 76.9 55.5  

Sexual Abuse    0.87 

 Yes 23.1 24.5  

 No 76.9 75.5  

Perceived Health    0.11 

 Healthy 100 90.5  

 Unhealthy 0.0 9.5  
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Health Care 

Utilization 

   0.23 

 Both routine 

and urgent care 

26.3 45.6  

 Routine care 

only 

52.6 41.7  

 Urgent care 

only 

21.1 12.9  
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Appendix 4: Beck Depression Inventory for Primary Care– FastScreen 

 

 

This questionnaire consists of groups of statements. Please read each group of statements 

carefully, then pick out the one statement in each group which best describes the way you have 

been feeling during the past 2 weeks, including today! Circle the number beside the statement 

you picked. If several statements in the group seem to apply equally well, circle the statement 

which has the largest number. 

 

1. I do not feel sad. 

1 I feel sad much of the time. 

2 I am sad all the time. 

3 I am so sad or unhappy that I can’t stand it. 

 

2. I am not discouraged about my future. 

1 I feel more discouraged about my future than I used to be. 

2 I do not expect things to work out for me. 

3 I feel my future is hopeless and will only get worse. 

 

3.  I do not feel like a failure. 

1 I have failed more than I should have. 

2 As I look back, I see a lot of failures. 

3 I feel I am a total failure as a person. 

 

4.  I get as much pleasures as I ever did from the things I enjoy. 

1 I don’t enjoy things as much as I used to. 

2 I get very little pleasure from the things I used to enjoy. 

3 I can’t get any pleasure from the things I used to enjoy. 

 

5.  I feel the same about myself as ever. 

1 I have lost confidence in myself. 

2 I am disappointed in myself. 

3 I dislike myself. 

 

6.  I don’t criticize or blame myself more than usual. 

1 I am more critical of myself than I used to be. 

2 I criticize myself for all of my faults. 

3 I blame myself for everything bad that happens. 

 

7.  I don’t have any thoughts of killing myself. 

1 I have thoughts of killing myself but I would not carry them out. 

2 I would like to kill myself. 

3 I would kill myself if I had the chance. 
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Appendix 5: Suicidal and non-suicidal participants 

 

 

 Frequency Percent Cumulative 

Frequency 

Cumulative 

Percent 

not suicidal 440 87.0 440 87.0 

suicidal 66 13.0 506 100.0 

 

Table of abuse type by suicidality 

Frequency 

Percent 

Row Pct 

Col Pct 

not 

suicidal 

suicidal Total 

    

No Abuse 213 

42.1 

91.8 

48.4 

19 

3.8 

8.2 

28.8 

232 

45.8 

 

 

Physical Abuse Only 132 

26.1 

88.0 

30.0 

18 

3.6 

12.0 

27.37 

150 

29.6 

 

 

Sexual Abuse with & without 

Physical Abuse 

95 

18.8 

76.6 

21.6 

29 

5.7 

23.4 

43.9 

124 

24.5 

 

 

Total 440 

87.0 

66 

13.0 

506 

100.0 

 

 

Sixty six (13%) of the 506 research participants disclosed suicidal feelings “within the last two 

weeks” via the Beck Depression Inventory-Fast Screen, but none of the participants were 

identified as being actively suicidal by their medical provider or mental health provider. 
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Appendix 6: participant’s study identification number using pencil and paper and ACASI  

 

 A B C D E 

1 RandNum1 RandNum2 Screening Method ScreenCode StudyID 

2 0.0976952 0.5141498 Paper & Pencil 1 201 

3 0.14213281 0.2306591 Paper & Pencil 1 301 

4 0.77089205 0.7029854 Paper & Pencil 1 401 

5 0.10106502 0.1770178 ACASI 2 502 

6 0.46348536 0.4947526 Paper & Pencil 1 601 

7 0.00318218 0.0675373 Paper & Pencil 1 701 

8 0.99152753 0.7664043 ACASI 2 802 

9 0.99101723 0.201258 ACASI 2 902 

10 0.75061396 0.5606343 ACASI 2 1002 

11 0.34054977 0.8374248 Paper & Pencil 1 1101 

12 0.23023411 0.8567993 Paper & Pencil 1 1201 

13 0.56776488 0.3142903 Paper & Pencil 1 1301 

14 0.5590425 0.5660425 ACASI 2 1402 

15 0.29786658 0.1110228 Paper & Pencil 1 1501 
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Appendix 7: Demographic Questionnaire 

Demographic Questionnaire 

What is your date of birth? 

 [enter date] 

 

What is your gender? 

1. Male 

2. Female 

3. Transgender 

 

How do you identify yourself in terms of race/ethnicity? (Select all that apply) 

1. African American 

2. Asian-Pacific Islander 

3. Hispanic/Latino/Latina 

4. West Indian/Caribbean 

5. White (non-Hispanic) 

6. Native American 

7. Don't know 

 

What is your five-digit zip code? 

 [#####] 

 

Were you born in the US? 

1. Yes 

2. No 

 

What is the last grade that you completed in school? 

1. Fourth 

2. Fifth 

3. Sixth 

4. Seventh 

5. Eighth 

6. Ninth 

7. Tenth 

8. Eleventh 

9. Twelfth 

10. Some college or completed college 

 

Are you currently enrolled in school? 

1. Yes 

2. No 

 

If yes, where are you enrolled? 

1. Grammar School 

2. Middle School 

3. Junior High School 



  

169 
 

4. High School 

5. GED Program 

6. Special Education 

7. College 

 

In the PAST YEAR, what best represents your average grades in school? 

1. 90%-100% 

2. 80%-89% 

3. 70%-79% 

4. 65%-69% 

5. 64% or Lower 

 

Now we have some questions about the one or two people who were most in charge of taking 

care of you in the past year. If these are not your mother or father, please give answers about 

stepparents, foster parents, other relatives, or other types of guardians. 

 

How much schooling does your mother have? 

1. No schooling, can't read 

2. 1-6 years of schooling (primary school, learned to read) 

3. 7-12 years of schooling (but no degree) 

4. GED (high school equivalency diploma) 

5. Graduated high school 

6. Some college 

7. Graduated college 

8. Some graduate school or graduate degree 

9. I don't know 

10. Not Applicable 

 

How much schooling does your father have? 

1. No schooling, can't read 

2. 1-6 years of schooling (primary school, learned to read) 

3. 7-12 years of schooling (but no degree) 

4. GED (high school equivalency diploma) 

5. Graduated high school 

6. Some college 

7. Graduated college 

8. Some graduate school or graduate degree 

9. I don't know 

10. Not Applicable 

 

During the last year, where did you live for the MOST TIME? 

1. With parents 

2. With other family members but not parents 

3. Foster home 

4. Group home 

5. Detention/jail 
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6. Hospital/mental health facility 

 

In the place where you lived for the MOST TIME during the last year, what adults lived with 

you? Please select all that apply. 

1. Biological or adoptive mother 

2. Biological or adoptive father 

3. Stepmother 

4. Stepfather 

5. Aunt/uncle, older sister/brother, older cousin 

6. Grandparent 

7. Foster Parent 
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Appendix 8: Original Childhood Maltreatment Interview Schedule-Short Form (CMIS-SF) 

(Briere, 1992) 

 

Childhood Maltreatment Interview Schedule Short Form 

John Briere, Ph.D. 

  

Please note: Use of this scale is limited to professional researchers. It is not intended as, nor 

should it be used as, a self-test under any circumstances.  
 

Cut and paste, as needed, into word processor. Adapted from the full CMIS, published as an 

appendix in J. Briere (1992), Child Abuse Trauma: Theory and Treatment of the Lasting Effects. 

Newbury Park, CA: Sage Publications.  

This instrument is freely available to all researchers. No permission is required, although Briere, 

1992 should be cited.  

 

Like most traumatic event reviews, there are no studies known to the author regarding the overall 

reliability or validity of CMIS-SF. This is partly due to the fact that, other than the Psychological 

Abuse subscale (the sum of all scores within item number 7), all items simply ask about potential 

maltreatment experiences, are not summed to form scales, and can be used by various 

researchers in different ways according to their interests. There are, however, data on the 

Psychological Abuse subscale (e.g., Briere & Runtz, 1998, 1990) suggesting reasonably good 

alpha reliability. Further, the successful use of the CMIS-SF in various studies suggests 

predictive and construct validity.  

Briere, J., & Runtz, M. (1990). Differential adult symptomatology associated with three types of 

child abuse histories. Child Abuse & Neglect: The International Journal, 14, 357-364.  

Briere, J., & Runtz, M. (1988). Multivariate correlates of childhood psychological and physical 

maltreatment among university women. Child Abuse & Neglect: The International Journal, 12, 

331-341.  

 

CMIS-SF  
 

Age _____  

Sex:    Male ___ Female ___  

Race:    Caucasian/White ___ Black ___ Asian ___ Hispanic ___    

Other ___  

 

Are you currently receiving psychotherapy or psychiatric treatment?  

Yes ___ No ___  

 

The following survey asks about things that may have happened to  

you in the past. Please answer all of the questions that you can,  

as honestly as possible.  

 

1) Before age 17, did any parent, step-parent, or foster-parent  

ever have problems with drugs or alcohol that lead to medical  
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problems, divorce or separation, being fired from work, or being  

arrested for intoxication in public or while driving?  

Yes__ No__   If yes, who? __________________________  

About how old were you when it started?   ___ years old  

About how old were you when it stopped?   ___ years old  

[Check here if it hasn't stopped yet __]  

 

2) Before age 17, did you ever see one of your parents hit or beat  

up your other parent?  

Yes ___ No ___  

 

If yes, how many times can you recall this happening?  

____ times  

 

Did your father ever hit your mother?  Yes ___ No ___  

Did your mother ever hit your father?  Yes ___ No ___  

Did one or more of these times result in someone  

needing medical care or the police being  

called?   

Yes ___ No ___  

 

3) On average, before age 8, how much did you feel that your  

father/step-father/foster-father loved and cared about you?   

Not at all            Very much  

        1     2      3      4  

 

4) On average, before age 8, how much did you feel that your  

mother/step-mother/foster-mother loved and cared about you?   

Not at all            Very much  

        1     2      3      4  

 

5) On average, from age 8 through age 16, how much did you feel  

that your father/step-father/foster-father loved and cared about  

you?   

Not at all            Very much  

        1     2      3      4  

 

6) On average, from age 8 through age 16, how much did you feel  

that your mother/step-mother/foster-mother loved and cared about  

you?   

Not at all            Very much  

        1     2      3      4  

 

7) When you were 16 or younger, how often did the following happen  

to you in the average year? Answer for your parents or stepparents  

or foster parents or other adult in charge of you as a child:  
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             once     twice            3-5             6-10             11-20         over 20  

                a          a               times            times            times         times  

never     year       year           a year          a year            a year        a year  

   0          1            2                   3                   4                5                6  

 

A) Yell at you   0    1    2    3    4    5    6   

B) Insult you     0    1    2    3    4    5    6  

C) Criticize you   0    1    2    3    4    5    6  

D) Try to make    0    1    2    3    4    5    6  

you feel guilty  

E) Ridicule or    0    1    2    3    4    5    6  

humiliate you   

F) Embarrass you                0    1    2    3    4    5    6  

in front of others  

G) Make you feel                 0    1    2    3    4    5    6  

like you were  

a bad person  

 

8) Before age 17, did a parent, step-parent, foster-parent, or  

other adult in charge of you as a child ever do something to you on  

purpose (for example, hit or punch or cut you, or push you down)  

that made you bleed or gave you bruises or scratches, or that broke  

bones or teeth?   

Yes__   No__    If yes,who did this? ______________________  

 

How often before age 17? ____ times  

How old were you the first time? ___ years  

How old were you the last time (before age 17)? ___ years  

Were you ever hurt you so badly that you had to see a  

doctor or go to the hospital?   

Yes__ No__  

 

9. Before you were age 17, did anyone ever kiss you in a sexual way,  

or touch your body in a sexual way, or make you touch their  

sexual parts?   

Yes__ No__  

Did this ever happen with a family member?  

Yes__ No__  If yes, with who? ___________________________  

At what ages? ___________)  

 

Did this ever happen with someone 5 or more years  

older than you were?   

Yes__ No__    

 

If yes, with who (check all that apply):  

___ A friend     (at what ages? __________)  
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___ A stranger (at what ages? __________)  

___ A family member (who? __________________)  

(At what ages? _________)  

___ A teacher, doctor, or other professional    

(who? __________________)  

(At what ages? ___________)  

___ A babysitter or nanny   (At what ages? ___________)  

___ Someone else not mentioned above  

(who? _______________________________)  

(at what ages? _______________)  

 

Did anyone ever use physical force on any of these  

occasions?   

Yes__ No__      If yes, who? _____________  

 

Overall, about how many times were you kissed or touched in a  

sexual way or made to touch someone else's sexual parts by someone  

five or more years older before age 17?   

____ times  

 

Overall, how many people (five or more years older than you)  

did this?  

___ people   

 

10) Before you were age 17, did anyone ever have oral, anal, or  

vaginal intercourse with you, or insert a finger or object in your  

anus or vagina?   

Yes__ No__  

 

Did this ever happen with a family member?  

Yes__ No__   If yes, with who? _____________________________  

 

At what ages? ___________)  

 

Did this ever happen with someone 5 or more years  

older than you were?   

Yes__ No__  

 

If yes, with who (check all that apply):  

___ A friend   (at what ages? __________)  

___ A stranger   (at what ages? __________)  

___ A family member (who? __________________)  

 

(At what ages? ___________)  

___ A teacher, doctor, or other professional (who? __________________)  
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(At what ages? ___________)  

___ A babysitter or nanny   (At what ages? ___________)  

___ Someone else not mentioned above  

(who? _______________________________)  

(at what ages? _______________)  

 

Did anyone ever use physical force on any of these  

occasions?   

Yes__ No__ If yes, who? _____________  

 

About how many times did anyone five or more years older have  

oral, anal, or vaginal intercourse with you before  

age 17, or insert a finger or object in your anus or  

vagina?  

___ times  

 

Overall, how many people (five or more years older than you)  

did this?  

___ people  

11) To the best of your knowledge, before age 17, were you ever  

Sexually abused? Yes__ No__   

Physically abused? Yes__ No__  
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Appendix 9: Modified Childhood Maltreatment Interview Schedule-Short Form (CMIS-SF) 

(Briere, 1992). 

 

Childhood Maltreatment Interview Schedule-Short Form 

 

The following survey asks about things that may have happened to you in the past. Please answer 

all of the questions that you can, as honestly as possible.  

 

When a question asks about a PARENT, MOTHER, OR FATHER, we want to know about the 

one or two people who were the most in charge of taking care of you. If these were people 

besides your mother or father, please give your answers about the people who were most in 

charge of taking care of you. These may be stepparents, other relatives, foster parents, or other 

types of guardians.  

 

1. BEFORE YOU WERE 17, did a parent or guardian ever do something to you on 

purpose (for example, hit or punch or cut you, or push you down) that made you bleed or 

gave you bruises or scratches, or that broke bones or teeth?  

○ Yes 

○ No 

IF YES: Who did this? [Please check all that apply] 

 

○ Mother ○ Grandmother 

○ Father ○ Grandfather 

○ Step or foster mother ○ Sister or brother 

○ Step or foster father ○ Uncle or aunt 

○ Cousin ○ Other (please specify) 

________________________ 

 

How many times did this happen? [If 20 or more, please enter “88”] 

 

___________ 

 

How old were you the first time this happened? 

 

___________ 

 

Were you ever hurt so badly that you had to see a doctor or go to the hospital? 

○ Yes  ○ No  

 

 

The next questions ask about sexual experiences you have had. The first few questions ask 

whether someone has touched you in a sexual way. The next few questions ask about putting 

anything in your mouth, anus, or vagina.  
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2. BEFORE YOU WERE 17, did a FAMILY MEMBER ever kiss you in a sexual way, or 

touch your body in a sexual way, or make you touch their sexual parts? 

○ Yes  

○ No 

IF YES: Who did this? [Please check all that apply] 

 

○ Mother ○ Grandmother 

○ Father ○ Grandfather 

○ Step or foster mother ○ Sister or brother 

○ Step or foster father ○ Uncle or aunt 

○ Cousin ○ Other (please specify) 

________________________ 

 

How many times did this happen? [If 20 or more, please enter “88”] 

 

___________ 

 

How old were you the first time this happened? 

 

___________ 

 

3. BEFORE YOU WERE 17, did anyone ever USE PHYSICAL FORCE to kiss you in a 

sexual way, or touch your body in a sexual way, or make you touch their sexual parts? 

○ Yes  

○ No 

IF YES: Who did this? [Please check all that apply] 

 

○ Stranger ○ Friend 

○ Teacher ○ Doctor 

○ Coach ○ Other professional 

○ Babysitter or nanny ○ Your boy/girl friend 

○ Mother ○ Parent’s boy/girl friend  

○ Father ○ Grandmother 

○ Step or foster mother ○ Grandfather 

○ Step or foster father ○ Sister or brother 

○ Uncle or aunt ○ Other (please specify) 

_________________________ 

 

How many times did this happen? [If 20 or more, please enter “88”] 

___________ 

 

How old were you the first time this happened? 

___________ 
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4. BEFORE YOU WERE 17, did anyone 5 OR MORE YEARS OLDER THAN YOU ever 

kiss you in a sexual way, or touch your body in a sexual way, or make you touch their 

sexual parts? 

○ Yes  

○ No 

IF YES: Who did this? [Please check all that apply] 

 

○ Stranger ○ Friend 

○ Teacher ○ Doctor 

○ Coach ○ Other professional 

○ Babysitter or nanny ○ Your boy/girl friend 

○ Mother ○ Parent’s boy/girl friend 

○ Father ○ Grandmother 

○ Step or foster mother ○ Grandfather 

○ Step or foster father ○ Sister or brother 

○ Uncle or aunt ○ Other (please specify) 

_________________________ 

 

How many times did this happen? [If 20 or more, please enter “88”] 

 

___________ 

 

How old were you the first time this happened? 

 

___________ 

 

5. BEFORE YOU WERE 17, did a FAMILY MEMBER ever have oral, anal, or vaginal 

intercourse with you, or insert a finger or object in your anus or vagina? 

○ Yes  

○ No 

IF YES: Who did this? [Please check all that apply] 

 

○ Mother ○ Grandmother 

○ Father ○ Grandfather 

○ Step or foster mother ○ Sister or brother 

○ Step or foster father ○ Uncle or aunt 

○ Cousin ○ Other (please specify) 

________________________ 

 

How many times did this happen? [If 20 or more, please enter “88”] 

 

_____________________________________________________________________________ 

 

How old were you the first time this happened? 
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6. BEFORE YOU WERE 17, did anyone ever USE PHYSICAL FORCE to have oral, anal, 

or vaginal intercourse with you, or to insert a finger or object in your anus or vagina? 

○ Yes  

○ No 

IF YES: Who did this? [Please check all that apply] 

 

○ Stranger ○ Friend 

○ Teacher ○ Doctor 

○ Coach ○ Other professional 

○ Babysitter or nanny ○ Your boy/girl friend 

○ Mother ○ Parent’s boy/girl friend 

○ Father ○ Grandmother 

○ Step or foster mother ○ Grandfather 

○ Step or foster father ○ Sister or brother 

○ Uncle or aunt ○ Other (please specify) 

_________________________ 

 

How many times did this happen? [If 20 or more, please enter “88”] 

 

______________________________________________________________________________ 

 

How old were you the first time this happened? 

 

______________________________________________________________________________ 

 

 

 

 

  



  

180 
 

Appendix 10: Health Service Utilization Scale (HSUS) (Ryan, Millstein, Greene, & Irwin, 1992; 

Ryan, Millstein, Greene, & Irwin, 1996). 

 

 [Health Service Utilization Scale (HSUS)] 

The following questions ask how you feel about your health and about some of the things people 

do for their health, such as getting a regular check-up or seeing a doctor.  We are interested in 

knowing how you feel about your health and what health services you have used over the past 

year. 

 

In general, how would you describe your health now? 

1 Excellent 

2 Very good 

3 Good 

4 Fair 

5 Poor 

 

Compared to your friends, how would you say your general health is? 

1 Much better 

2 Slightly better 

3 Same 

4 Slightly worse 

5 Much worse 

 

When was the last time you saw a doctor or visited a clinic for a REGULAR CHECK-UP, 

REGULAR PHYSICAL, or ROUTINE FOLLOW-UP VISIT?  (Do not include visits to 

emergency rooms or for emergency or urgent problems). 

1 Within the last 6 months 

2 6 to 12 months ago  

3 1 to 2 years ago  

4 More than 2 years ago 

5 Don’t know 

 

When was the last time you saw a doctor or visited a clinic or emergency room for a SUDDEN 

ILLNESS, ACCIDENT, or INJURY?  (Do not include regular check-ups or routine exams.) 

1 Within the last 6 months 

2 6 to 12 months ago 

3 1 to 2 years ago 

4 More than 2 years ago 

5 Don’t know 

 

Circle all the reasons that you saw a doctor or health care provider during the PAST 12 

MONTHS: 

1 Regular check-up of physical exam 

2 Sports or camp physical 

3 Urgent visit to a doctor or clinic (NOT an emergency room) 

4 Emergency room visit for any type of ACCIDENT or INJURY (such as needing stitches) 
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5 Emergency room visit at a hospital because you were sick or had an illness 

6 Regular follow-up visit 

7 Counseling or advice visit (to a doctor, nurse practitioner, nutritionist, psychologist or 

social worker) 

8 Office or clinic gynecology visit for a REGULAR APPOINTMENT 

9 Office or clinic gynecology visit for a SUDDEN OR URGENT problem 

10 Counseling 

 

Were there any times in the PAST YEAR when you felt that you should have gone to see a 

doctor but you did NOT go? 

1 No (skip to the next question) 

2 Yes 

3 Don’t know 

 

Circle all the reasons that you didn’t go: 

1 Didn’t want to miss school 

2 Was afraid to see a doctor because my parents might find out about the visit 

3 Can’t/don’t make my own appointments 

4 Didn’t think the problem was bad enough 

5 Couldn’t pay for the visit/didn’t have insurance 

6 Didn’t know where to go or which doctor to see 

7 Had to wait too long for an appointment 

8 Clinic hours not convenient 

9 You didn’t have transportation to get to the doctor’s office or clinic 

10 Some other reason (PLEASE DESCRIBE)___________________ 

 

Over the PAST 12 MONTHS, have you had any serious personal, emotional, behavioral, or 

mental health problems that you felt you needed help with? 

1. Yes, and I did seek professional help (saw a doctor, nurse, counselor, or other health 

professional) 

2. Yes, but I did not seek professional help 

3. I have had (or have now) serious personal problems but I have not felt the need for 

professional help 

4. I have had very few personal problems if any serious concern 

5. I have not been bothered at all by personal problems over the past year 

 

Is there any ONE place where you usually go for regular medical care (like when you need a 

physical)? 

1 No one usual place 

2 Doctor’s office or clinic (NOT in a hospital) 

3 Health Department clinic 

4 An emergency room at a hospital, like Mount Sinai, Metropolitan, or Lennox Hill 

5 School clinic or nurse 

6 A clinic at a hospital, like Mount Sinai, Metropolitan, or Lennox Hill 

7 Other (WHERE?) _________________________________ 

  


