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Abstract 

Child welfare recipients face unique obstacles for accurate mental health screening and 

assessment. This study examined the concordance between youth and caregiver respondents on 

mental health problems. Agreements between youths and caregivers about traumatic event 

exposure were mostly Moderate or Substantial, but greater discrepancy was associated with 

greater child psychopathology. Both caregiver and children endorsed PTSD symptoms more 

often than internalizing, externalizing, and ADHD problems. Single respondents—whether child, 

foster parent, or biological parent—significantly underestimated severity compared to multiple 

respondents. Repeat screenings showed that concordance between youth and caregiver 

endorsements did not improve after six months of entering care. 
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Introduction 

In 2016, there were over 437,000 children in foster care in the United States (Child Welfare 

Information Gateway, 2017) representing a vulnerable population disproportionately more likely 

to experience a range of emotional and behavioral problems.  This population also experiences 

more trauma exposure and more trauma-related mental health problems than the general 

population (Stein et al., 2001).  Nearly half of all youths in child welfare have clinically 

significant emotional and behavioral problems (Burns et al., 2004; Pecora et al., 2009; Salazar et 

al., 2012).  A history of child welfare involvement confers significantly higher probability of five 

behavioral disorders relative to the general population, with the strongest association being 

posttraumatic stress disorder (PTSD) (Scott et al., 2010).  

During 2011-2013, the Children’s Bureau recognized the greater mental health needs of 

this population and made an unprecedented investment in this area by funding a total of 20 five-

year demonstration projects in three cohorts.  The first cohort of five grantees (representing 

entire states or counties in Colorado, Connecticut, Massachusetts, Montana, and North Carolina) 

began work in 2011 (Children’s Bureau, 2011).  The second cohort of nine grantees (California, 

District of Columbia, Louisiana, Michigan, New Hampshire, New York, Ohio, Oklahoma, and 

Washington) began work in 2012 (Children’s Bureau, 2012).  The third cohort of six grantees 

(Kansas, Kentucky, New Hampshire, Rhode Island, Tennessee, and Vermont) began work in 

2013 (Children’s Bureau, 2013).  Each cohort had slightly different aims but there was much 

overlap among the funded aims, and all shared an aim of implementing evidence-based screening 

or assessment for trauma-related problems in child welfare populations.  At a total cost of nearly 

$50 million dollars for all three cohorts, this represents the largest investment to date for 

implementing best practices around mental health screening of this population. 
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Because child welfare recipients with emotional and behavioral problems face unique 

sets of obstacles for accurate screening and assessment compared to other individuals, these 

implementation projects needed to address several unique challenges of screening—namely, how 

to measure trauma exposure, whom to ask about symptoms, how to account for the well-known 

discrepancy between youth and caregiver respondents, and how these discrepancies change over 

time. 

How to measure trauma exposure 

Exposure to trauma in the child welfare population is common.  In a survey of 732 17- 

and 18-year-old adolescents in child welfare, 80% had experienced at least one-life threatening 

trauma consistent with the definition of trauma in the Diagnostic and Statistical Manual, Fourth 

Edition (DSM-IV) definition of PTSD (APA, 2004), and 62% had experienced two or more 

events (Salazar et al., 2012).  In a survey of 229 6- to 18-year-old youth in a higher intensity 

level of care (i.e., treatment or therapeutic foster care), 93% had experienced at least one 

traumatic event, 80% had experienced two or more events, and 49% had experienced four or 

more types of trauma (Dorsey et al., 2012).  Both of these surveys relied on single-respondent 

methodology, with the former using only youth reports and the latter using only parent reports. 

It is likely that the estimates of trauma exposure of both surveys contained imprecisions 

because it is well known that youths and caregivers disagree frequently about the extent of 

youths’ exposure to trauma.  In a community-representative sample of a large Swedish birth 

cohort, researchers followed 1,174 youths and assessed their exposure to trauma at 12 years of 

age.  In regards to life-threatening types of traumas, there was poor agreement (Cohen’s kappa < 

.40) between children and mothers about being in a fire, natural disasters, witnessing domestic 

violence, and physical abuse.  There was moderate agreement (Cohen’s kappa between .40 and 
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.75) on motor vehicle accidents and sexual abuse (Tingskull et al., 2015).  In most discrepancies, 

the trend was for youths to report events more frequently than parents. 

Goodman and colleagues (2010) reviewed nine studies of at-risk samples that focused on 

exposure to violence.  They found that agreements between youths and caregivers were generally 

poor, with youths tending to report more exposure to violence than caregivers.  Discrepancies are 

also found in help-seeking samples recruited into treatment studies.  Researchers assessed 114 7- 

to 16-year-old youths referred to a treatment study following disclosure of sexual abuse 

(Oransky et al., 2013).  There was poor agreement (Cohen’s kappa < 0.40) regarding all of the 

truly life-threatening events including serious accidents, physical assaults, mugging, attacks by 

animals, and witnessing physical violence. 

This discrepancy may differ by age of the youths.  In the only known study to examine 

age differences in respondent reports about trauma exposure, researchers assessed 76 7- to 17- 

year-olds recruited from the community for a treatment study.  Researchers found that 

agreements about experiencing muggings and animal attacks were moderate between children 

and parents, but were poor between adolescents and parents.  Children and adolescents tended to 

have similar degrees of agreement with parents for serious accidents, physical assaults, 

witnessing violence, and sexual assaults (Stover et al., 2010). 

Whom to ask about symptoms? 

When assessing child psychopathology, best practice recommendations for assessment 

and treatment planning must be multimethod and multi-informant when possible (Richters, 1992) 

because of the well-known discrepancies between youths and caregivers about the presence of 

symptoms for all types of psychiatric syndromes (Rescorla et al., 2013).  Research has shown 

that having multiple informants assess a child’s mental health through screening can provide a 
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more thorough understanding of a child’s psychiatric symptomology and increase diagnostic 

accuracy (De Los Reyes, Alfano, & Biedel, 2009; Parker et al., 2018; Toche-Manley et al., 

2014).  For example, when relying solely on youth self-report in 12- to 18-year-old youths 

following trauma exposure, the rate of PTSD diagnosis was 8.3%.  When relying solely on 

parent-report, the rate was 4.2%.  However, when youth and parent reports were combined, the 

rate of PTSD diagnosis jumped to 37.5%, because each respondent was reporting information 

not reported by the other respondent (Scheeringa et al., 2006). 

Implementation efforts in child welfare therefore must consider the unique challenges in 

which youths are living in atypical caregiving situations.  Foster parents may have limited 

information regarding their child’s trauma, thus affecting symptomology endorsement (Grasso & 

Kaufman, 2013).  On the other hand, children who receive in-home services for family 

preservation remain with biological parents (referred to as Family Services for the remainder of 

the paper) who are often the suspected perpetrator of abuse and the subject of agency 

investigation.  These biological parents may have ulterior motives to minimize the severity of 

their children’s psychopathology.  Biological parents’ denials of symptoms may reflect an effort 

to preclude child protection investigators from filing reports against parents, taking custody of 

children, or delaying reunifications.  Partly because of these challenges, many grantees in the 

Children’s Bureau-funded cohorts opted to bypass caregivers altogether and have caseworkers 

complete the screens (Lang et al., 2017).  There is currently no known study examining 

discrepancy of youth and caregiver reports of symptoms in the child welfare population.  

Discrepancy related to severity of symptoms 

It has been suggested that discrepancy about exposure to events is not to be viewed 

simply as respondent bias, but may be used as a marker for greater child psychopathology 
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(Goodman et al., 2010).  Ceballo and colleagues (2001) recruited from two inner-city elementary 

schools a sample of 104 primarily poor children in the fourth and fifth grades, and found that 

greater disagreement between children and caregivers about exposure to community violence 

was associated with higher severity of PTSD and internalizing symptoms, but not externalizing 

symptoms.  Similarly, Oransky (2013) found greater caregiver-youth discrepancy about trauma 

events associated with more youth-reported PTSD symptoms, but this association was not found 

using caregiver-reported PTSD symptoms. 

Based on these data indicating that greater discrepancy about trauma exposure is 

associated with greater symptom severity, there are speculations that it may be beneficial for 

children to talk with their parents about their community violence exposure so that parents have 

opportunities to express feelings, normalize reactions, and/or discuss coping skills (Ceballo et al., 

2001).  Concerns have been expressed simultaneously however that parents who are unaware of 

their children’s violence exposures will not possess the parenting skills to help their children 

effectively cope with trauma reactions.  Nevertheless, this association between discrepancy about 

exposure and symptom severity has not yet been examined in child welfare. 

Change in discrepancies over time 

 Lastly, an important topic regarding respondent discrepancies is how these discrepancies 

change over time.  If discrepancy is associated with greater psychopathology, then greater 

caregiver awareness of trauma-related symptoms over time might be an important avenue for 

decreased psychopathology.  Youth and caregiver reports of symptoms were measured serially in 

a study of 7- to 17-year-old youths hospitalized for physical injuries and randomized to either art 

therapy or hospital services as usual.  In both groups, youth and caregiver reports differed 

significantly during the inpatient stay, with youths reporting more symptoms than caregivers. 
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However, this discrepancy decreased over time and became nonsignificant by the 18-month 

follow-up (Schreier et al., 2005). 

In the only other known study that examined change in agreement about PTSD symptom 

endorsement over time, researchers studied 7- to 17-year-old youths randomized to either 

cognitive behavioral therapy (CBT) plus D-cycloserine or CBT plus placebo pill (Humphreys et 

al., 2015).  They found evidence suggesting that, contrary to intuition, concordance between 

parent and child responses worsened over the course of treatment for PTSD symptoms.   

One would intuitively expect that informant discrepancy for PTSD symptoms in foster 

care would gradually decrease over time due to caregivers getting to know the children better 

and their heightened awareness of symptomology.  There has been no known study to our 

knowledge concerning informant discrepancy of PTSD symptology over time in a non-treatment 

setting for youths in child welfare. 

As mental health problems in child welfare are becoming more recognized and the 

Children’s Bureau has pushed for mental health screening implementation, this places additional 

burdens on child welfare caseworkers.  In a workforce that has difficulty in recruiting and 

retaining workers, who oftentimes have caseloads that exceed the national recommendation, 

screens need to be as short and efficient as possible.  At the same time however, screens must 

gather sufficient information in screening children for potential diagnoses and concerns, thereby 

allowing caseworkers to more easily make referrals based on the mental health screen scores 

(National Association of Socal Workers, 2004).   

Because trauma-related mental health concerns so clearly represent a significant problem 

for the child welfare population, and PTSD symptoms are particularly difficult for caregivers and 

clinicians to identify, multi-informant screens that address PTSD are ideal for caseworkers to 
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efficiently advocate for their clients’ mental well-being (Scheeringa, 2011).  There is little 

agreement however on what exactly to screen for, and who should be the respondents.  For 

example, within the first cohort of grantees funded by the Children’s Bureau, Colorado, after 

pilot testing, opted to use only caseworkers as respondents, assuming that caseworkers would be 

the most reliable source of data (Lang et al., 2017).  North Carolina also opted to use 

caseworkers as respondents, but supplemented this with four questions with youths as 

respondents.  Montana, in contrast, opted initially to use only caseworker reports, but they had 

difficulty getting caseworkers to do it so they switched to having clinicians gather the screen 

data.  Connecticut, choosing a completely different method, opted for youth-only report, to be 

gathered in clinician offices. 

There are gaps in our understanding of how to address these challenges.  In order to 

address these gaps, this study collected mental health screens on over three thousand youths and 

their caregivers who were under the care of the Louisiana Department of Children & Family 

Services (DCFS) to address four research questions.  Hypothesis (1): Although a number of 

studies have looked at agreements between parents and youths about exposure to trauma, none 

have evaluated parent-child agreement about exposure in a child welfare population to our 

knowledge.  It was hypothesized that agreement between child and caregiver respondents about 

exposure to trauma will be poor, and thereby provide support for a strategy of obtaining reports 

from both respondents.  Hypothesis (2): Single respondents, whether it is the child or caregiver, 

will be significant underestimates of PTSD, internalizing, externalizing, and attention-

deficit/hyperactivity disorder (ADHD) symptom severity compared to reports combining 

informant responses.  Hypothesis (3): The degree of discrepancy about trauma exposure will be 

associated with higher PTSD symptom severity.  Hypothesis (4) will explore caregiver-child 
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agreement over time.  Given conflicting findings in two prior studies, a directional hypothesis 

was not made.  All of these aims will be examined for age effects.  Also, because foster parents 

are not biological parents, and Family Services parents are biological parents who are often 

under suspicion of being the source of maltreatment, results will be examined separately by 

Foster Care and Family Services groups. 

Methods 

The Louisiana Child Welfare Trauma Project (LCTP) was a service implementation 

demonstration project funded by the national Children’s Bureau, a federal agency under the 

Administration for Children, Youth, and Families.  The LCTP was primarily focused on training 

the child welfare workforce of Louisiana DCFS to implement a new screen on trauma exposure 

and emotional and behavioral problems.  DCFS is a state-wide child welfare system that employs 

over 1,100 caseworkers who work out of 46 offices.  DCFS provides services to over 4,000 

youths in care each year.  Louisiana is ranked 25th in population and 31st in size among the 50 

states.  According to the latest available U.S. Census Bureau statistics, it is 73.2% urban (United 

States Census Bureau, 2010).  It includes 64 parishes (counties), eleven cities that meet the U.S. 

Census Bureau definition of an Urbanized Area (50,000 or more people), and 64 cities that meet 

the definition of an Urban Cluster (at least 2,500 and less than 50,000 people).   

Participants 

 Participants were open cases, 7-18 years, in either the Foster Care (FC) or Family 

Services (FS) programs.  No personally identifying information was collected with the screen 

besides the children’s ages.  Demographics were not available because the screening database 

was not yet integrated with the DCFS databases.  Caseworkers, of course, had the capability to 

collate screen results with demographic data in the DCFS databases on a case-by-case basis.  The 



12 

 

racial composition for the latest year that data are available, 2016, indicated 4,373 youths in 

foster care with the following racial composition: 55.9% White/Caucasian, 37.4% 

Black/African-American, and 6.7% Other (Department of Children & Family Services, 2017, p. 

249).  Gender composition was 48.9% female (p. 80). 

Measures 

The Trauma & Behavioral Health Screen (TBH) was created for this project (available 

for free at www.latrauma.com).  In order to achieve the goal of having a universal screen that 

could be implemented by DCFS caseworkers, the project team determined that a screen ought to 

have the following characteristics: (1) Cover traumatic events comprehensively and ask about 

all possible types of traumatic events with a menu because individuals are unlikely to 

spontaneously acknowledge their traumatic experiences with an open-ended probe (Cohen & 

Scheeringa, 2009; Scheeringa, 2011) and approximately one-third of children who experienced 

one trauma have experienced multiple traumas (Copeland, Keeler, Angold, & Costello, 2007); 

(2) Cover PTSD items fairly well (at least 10 specific PTSD symptoms), because PTSD is the 

core psychological injury for traumatized children; (3) Cover co-morbid items (depression, 

anxiety, oppositional defiant, and ADHD) with at least several items per syndrome in order to 

create a range of scoring that can show change over time; (4) Brief.  Contain < 40 symptoms 

total and/or accomplished in 5-10 minutes to minimize the burden on workers and clients and 

facilitate completion rates; (5) Self-administered, as opposed to interview style (with exceptions 

for clients with reading limitations), to make the most economical use of time and resources; (6) 

Apply to infants through adolescents with one screen for logistical simplicity in a system that 

was not accustomed to mental health screening measures; and (7) Free in the public domain in 
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order to remove any cost barrier for an underfunded child welfare system and enhance 

sustainability. 

After reviewing the literature, it was apparent that no single existing instrument 

possessed all seven characteristics.  The TBH was created, consisting of elements from four 

instruments: 

(1) The screen for traumatic events was taken from the Child PTSD Checklist (CPC) 

(Scheeringa, 2010), which asks about eight types of traumatic events, plus an option for Other to 

write in events not covered under the other eight types.  The CPC was selected because it 

included instructions for respondents to endorse events only if they were truly life-threatening: 

the individual felt like he/she might die, or he/she had a serious injury or felt like he/she might 

get a serious injury, or he/she saw life-threatening events happen to another person.  Most of the 

other existing measures either describe events as stressful or ascribe no valence to the events 

without the requirements that events ought to have been perceived as life-threatening.  Each 

event can be endorsed Yes, No, or Not Sure.  For each endorsed event, it asks for the earliest age 

it happened, the latest age it happened, and approximately how many times it happened.  Items 

endorsed as Not Sure are counted as missing in data analyses because they could not be clearly 

attributed as either Yes or No. 

(2) The Child PTSD Symptom Scale (Foa, Johnson, Feeny, & Treadwell, 2001) is a 

questionnaire that maps onto the 17 DSM-IV PTSD symptoms rated on a 4-point (0-3) Likert 

scale.  This measure has shown excellent sensitivity to change, internal consistency, and test-

retest reliability.  A cutoff of 11 or greater was shown to have 95% sensitivity and 96% 

specificity for correctly classifying high and low severity cases of PTSD (Foa et al., 2001).  Two 

items were deleted because they were redundant with items in the PSC-17: “Having much less 
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interest in doing things he/she used to do,” and “Having trouble concentrating.”  Because these 

two items were deleted, the cutoff was lowered from 11 to 10 or higher to indicate clinical 

concern and cause for referral to clinicians.  The PTSD scale consists of the 15 items from the 

CPSS (items #11-25). 

 (3) The Pediatric Symptom Checklist-17 (PSC-17), is a 17-item, parent-report 

questionnaire, with each item scored on 0,1,2 Likert scale.  The PSC is the most commonly 

recommended measure for general psychosocial screening for school-aged children (Semansky, 

Koyanagi, & Vandivort-Warren, 2003).  Subscales can be calculated for attention (5 items), 

internalizing (5 items), and externalizing (7 items).  The attention score maps onto ADHD; the 

internalizing score maps onto depression and anxiety; and the externalizing score maps primarily 

onto oppositional defiant disorder (ODD).  When compared to diagnoses from a structured 

diagnostic interview, the attention scale (cutoff ≥ 5) showed 88% sensitivity and 72% specificity 

for an ADHD diagnosis.  The internalizing scale (cutoff ≥ 4) showed 86% sensitivity and 61% 

specificity for a depression diagnosis, and 65% sensitivity and 62% specificity for an anxiety 

diagnosis.  The externalizing scale (cutoff ≥ 5) showed 85% sensitivity and 68% specificity for a 

diagnosis of ODD, conduct disorder, or adjustment disorder with disturbances of conduct.   

(4) The low sensitivity of the PSC-17 for anxiety appears to be because there are only 

two items in the PSC-17 that map onto anxiety disorders.  We therefore added three anxiety 

symptoms from the Screen for Child Anxiety Related Emotional Disorders (SCARED) in order 

to create a broader range of scoring for anxiety (Birmaher et al., 1999).  “I worry about things 

working out for me,” and “I worry about being as good as other kids” loaded highest on the 

generalized anxiety disorder factor (Muris, Merckelbach, Schmidt, & Mayer, 1999).  “I am afraid 

to be alone at home” was used to represent separation anxiety disorder as one of the few items 



15 

 

that would not confound worry about parents in a foster care population. 

 The cutoff to indicate clinical concern for the Internalizing score in the PSC-17 is five or 

higher.  Because three items for anxiety from the SCARED were added, the cutoff score for the 

TBH Internalizing score, based on eight items (items #26-30 and #43-45), was raised to eight or 

higher.  The cutoff for the Externalizing score, comprised of seven items (#36-42), was seven or 

higher.  The cutoff for the ADHD score, comprised of five items (#31-35), was seven or higher 

(Borowsky et al., 2003).   Internal consistency was excellent for PTSD (Cronbach’s alpha 0.83 

child report and 0.87 caregiver report), and good for Internalizing (0.86 child report, 0.87 

caregiver report), Externalizing (0.84 child report, 0.89 caregiver report), and ADHD (0.83 child 

report, 0.87 caregiver report).  The trauma events screen plus the symptoms included 45 items. 

When data from both caregiver and child versions were available, a joint score could also 

be calculated.  The joint score is calculated by taking the highest of the caregiver and child report 

scores for each item.   

The caregiver version also included 11 items from an instrument that DCFS was using 

previously, called the Behavioral Health Screen-I.  These 11 items covered important issues that 

were not covered by the items from the CPC, CPSS, PSC-17, and SCARED, such as attachment, 

autism, psychosis, and drug use.  The child version included three of these items.  These 11 items 

are not used for creating scores. 

Procedure 

For staging of the project, we implemented the components in a stepwise design 

necessary to cover a large state.  DCFS caseworkers actively involved with FC or FS programs 

were required to attend trainings.  The trainings on the TBH were piloted in one of the nine state 

regions in the first year of implementation.  Over the next three years, the remaining eight 
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regions were trained by adding one new region approximately every four months.  Each region 

typically included three or four offices.  The LCTP team traveled to each office to meet with 

staff. 

The process of training each region involved four visits by LCTP team members to each 

office separated by one month between visits.  After the first training in a region, which lasted 

1.5 hours, caseworkers were asked to gather a screen from at least one of their clients to discuss 

at the second training meeting one month later.  After the second training meeting, caseworkers 

were expected to be gathering screens on all of their eligible cases.  The second, third, and fourth 

training meetings lasted approximately one hour each.  It was expected of the caseworkers to 

collect a TBH Caregiver Version filled out by a biological parent, foster parent, relative, 

caseworker, or other guardian on every newly opened case as part of their routine workload and 

at six-month intervals on every case that remained open.  If the child was 7 years or older, the 

child was expected to fill out the TBH Child Version.  If children were young or needed 

assistance reading the questions, caseworkers read the questions to the children.   

Screens were completed on paper by respondents and then caseworkers entered the data 

online in their offices.  Data for analyses were extracted from the online TBH submissions 

throughout the project’s duration from 2014 to 2017. 

At least one TBH screen was gathered on 10,216 unique individuals, 0-18 years of age.  

The number of possible unique individuals on whom TBH screens could have been collected is 

difficult to estimate accurately because the number of youths in care fluctuated on a daily basis.  

While trainings were being conducted within a region, the LCTP team determined whether TBH 

screens were completed on every open case in that region.  The completion rate was calculated 

for each region at the time of the final training session.  With all nine regions combined, it was 
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estimated that 50% of possible cases received a screen.  The Covington region achieved the 

highest rate, 69%, while the Thibodaux region had the lowest rate, 24%. 

Of these 10,216 cases, 6,331 were 0-6 years of age, leaving 3,885 who were 7-18 years of 

age eligible for analysis in this report.  For analyses on each subscale (PTSD, Internalizing, 

Externalizing, and ADHD), we retained cases for analyses only if they had responses for 80% or 

more of the items within a subscale.  The number of cases that had responses for 80% or more 

items were 3,059 for Internalizing, 3,072 for Externalizing, and 3,067 for ADHD.  For PTSD, 

there were 3,087 cases in which both caregivers and youths completed 80% or more of the 

trauma events items and 80% or more of the PTSD symptom items. 

The time frame for collecting repeat screens was dictated by the DCFS policy for 

collecting the first TBH screen within 30 days of cases being opened, and to collect the repeat 

(second) screen to coincide with the six-month case review meetings.  At least two TBH screens 

from each respondent (both child and caregiver) were collected in that time frame on 1,459 

cases.  Repeat screens could not be collected on many cases because they did not remain open 

for at least six months. 

Data Analysis 

For Hypothesis 1, agreement reliabilities between respondents were calculated with 

Cohen’s kappa statistic.  Following Landis, Koch (1977), kappa values of .81 or higher are 

Almost Perfect, .61-.8 are Substantial, .41-.6 are Moderate, and .4 or lower are Poor.  For 

Hypothesis 2, the frequency of cases that scored above cutoff values by different respondents 

were compared with chi-square tests: child report was compared to joint report, and caregiver 

report was compared to joint report.  For Hypothesis 3, the degree of discrepancy between 

responses about trauma exposure was calculated as the absolute value of the number of trauma 
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events endorsed from child report minus the number of trauma events endorsed from caregiver 

report.  This degree of discrepancy was then compared with PTSD scale scores from child 

reports and PTSD scale scores from caregiver reports with separate Pearson correlation tests.  

For Hypothesis 4, agreement between respondents on the first screen was compared to agreement 

between respondents on the second screen by calculating 95% confidence intervals for each 

kappa.  The agreements were considered significantly different if the two confidence intervals 

did not overlap. 

Results 

Hypothesis 1: Agreement between child and caregiver about exposure to events 

 The data in Table 1 shows that trauma exposure was common.  In the 7-12 years age 

group, youth respondents reported exposure to one or more trauma events in 59.8% of 

individuals in FC, and 46.6% in FS.  Caregiver respondents reported exposure to one or more 

trauma events in 53.9% of individuals in FC and 45.5% in FS.   

[Table 1 near here] 

In the 13-18 years age group, youth respondents reported exposure to one or more trauma 

events in 52.0% in FC, and 27.6% in FS.  Caregiver respondents reported exposure to one or 

more trauma events in 44.8% of individuals in FC and 24.3% in FS.   

Contrary to expectations for Poor agreements, the agreements between respondents were 

most commonly in the Moderate (.41-.60) or Substantial (.61-.80) ranges.  Across all subgroups, 

sexual abuse had the highest caregiver-youth agreement, with kappa values ranging from .77 

(Substantial) to .84 (Almost Perfect).  Endorsement for life-threatening injury generally had the 

lowest caregiver-youth agreement, with kappa values ranging from .31 (Poor) to .46 (Moderate). 
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Hypothesis 2: Comparisons of subscale symptom endorsement by single respondents versus 

joint scores 

Table 2 shows the percentage of youths who scored above clinical cutoffs for each 

subscale.  For example, in the 7-12 years FC group, 36.4% scored above cutoff for PTSD by the 

joint score, whereas 18.9% scored high for Internalizing, 21.0% for Externalizing, and 20.6% for 

ADHD.  The pattern of PTSD being the most commonly endorsed problem was similar for 13-18 

years FC group, 7-12 years FS group, and 13-18 years FS group. 

[Table 2 near here] 

To test Hypothesis 2, child reports of PTSD were compared to joint reports in four 

separate tests (7-12-year-old children in FC or FS, and 13-18-year-old adolescents in FC or FS), 

and caregiver reports were compared to joint reports in the same four separate tests.  In all eight 

tests, consistent with the hypothesis, the proportion scoring above cutoff by joint report was 

significantly larger than the proportion scoring above cutoff by child or caregiver report alone 

(Tables 2 and 3).  For example, in the subgroup of 7-12 year-old children in the FC group, the 

percentage scoring above cutoff by joint report, 36.4% (n = 227), was significantly higher than 

the percentages of youth scoring above the cutoff by child report, 26.7% (n = 166) and by 

caregiver report, 20.9% (n = 130) (chi-square test 394.77, df = x, p<.0001).  

[Table 3 near here] 

To estimate the magnitude of this effect, the numbers of individuals whose probable 

PTSD diagnosis would be missed by single respondents were calculated.  With joint report 

considered the most accurate because it was a multi-informant assessment, the full sample joint 

report “diagnosed” 722 youths with PTSD.  Caregiver report alone diagnosed 357 of those 
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youths and missed 50.6% of those diagnosed by joint report.  Youth report alone diagnosed 553 

of those youths and missed 23.4% of those diagnosed by joint report. 

The pattern of results were the same in regards to the Internalizing, Externalizing, and 

ADHD scores, with joint report always significantly higher than child report or caregiver report 

alone.  These are summarized in Table 2 for conciseness. 

The reliabilities of agreements between single respondents (children versus caregiver) to 

score above cutoffs confirmed that children and caregivers are discrepant with each other. 

Cohen’s kappa values are shown in Table 4.  Reliabilities were mostly Poor, with some being 

Moderate, and none being Substantial or Almost Perfect.  Specifically, for 7-12 year-old youths 

in FC, kappa reliabilities were Moderate for all four subscales (PTSD, Internalizing, 

Externalizing, and ADHD).  Kappa reliabilities were Poor for 13-18 year-old youths in FC and 

for 7-12 year-old youths in FS for all four subscales.  For 13-18 year-old youths in FS, kappa 

reliability was Moderate for PTSD and ADHD, but Poor for Internalizing and Externalizing. 

[Table 4 near here] 

Overall, out of all symptoms endorsed from any subscale by either youths or caregivers, 

both respondents agreed on the endorsement 39.4% of the time.  Caregivers endorsed 20.7% of 

the symptoms when youths did not.  Youths endorsed the remaining 39.9% of the symptoms 

when caregivers did not. 

Hypothesis 3. Does degree of discrepancy about trauma exposure associate with higher 

symptom levels? 

In all four age by service subgroups,  (FC 7-12, FC 13-18, FS 7-12, and FS 13-18), the 

amount of discrepancy between respondents about trauma exposures positively correlated with 

the severity of PTSD symptoms when youths were the respondents about PTSD symptoms.  For 
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FC 7-12 years, r = .25, p<.0001; for FC 13-18 years, r=.29, p<.0001; for FS 7-12 years, r=.33, 

p<.0001; and for FS 13-18 years, r=.38, p<.0001. 

When caregivers were the respondents endorsing PTSD symptoms, three of the four 

correlations were significant.  For FC 7-12 years, r= .10, p=.0028; for FS 7-12 years, r=.18, 

p<.0001, and for FS 13-18 years, r=.20, p<.0001.  The correlation for FC 13-18 years, r= .07, 

p=.069 was not significant. 

Hypothesis 4. Concordance between youth and caregiver reports over time 

Over time, there was an overall substantial reduction of symptoms for the sample.  For 

the FC group, 58.8% according to child respondents, and 56.8% according to caregiver 

respondents reduced symptoms by 30% or more on at least one for the four subscales.  For the 

FS group, 39.1% according to child respondents, and 40.2% according to caregiver respondents 

reduced symptoms by 30% or more on at least one of the four subscales. 

Despite this trend for reduction of symptoms over time, for youths in FC, none of the 

kappas statistically significantly improved from Time 1 to Time 2 (Table 5) even though the 

kappas for child-caregiver agreement generally improved over time.  The only exception 

observed was the 7-12 year-old group for which agreement on the ADHD subscale worsened 

over time.  

[Table 5 near here] 

Change in kappas over time could not be computed for most of the youths in FS because 

during either Time 1 or Time 2, 100% of caregivers reported zero youths above the cutoff.  Only 

two changes in kappas could be computed.  For Externalizing problems in 7-12 year-old FS 

children, the kappa worsened from Time 1 (0.64) to Time 2 (0.49).  For ADHD 7-12 year-old FS 
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children, Time 1 (.25) worsened to Time 2 (-.03).  Both of these changes were not statistically 

significant.  

Discussion 

Seven main findings emerged from this assessment of trauma events and symptoms of 

youths in child welfare stratified by age and type of service use.  First, we demonstrated that 

agreements between youths and caregivers about trauma event exposure in a child welfare 

population were mostly Moderate or Substantial.  This contrasted with previous studies in other 

populations that tended to find Poor levels of agreement. 

The better-than-expected agreements about trauma exposure could be explained by the 

instructions to respondents in the trauma events measure.  The instructions in the CPC educate 

respondents to endorse events only if the events were perceived as life-threatening events, which 

are known to be the most common causes of PTSD, and which is consistent with the diagnostic 

criteria of PTSD in the Diagnostic and Statistical Manual, Fifth Edition (APA, 2013).  In 

contrast, previous studies used life events measures that either described events as stressful (as 

opposed to life-threatening) or ascribed no valence to the events in terms of life-threat (Goodman 

et al., 2010; Stover et al., 2010; Oransky et al., 2013; Tingskull et al., 2015).  

The better-than-expected agreements about traumatic events might also be due to the data 

collection procedure.  TBH screens were self-administered, with the exception of younger 

children who may have had the items read to them by caseworkers.  In contrast, nearly all of the 

previous studies collected these data through interviews by research assistants.  The lone 

exception is the study by Tingskull and colleagues (2015) with a community sample in Sweden 

which allowed 12-year old children to record their own answers after research assistants read the 

questions aloud.  They also found Moderate agreements for having been robbed, sexual abuse, 



23 

 

and car accidents.  However, they found Poor agreements for natural disaster, physical abuse, 

fire, and parental fights.  Interviews are typically considered more accurate than self-

administered questionnaires in psychosocial research because interviews allow follow-up probes 

and clarifications.  These findings suggest the possibility that the greater privacy of self-

administered questionnaires may allow more accurate disclosures of traumatic events. 

Despite most of the agreements between respondents in this study being Moderate or 

Substantial, agreements were far from perfect.  It is not clear if caregivers simply knew about 

fewer events or if they knew about different events than the youths.  In nearly all types of 

trauma, caregivers endorsed fewer traumatic events than children, and in all age by group 

classes, caregivers underestimated the total amount of different traumatic events that children 

had experienced. 

These data suggest that adults are oftentimes insufficient sources of traumatic event 

endorsement, and therefore, at a minimum, youths need to be asked about trauma exposure with 

a comprehensive menu of trauma types.  There has been reluctance among child welfare 

agencies to ask youths directly about trauma events (Lang et al., 2017) because of a concern 

about upsetting the youths.  This concern seems largely unfounded based on a study in which 

researchers interviewed over 2,000 youths, aged 10-17 years.  Researchers asked respondents 

directly about exposure to traumatic events and about trauma-related symptoms.  Afterwards, 

they asked the youths if the questions in the survey upset them and, knowing now the nature of 

the survey, would they have still agreed to do it.  Only 4.5% reported feeling any upset, and only 

0.3% said they would not participate again (Finkelhor et al., 2014).  This survey ought to give 

confidence that asking these types of questions do not make the vast majority of youths upset. 
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Second, PTSD appears to be more common than internalizing disorders, externalizing 

disorders, and ADHD in a child welfare population.  To our knowledge, there has been no prior 

literature on studying the rate of PTSD compared to rates of the three other disorders within this 

population.  This study shows that across all ages and child welfare groups, more youths score 

above the cut-off score for PTSD than any of the other three disorders.  These findings provide 

meaningful implications for other states wishing to implement mental health screening within 

child welfare agencies, indicating that youths in care should be screened adequately for trauma 

and PTSD. 

 Third, consistent with prior studies in non-child welfare populations, it was found that 

using only a single respondent guarantees a significant underestimation of the prevalence of 

PTSD.  Caregiver-only rates missed 50.6% of joint-report cases and child report missed 23.4% 

of joint-report cases.  The relatively larger discrepancy between the caregiver and joint scores is 

further indication that caregivers may be insufficient sources of information on symptomology 

endorsement, and therefore, child welfare agencies should utilize a multi-informant approach to 

mental health screening.   

 These data are consistent with other research showing that under-detection of PTSD in 

youths is common.  A study was conducted at two mental health programs for children and 

adolescents in Pennsylvania (Miele & O'Brien, 2010).  The researchers reviewed the charts of the 

patients at the beginning of the study and found that the rates of PTSD diagnosis were 2% at one 

program and 5% at the second program.  This represented the recognition of PTSD when 

clinicians used their usual methods of practice.  They then re-evaluated the same patients with a 

standardized diagnostic interview for PTSD.  This time they found that the rates of diagnosis of 
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PTSD were actually 48% and 45% at the two programs.  Trained and licensed clinicians were 

missing the diagnosis of PTSD about 90% of the time.   

 Fourth, whereas many state welfare agencies have opted to utilize other informants 

besides caregivers (Lang et al., 2017) based on faulty assumptions that caregivers in FC and FS 

populations may be limited in accuracy as respondents, these data showed they are willing and 

able to provide unique information.  For all disorders, caregivers provided distinctive 

information not obtainable from child self-report.  This finding is consistent with prior studies 

that have shown that significantly higher rates of cases are detected with joint report compared to 

youth-report alone or caregiver-report alone (Scheeringa et al., 2006; Meiser-Stedman et al., 

2008). 

Fifth, this study replicated findings from two previous studies that greater discrepancy 

about exposure to events is associated with greater child psychopathology.  Ceballo and 

colleagues (2001) showed this association in children from two inner-city elementary schools, 

and was limited in scope to exposure to community violence.  Oransky and colleagues (2013) 

also showed this association in youths recruited for a treatment study, although they found the 

association only with youth-reported PTSD symptoms, while the association was not found using 

caregiver-reported PTSD symptoms.  The current study is the first to demonstrate this 

association in a child welfare population. 

It has been suggested that this discrepancy may be viewed as an opportunity for 

intervention of sorts.  Specifically, that it may be beneficial for children to talk with their 

caregivers about their trauma exposure so that parents have opportunities to express feelings, 

normalize reactions, and/or discuss coping skills (Ceballo et al., 2001).  However, our current 

understanding of treatment for PTSD is that it is a chronic condition best treated by licensed 
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clinicians following evidence-based protocols, and it is likely unrealistic to expect many FC and 

FS parents to achieve that level of parenting competency.  Nevertheless, there may be a subset of 

situations in which caregivers can facilitate discussions about trauma exposure which can lead to 

symptom reduction. 

Sixth, when screens are repeated six months following the first screen when they entered 

care, agreement between youths and caregivers did not improve.  The two previous studies on 

change in agreement over time included youths who received treatment and both showed 

significant shifts in agreement over time.  One study, involving youths who had been 

hospitalized for physical injuries, showed greater concordance over time (Schreier et al., 2005), 

but the other study, involving youths who had experienced a wide range of traumas, showed 

smaller concordance over time (Humphreys et al., 2015).  Because the current study did not 

involve treatment, this suggests that discrepancies between respondents are not easily altered by 

time alone, and instead require active intervention. 

Seventh, there were relatively few age findings.  Whereas Stover et al. (2010) had found 

that agreements about muggings and animals attacks between youths and caregivers were 

moderate for younger children but poor for adolescents, we found agreements to be Moderate for 

animal attacks for both age groups.  We did not assess muggings as a separate category.  The 

only type of event for which we found adolescents to have relatively worse agreement than 

children was for medical trauma in both the FC and FS samples.  

In regards to symptom endorsements, agreements between 7-12 year-old youths and 

caregivers in FC were in the Moderate range for all four subscales, but tended to be Poor for the 

same age group in FS and for 13-18 year-old youths in both FC and FS.  This difference in 

agreements does not appear to be explainable by the frequency of trauma exposure or the 
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frequency of problems between groups, as there was no consistent pattern of lesser or greater 

exposure or problems in the FC 7-12 years group compared to the other three groups.  This 

difference in agreements may reflect differences in how these different age groups come into 

care and how open they are to communicating with foster parents.  These findings would need 

replication and further investigation before making additional conclusions. 

Limitations 

 Screens could not be gathered from all of the FC and FS cases that were eligible for 

screening.  We estimated that approximately 50% of eligible cases were screened.  This was due 

most likely to the speed of adoption by caseworkers of the new screening policy and not to any 

known bias to screen cases that were more or less symptomatic.  It is conceivable that 

caseworkers were biased to screen their more symptomatic clients because they might have 

wanted more information about those clients.  However, it is also conceivable that caseworkers 

were biased to screen their least symptomatic clients in order to save time. 

It is possible that cases receiving mental health treatment could be more likely to develop 

better concordance between youths and caregivers over time.  Due to Medicaid service claims 

data being unavailable throughout the duration of the project, the study was unable to receive 

information and verify whether children sought mental health treatment while in care.  

Therefore, we were unable to determine whether treatment may have affected the concordance 

and discordance between initial and repeat screens.  

 Caregivers were not required to personally identify themselves on the screen, so we were 

unable to confirm that caregivers who filled out the repeat screens were the same caregivers who 

completed the first screens.  If different caregivers completed the screens at each time, this could 

limit our ability to draw conclusions about how agreement changes over time.  This limitation is 
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likely to be more relevant for the FC group because children often move between foster care 

homes.  Nevertheless, it is unlikely that children in the FS group moved to different caregivers, 

and there were not major differences in agreements between the FC and FS groups. 

Conclusion 

 The federal Children’s Bureau has made an unprecedented investment in screening for 

mental health issues in the child welfare population.  While many agencies have implemented 

screening for mental health problems for the first time, the vast majority of agencies in the U.S. 

have not yet implemented universal screening.  As more agencies contemplate voluntary 

implementation and/or await a federal mandate, these data provide findings for consideration on 

how best to accurately screen this population. 

 This research underscores the importance of systematic and universal mental health 

screens to adequately address trauma exposure and PTSD symptoms in the child welfare 

population.  The data show that irrespective of age and group, approximately 25% to 60% of 7- 

to 18-year-old youths under care experience at least one traumatic event.  Furthermore, our 

findings indicate that PTSD is the most common psychiatric disorder.  For 7- to 18-year-old 

child welfare recipients in Louisiana, rates of PTSD were substantially higher than Externalizing 

and ADHD, and double the rate of Internalizing.  Identifying trauma exposure and PTSD seems 

to warrant the highest priority for the mental well-being of the child welfare population. 

 The evidence also confirms that multi-informant screens are necessary to accurately 

assess a child’s mental health.  These findings further confirm that when either caregiver 

(whether biological or foster parent) or child responses are assessed solely, they represent 

significant underestimates of the child’s traumatic event experience and psychiatric 

symptomology.  These underestimations of psychiatric symptomology from a single respondent 
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were also found when evaluating Externalizing problems, Internalizing problems, and ADHD.  

Therefore, in order to obtain the most accurate information, mental health screens should obtain 

both a caregiver and child report.  The findings of this research also indicate that both traumatic 

event endorsement and clinical information can be gleaned regardless of whether the caregiver is 

a foster parent or a biological parent who may be under suspicion for being the source of 

maltreatment for the child.  

 

Acknowledgements: The authors wish to thank the Louisiana Department of Children & Family 

Services, including Laura St. Amand, Rhenda Hodnett, Lynn Farris, and Karene Lynch. 

 

Declaration of Interest Statement: This project was supported by the Children’s Bureau, 

Administration for Children and Families, Department of Health and Human Services, under 

award number 90CO1105.  An author (MS) receives royalties from Guilford Press, Central 

Recovery Press, and Psychology Today. 

  



30 

 

References 

American Psychiatric Association. (2004). Practice Guideline for the Treatment of Patients with 

Acute Stress Disorder and Posttraumatic Stress Disorder. American Psychiatric 

Association Practice Guidelines. Arlington. 

American Psychiatric Association. (2013). Diagnostic and Statistical Manual of Mental 

Disorders, Fifth Edition. DSM-5 (5th ed.). Washington, D.C.: American Psychiatric 

Publishing. 

Birmaher, B., Brent, D. A., Chiappetta, K., Bridge, J., Monga, S., & Baugher, M. (1999). 

Psychometric properties of the Screen for Anxiety Related Emotional Disoders 

(SCARED): A replication study. Journal of the American Academy of Child and 

Adolescent Psychiatry, 38(10), 1230-1236. doi:10.1097/00004583-199910000-00011 

Borowsky, I. W., Mozayny, S., & Ireland, M. (2003). Brief psychosocial screening at health 

supervision and acute care visits. Pediatrics, 112(1), 129-33. 

Burns, B. J., Phillips, S. D., Wagner, H. R., Barth, R. P., Kolko, D. J., Campbell, Y., & 

Landsverk, J. (2004, August). Mental Health Need and Access to Mental Health Services 

by Youths Involved with Child Welfare: A National Survey. Journal of the American 

Academic of Child and Adolescent Psychiatry, 43(8), 960-970. 

Ceballo, R., Dahl, T. A., Aretakis, M. T., & Ramirez, C. (2001). Inner-City Children's Exposure 

to Community Violence: How Much Do Parents Know? Journal of Marriage and 

Family, 63(4), 927-940. Retrieved from https://www.jstor.org/stable/3599805 

Child Welfare Information Gateway. (2017). Foster Care Statistics 2016. Washington, D.C.: 

U.S. Department of Health and Human Services, Children's Bureau. 

Children's Bureau. (2011). Integrating Trauma-Informed and Trauma-Focused Practice in Child 

Protective Service (CPS) Delivery. HHS-2012-ACF-ACYF-CO-0169. 

Children's Bureau. (2012). Initiative to Improve Access to Needs-Driven, Evidence-

Based/Evidence-Informed Mental and Behavioral Health Services in Child Welfare. 

HHS-2012-ACF-ACYF-CO-0279. Retrieved from 

https://ami.grantsolutions.gov/files/HHS-2012-ACF-ACYF-CO-0279_0.pdf 

Children's Bureau. (2013). Promoting Well-Being and Adoption After Trauma. HHS-2013-ACF-

ACYF-CO-0637. Washington, D.C.: Administration on Children, Youth and Families. 

Retrieved from https://ami.grantsolutions.gov/files/HHS-2013-ACF-ACYF-CO-

0637_0.pdf 

Cohen, J. A., & Scheeringa, M. S. (2009). Post-traumatic stress disorder diagnosis in children: 

challenges and promises. Dialogues in Clinical Neuroscience, 11(1), 91-99. 

Copeland, W. E., Keeler, G., Angold, A., & Costello, E. J. (2007, August 6). Traumatic Events 

and Posttraumatic Stress in Childhood. Archieves of General Psychiatry, 64(5), 577-584. 

doi:http://dx.doi.org.libproxy.tulane.edu:2048/10.1001/archpsyc.64.5.577 



31 

 

De Los Reyes, A., Alfano, C. A., & Beidel, D. C. (2009). The Relations among Measurements of 

Informant Discrepancies within a Multisite Trial of Treatments for Childhood Social 

Phobia. Journal of Abnormal Child Psychology, 38(3), 395-404. doi:10.1007/s10802-

009-9373-6 

Department of Children & Family Services. (2017). 2017 Annual Progress and Service Report. 

Baton Rouge. 

Dorsey, S., Burns, B. J., Southerland, D. G., Cox, J. R., Wagner, H. R., & Farmer, E. M. (2012, 

October). Prior Trauma Exposure for Youth In Treatment Foster Care. Journal of Child 

and Family Studies, 21(5), 816-824. doi:10.1007/s10826-011-9542-4 

Finkelhor, D., Vanderminden, J., Turner, H., Hamby, S., & Shattuck, A. (2014). Upset among 

youth in response to questions about exposure to violence, sexual assault and family 

maltreatment. Child Abuse & Neglect, 38(2), 217-223. doi:10.1016/j.chiabu.2013.07.021 

Foa, E. B., Johnson, K. M., Feeny, N. C., & Treadwell, K. (2001). The Child PTSD Symptom 

Scale: A preliminary examination of its psychometric properties. Journal of Clinical 

Child Psychology, 30(3), 376-384. doi:10.1207/S15374424JCCP3003_9  

Goodman, K. L., De Los Reyes, A., & Bradshaw, C. P. (2010). Understanding and Using 

Informants’ Reporting Discrepancies of Youth Victimization: A Conceptual Model and 

Recommendations for Research. Clinical Child and Family Psychology Review, 13, 366-

383. doi:10.1007/s10567-010-0076-x 

Grasso, D. J., & Kaufman, J. (2013). Posttraumatic Stress Disorder in Children and Adolescents. 

Pediatric Anxiety Disorders. Current Clinical Psychiatry., 177-207. doi:https://doi-

org.libproxy.tulane.edu/10.1007/978-1-4614-6599-7_10 

Humphreys, K. L., Weems, C. F., & Scheeringa, M. S. (2015). The Role of Anxiety Control and 

Treatment Implications of Informant Agreement on Child PTSD Symptoms. Journal of 

Clinical Child and Adolescent Psychology. doi:10.1080/15374416.2015.1094739 

Landis, J. R., & Koch, G. (1977). The measurement of observer agreement for categorical data. 

Biometrics, 33(1), 159-174. doi:10.2307/2529310 

Lang, J. M., & Connell, C. M. (2017). Development and validation of a brief trauma screening 

measure for children: The Child Trauma Screen. Psychol-Trauma-US, 9(3), 390-398. 

doi:10.1037/tra0000235 

Meiser-Stedman, R., Smith, P., Glucksman, E., Yule, W., & Dalgleish, T. (2008). The 

posttraumatic stress disorder diagnosis in preschool- and elementary school-age children 

exposed to motor vehicle accidents. American Journal of Psychiatry, 165(10), 1326-

1337. doi:10.1176/appi.ajp.2008.07081282 

Miele, D., & O'Brien, E. J. (2010). Underdiagnosis of Posttraumatic Stress Disorder in At Risk 

Youth. Journal of Traumatic Stress, 23(5), 591-598. 

doi:http://dx.doi.org.libproxy.tulane.edu:2048/10.1002/jts.20572  



32 

 

Muris, P., Merckelbach, H., Schmidt, H., & Mayer, B. (1999). The revised version of the Screen 

for Child Anxiety Related Emotional Disorders (SCARED-R): Factor structure in normal 

children. Personality and Individual Differences, 26(1), 99-112. doi:10.1016/S0191-

8869(98)00130-5 

National Association of Socal Workers. (2004). If You're Right for the Job, It's the Best Job in 

the World. Retrieved from 

https://www.socialworkers.org/LinkClick.aspx?fileticket=Mr2sd4diMUA%3D&portalid

=0 

Oransky, M., Hahn, H., & Stover, C. S. (2013). Caregiver and Youth Agreement Regarding 

Youths’ Trauma Histories: Implications for Youths’ Functioning After Exposure to 

Trauma. Journal of Youth and Adolescence, 42, 1528-1542. doi:10.1007/s10964-013-

9947-z 

Parker, E. M., Jacobson, J., Pullmann, M. D., & Kerns, S. E. (2018). Identifying Psychosocial 

Problems Among Children and Youth in the Child Welfare System Using the PSC-17: 

Exploring Convergent and Discriminant Validity with Multiple Informants. Child 

Psychiatry & Human Development. doi:10.1007/s10578-018-0824-6 

Pecora, P. J., Jensen, P. S., Romanelli, L. H., Jackson, L. J., & Ortiz, A. (2009). Mental Health 

Services for Children Placed in Foster Care: An Overview of Current Challenges. Child 

Welfare, 5-26. 

Rescorla, L. A., Ginzburg, S., Achenbach, T. M., Ivanova, M., Almqvist, F., Begovac, I., . . . 

Verhulst, F. C. (2013). Cross-informant agreement between parent-reported and 

adolescent self-reported problems in 25 societies. Journal of Clinical Child & Adolescent 

Psychology, 42(2), 262-73. 

Richters, J. E. (1992). Depressed mothers as informants about their children: A critical review of 

the evidence for distortion. Psychological Bulletin, 112, 485-499. doi:10.1037/0033-

2909.112.3.485 

Salazar, A. M., Keller, T. E., Gowen, L. K., & Courtney, M. E. (2012). Trauma Exposure and 

PTSD Among Older Adolescents in Foster Care. Social Psychiatry and Psychiatric 

Epidemiology, 48(4), 545-551. doi:10.1007/s00127-012-0563-0 

Scheeringa, M. S. (2010). Child PTSD Checklist - child and parent versions. New Orleans: 

Tulane University School of Medicine. 

Scheeringa, M. S. (2011). PTSD in Children Younger than Age of 13: Towards a 

Developmentally Sensitive Diagnosis. Journal of Child & Adolescent Trauma, 4(3), 181-

197. 

Scheeringa, M. S., Wright, M. J., Hunt, J. P., & Zeanah, C. H. (2006). Factors Affecting the 

Diagnosis and Prediction of PTSD Symptomatology in Children and Adolescents. 

American Journal of Psychiatry, 163(4), 644-651. doi:10.1176/ajp.2006.163.4.644 



33 

 

Schreier, H., Ladakakos, C., Morabito, D., Chapman, L., & Knudson, M. (2005). Posttraumatic 

Stress Symptoms in Children after Mild to Moderate Pediatric Trauma: A Longitudinal 

Examination of Symptom Prevalence, Correlates, and Parent-Child Symptom Reporting. 

The Journal of Trauma, 58(2), 353-363. doi:10.1097/01.TA.0000152537.15672.B7 

Scott, K. M., Smith, D. R., & Ellis, P. M. (2010). Prospectively Ascertained Child Maltreatment 

and Its Association With DSM-IV Mental Disorders in Young Adults. Archives of 

General Psychiatry, 67(7), 712-719. doi:10.1001/archgenpsychiatry.2010.71 

Semansky, R. M., Koyanagi, C., & Vandivort-Warren, R. (2003). Behavioral health screening 

policies in Medicaid programs nationwide. Psychiatric Services, 54(5), 736-739. 

doi:10.1176/appi.ps.54.5.736 

Stein, B. D., Zima, B. T., Elliott, M. N., Burnham, M. A., Shahinfar, A., Fox, N. A., & Leavitt, 

L. A. (2001). Violence Exposure Among School-Age Children in Foster Care: 

Relationship to Distress Symptoms. The American Academy of Child and Adolescent 

Psychiatry, 40(5), 588-594. doi:10.1097/00004583-200105000-00019 

Stover, C. S., Hahn, H., Im, J. J., & Berkowitz, S. (2010). Agreement of Parent and Child 

Reports of Trauma Exposure and Symptoms in the Early Aftermath of a Traumatic 

Event. Psychological Trauma: Theory, Research, Practice, and Policy, 2(3), 159-168. 

doi:10.1037/a0019185 

Tingskull, S., Svedin, C. G., Agnafors, S., deKeyser, L., Sydsjo, G., & Nilsson, D. (2015). Parent 

and Child Agreement on Experience of Potential Traumatic Events. Child Abuse Review, 

24, 170-181. doi:10.1002/car.2287 

Toche-Manley, L. L., Dietzen, L., Nankin, J., & Beigel, A. (2014). Are Two Voices Better Than 

One? Predicting Permanency in Minority Youth Using Multi-informant Mental Health 

and Strength Data. The Journal of Behavioral Health Services & Research, 41(3), 356-

369. doi:10.1007/s11414-012-9280-4 

U.S. Department of Health and Human Services, Administration on Children, Youth and 

Families, Children's Bureau. (2016, June). Child Welfare Outcomes 2015: Report to 

Congress. Washington, D.C. Retrieved July 16, 2018, from 

https://www.acf.hhs.gov/sites/default/files/cb/cwo2015.pdf#page=16 

United States Census Bureau. (2010). County classification lookup table. Retrieved August 25, 

2018, from https://www.census.gov/geo/reference/urban-rural.html 

 

 

  



34 

 

Table 1. Exposure to Specific Types of Trauma Events and Youth-Caregiver Agreements. 

 Foster Care Family Services 

 7-12 Years 13-18 Years 7-12 Years 13-18 Years 

Trauma 

Events 

k Youth  

(%) 

Caregiver 

(%) 

k Youth  

(%) 

Caregiver 

(%) 

k Youth  

(%) 

Caregiver 

(%) 

k Youth  

(%) 

Caregiver 

(%) 

Vehicle 

Accident 

.78 12.2 11.4 .70 15.8 12.0 .75 11.4 10.5 .68 14.2 11.8 

Animal 

Attack 

.57 7.8 4.5 .58 15.2 8.9 .43 8.0 3.5 .57 10.6 7.0 

Disaster .64 17.2 14.8 .65 33.5 28.1 .67 14.9 16.4 .65 25.9 25.2 

Medical .64 14.5 12.6 .48 16.8 12.2 .56 11.5 8.7 .33 12.4 9.9 

Physical 

abuse 

.72 22.3 21.9 .70 34.5 30.9 .64 7.7 7.4 .58 12.4 10.2 

Sexual 

abuse 

.81 12.6 13.5 .82 27.3 26.9 .77 4.5 5.4 .84 14.4 12.7 

Injury .40 9.1 5.6 .46 10.9 7.2 .41 7.7 3.0 .31 7.8 3.6 

Witnessing 

DV 

.63 21.5 22.5 .62 22.7 21.1 .53 9.6 9.1 .61 13.2 13.5 

Other .74 8.1 10.1 .39 4.6 6.2 .65 5.3 5.4 .62 5.3 3.7 

1 or more 

events 

 59.8 53.9  52.0 44.8  46.6 45.5  27.6 24.3 

2 or more 

events 

 32.1 26.3  34.5 25.6  20.7 16.2  13.6 10.7 

3 or more 

events 

 15.9 13.6  22.2 13.5  9.7 6.5  6.5 4.9 

Sample sizes for data analyses for each type of event: FC 7-12 ranged from 806-852, and Other = 434; FC 13-18 ranged from 568-

594, and Other = 306; FS 7-12 ranged from 971-994, and Other = 589; FS 13-18 ranged from 409-416, and Other = 244.
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Table 2. Youths as Respondents: Agreements for Scoring Above Cutoffs Between Youth Respondents and Joint Scores. 

Problem Group Age Joint Yes 

Youth Yes 

(n) 

Joint Yes 

Youth No 

(n)  

Joint No 

Youth No 

(n) 

Youth Score 

Above 

Cutoff (%) 

Joint Score 

Above 

Cutoff (%) 

Statistic (Youth 

vs. Joint) 

 

PTSD 

FC 7-12 166 61 396 26.7 36.4 394.77, p<.0001 

13-18 213 57 248 41.1 52.1 332.27, p<.0001 

FS 7-12 87 31 396 16.9 23.0 351.45, p<.0001 

13-18 87 20 183 30.0 36.9 212.56, p<.0001 

 

Int 

FC 7-12 120 58 764 12.7 18.9 590.25, p<.0001 

13-18 141 80 472 20.4 31.9 378.06, p<.0001 

FS 7-12 65 36 883 6.6 10.3 608.46, p<.0001 

13-18 66 31 343 15.0 22.1 274.57, p<.0001 

 

Ext 

FC 7-12 93 106 747 9.8 21.0 387.16, p<.0001 

13-18 76 87 530 11.0 23.5 277.56, p<.0001 

FS 7-12 55 75 861 5.6 13.1 385.67, p<.0001 

13-18 28 45 369 6.3 16.5 151.11, p<.0001 

ADHD 

FC 
7-12 114 81 750 12.1 20.6 498.61, p<.0001 

13-18 90 53 549 13.0 20.7 397.18, p<.0001 

FS 
7-12 64 72 857 6.5 13.7 431.08, p<.0001 

13-18 42 29 366 9.6 16.3 239.53, p<.0001 

Note: PTSD = posttraumatic stress disorder. Int = Internalizing. Ext = Externalizing. ADHD = attention-deficit/hyperactivity disorder.  

Test statistic of youth versus joint is the chi-square test.
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Table 3. Caregivers as Respondents: Agreements for Scoring Above Cutoffs Between Caregiver Respondents and Joint Scores. 

Problem Group Age Joint Yes 

Other Yes 

(n) 

Joint Yes 

Other No 

(n)  

Joint No 

Other No 

(n) 

Scored 

Above 

Cutoff (%) 

Joint Score 

Above 

Cutoff (%) 

Statistic 

(Caregiver vs. 

Joint) 

 

PTSD 

FC 7-12 130 97 396 20.9 36.4 286.59, p<.0001 

13-18 130 140 248 25.1 52.1 159.42, p<.0001 

FS 7-12 48 70 396 9.3 23.0 177.68, p<.0001 

13-18 49 58 183 16.9 36.9 100.84, p<.0001 

 

Int 

FC 7-12 93 85 764 9.9 18.9 442.89, p<.0001 

13-18 104 117 472 15.0 31.9 261.34, p<.0001 

FS 7-12 39 62 883 4.0 10.3 355.03, p<.0001 

13-18 50 47 343 11.4 22.1 199.47, p<.0001 

 

Ext 

FC 7-12 150 49 747 15.9 21.0 669.17, p<.0001 

13-18 124 39 530 17.9 23.5 491.06, p<.0001 

FS 7-12 83 47 861 8.4 13.1 599.96, p<.0001 

13-18 49 24 369 11.1 16.5 278.57, p<.0001 

ADHD 

FC 
7-12 127 68 750 13.4 20.6 564.30, p<.0001 

13-18 60 83 549 8.7 20.7 252.22, p<.0001 

FS 7-12 78 58 857 7.9 13.7 533.41, p<.0001 

13-18 38 33 366 8.7 16.3 214.54, p<.0001 

Note: PTSD = posttraumatic stress disorder. Int = Internalizing. Ext = Externalizing. ADHD = attention-deficit/hyperactivity disorder.  

Test statistic of caregiver versus joint is the chi-square test. 
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Table 4. Agreements for Scoring Above Cutoffs Between Youth and Caregiver Respondents. 

Problem Group Age Youth-Caregiver Agreement 

(kappa) 

 

PTSD 

 

FC 

7-12 .57 

13-18 .38 

 

FS 

7-12 .37 

13-18 .47 

 

Int 

 

FC 

7-12 .48 

13-18 .40 

 

FS 

7-12 .27 

13-18 .33 

 

Ext 

 

FC 

7-12 .46 

13-18 .39 

 

FS 

7-12 .32 

13-18 .39 

ADHD 

FC 

7-12 .51 

13-18 .30 

FS 

7-12 .29 

13-18 .42 
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Table 5. Youth-Caregiver Agreement to Meet Cutoffs Over Time in Foster Care Group. 

Problem Age Time 1 Youth-Caregiver Time 2 Youth-Caregiver 

kappa 95% CI kappa 95% CI 

PTSD 7-12 .42 (.23, .62) .57 (.39, .75) 

13-18 .44 (.25, .63) .63 (.43, .83) 

Int 7-12 .23 (.01, .46) .48 (.27, .69) 

13-18 .45 (.22, .68) .59 (.39, .79) 

Ext 7-12 .40 (.19, .61) .45 (.26, .65) 

13-18 .41 (.13, .69) .59 (.35, .84) 

ADHD 7-12 .43 (.23, .63) .16 (-.05, .38) 

13-18 .43 (.17, .69) .78 (.57, .99) 

Note: 95% CI = Ninety-five percent confidence interval. None of the Time 2 95% CIs were 

significantly different from the Time 1 95% CIs; all Time 1 and 2 95% CIs overlapped. 

 

 


