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Abstract

Exposure to adversity in childhood is associated with elevations in numerous physical and 

mental health outcomes across the life-course. The biological embedding of early experience 

during periods of developmental plasticity is one pathway that contributes to these associations. 

Dimensional models (e.g., McLaughlin et al., 2021) specify mechanistic pathways linking 

different dimensions of adversity to health and wellbeing outcomes later in life. While findings 

from existing studies testing these dimensions have provided promising preliminary support for 

these models, less agreement exists about how to measure the experiences that comprise each 

dimension. Here we review existing approaches to measuring two dimensions of adversity: threat 

and deprivation. We recommend specific measures for measuring these constructs and, when 

possible, document when the same measure can be used by different reporters and across the 

lifespan to maximize the utility with which these recommendations can be applied. Through this 

approach we hope to stimulate progress in understanding how particular dimensions of early 

environmental experience contribute to lifelong health.

Experiences of childhood adversity are common and strongly associated with elevated risk 

for long-term negative health outcomes, including poor physical health, early mortality, and 

a wide range of mental health problems, observed even in mid to late life (Dong et al., 

2004; Felitti et al., 1998; Grummitt et al., 2021; Rich-Edwards et al., 2012). Findings from 
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observational studies have been supported by randomized control trials that manipulate early 

environmental experience, documenting causal effects of adversity experiences on mental 

health, as well as numerous aspects of brain and behavioral development (Humphreys et 

al., 2015; Muennig et al., 2009; Sheridan et al., 2010; Sheridan et al., 2018). Evidence that 

adversity experiences are strongly related to variability in health and wellbeing outcomes 

has generated a number of useful theories conceptualizing the impact of adversity on 

developmental outcomes (e.g., Belsky & de Haan, 2011; Evans et al., 2013; Humphreys 

& Zeanah, 2015a;McLaughlin et al., 2014; Sheridan & McLaughlin, 2014). These models 

generally agree that numerous mechanisms through which early experiences influence 

long-term health outcomes reflect biological embedding during periods of developmental 

plasticity, such that environmental experiences can alter the structure and function of the 

developing nervous system (Hertzman & Boyce, 2009). Indeed, a thriving literature has 

documented both when (Gabard-Durnam & McLaughlin, 2020; McLaughlin & Gabard-

Durnam, 2021; Nelson & Gabard-Durnam, 2020) and how (Danese et al., 2007; Jenness et 

al., 2020; Miller et al., 2018, 2021; Miller et al., 2011; Shackman et al., 2007; Sheridan et 

al., 2020) experiences of early-adversity influence health and well-being.

The emergence of rich theory has been paralleled by an explosion of research on the 

associations between early-life adversity with developmental and health outcomes in 

childhood, adolescence, and early adulthood over the past decade. Although a substantial 

evidence base has appeared on the links between adversity and health outcomes, a major 

impediment to progress has been variability in how adversity is conceptualized and 

measured across studies. Here we make recommendations for measuring adversity, with 

a focus on measures that can be used to assess dimensions of environmental experience 

that have been the focus of recent theoretical models (McLaughlin, Sheridan, & Lambert, 

2014; Sheridan & McLaughlin, 2014). We suggest these measures specifically for use in 

research, not as diagnostic tools with a clinical application (Baldwin et al., 2021). We review 

measures for assessing adversity in (a) childhood and adolescence and (b) adulthood. When 

possible, we propose measures that can be used at multiple life stages and by multiple 

reporters. This article is intended to be useful in planning novel data collection projects 

and understanding how to interpret previously collected data. Specific assessment tools 

may measure relatively unique constructs and therefore yield different findings based on 

their operational definitions of early life adversity. Here we begin with mechanistic theories 

of early-life adversity and identify a set of measures for which mechanisms have been 

proposed, and in some cases, tested.

Approaches to Conceptualizing Early-Life Adversity

A common approach to conceptualizing and measuring early-life adversity is cumulative 

risk (Evans et al., 2013; Felitti et al., 1998). Cumulative risk focuses on the discrete 

number of adverse experiences a child has encountered, without regard to the type, timing, 

severity, or chronicity of these experiences (see McLaughlin et al., 2021 for a review). 

The cumulative risk approach involves creating a count of the number of distinct types 

of adversity, which are conceptualized as indicators of developmental risk (Evans et al., 

2013). In this approach, many kinds of childhood adversity are assessed, and the number of 

exposures endorsed is summed to construct a risk score. Forms of adversity commonly 
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included in cumulative risk scores include abuse, neglect, domestic violence, parental 

criminal behavior, parental divorce, and parental psychopathology, as well as experiences 

of community violence, peer victimization, and poverty (Dong et al., 2004; Finkelhor et 

al., 2013). Implicit in the cumulative risk approach is the assumption that the mechanisms 

through which these diverse experiences influence health outcomes are largely shared or 

universal (McLaughlin et al., 2021). The primary proposed mechanism linking cumulative 

risk with a wide variety of health outcomes is allostatic load, or disruptions in physiological 

regulatory systems that result from chronic experiences of stress (Danese & McEwen, 2012; 

McEwen & Gianaros, 2010). Many people have recommended strategies for how to measure 

cumulative risk using count scores of childhood adversity exposure types (Evans et al., 

2013; Felitti et al., 1998) or using these scores to create latent class profiles (Lanier et al., 

2018). However, the cumulative risk method has several notable limitations (Belsky et al., 

2012; McEwen, 2019; McLaughlin & Sheridan, 2016). Details on these critiques can be 

found elsewhere (McLaughlin et al., 2021).

Dimensional models have proposed an alternate approach to measuring and conceptualizing 

the influence of adversity on neurobiological development and subsequent health and well-

being. These models focus on dimensions of environmental experience that are shared 

across multiple forms of adversity (McLaughlin et al., 2021). Dimensional models have 

been proposed by multiple researchers (Belsky et al., 2011; Ellis et al., 2009; Humphreys 

& Zeanah, 2015b; Sheridan & McLaughlin, 2014) and have converged on three primary 

dimensions that capture core elements of the environment that are present across a wide 

range of adversity experiences. These include dimensions of threat and harshness that 

reflect experiences of harm, or threat of harm, to the physical integrity of the child, 

such as experiences of violence (e.g., physical and sexual abuse, domestic violence, and 

community violence; McLaughlin et al., 2014); deprivation, which reflects reductions in 

expected experiences involving social and cognitive stimulation—particularly in the context 

of caregiver interactions (e.g., neglect, institutionalization, parental separation, lack of 

consistent caregiver interactions, and material deprivation; Sheridan & McLaughlin, 2016); 

and unpredictability (Belsky et al., 2011; Baram et al., 2012), which involves a lack of 

temporal stability in caregiving and other aspects of the early environment.

Theoretical models of threat suggest that children who experience threatening early 

environments are likely to exhibit changes in emotional processing that reflect enhanced 

sensitivity to threat-related information, increased emotional reactivity, and alterations 

in emotional learning, as well as accelerated biological aging (Belsky et al., 2011; 

Humphreys & Zeanah, 2015b; McLaughlin et al., 2014; McLaughlin & Lambert, 2017). 

Existing research is largely consistent with these claims linking numerous experiences 

reflecting threat—including abuse, domestic violence, and community violence—with 

enhanced processing of threat-related information, elevated emotional reactivity, alterations 

in emotional learning, changes in neural circuits involved in salience processing and 

emotional learning, and more rapid biological aging (Colich et al., 2020; McLaughlin et al., 

2019; Pollak et al., 2000, 2009; Pollak & Tolley-Schell, 2003). Deprivation, or reductions in 

social and cognitive stimulation from caregivers, has been theoretically linked with changes 

in high-order cognitive abilities (Humphreys & Zeanah, 2015; Sheridan & McLaughlin, 

2016). Again, existing research across a variety of settings is consistent with this claim 
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linking reductions in caregiver interactions, neglect, and institutionalization with language, 

executive functioning, and social cognition (Geoffroy et al., 2016; Miller et al., 2018, 2020; 

Rosen et al., 2020; Salhi et al., 2021; Sheridan et al., 2018).

Recently, these dimensional models have gained substantial traction as important new 

ways of conceptualizing adversity. However, little information exists on how to measure 

early-life environmental experiences along these dimensions. Numerous existing measures 

are capable of assessing the dimensions of threat/harshness and deprivation. In contrast, 

it is more challenging to assess unpredictability and less agreement exists about how to 

do so (Young et al., 2020); but see Belsky et al., 2011; Davis et al., 2017; Glynn et 

al., 2018 for suggestions on measuring this construct. Given that a review focused on 

measuring unpredictability was recently published (Young et al., 2020), we do not focus on 

measurement of unpredictability in this article. Here, we propose approaches for measuring 

threat and deprivation. Note also that existing measures of deprivation focus largely on 

social, cognitive, and material deprivation and are less well-suited to assessing emotional 

aspects of deprivation, which also have pervasive influences on developmental and health 

outcomes (Tottenham, 2013).

Considerations for Measurement of Adversity Across the Lifespan

Most studies examining associations of early-life adversity with brain, behavior, and health 

outcomes have been conducted in samples of children, adolescents, or early adults. As 

of yet, only a limited amount of evidence documents associations between dimensions of 

adversity and outcomes in mid to late life (Geoffroy et al., 2016; Pereira et al., 2019). 

Understanding the links between early experience and adult health is complicated by the 

fact that the overlap between those who are identified during childhood and adolescence 

as having experienced adversity and those who report these experiences retrospectively 

in adulthood is relatively low (Baldwin et al., 2019). This poor agreement may reflect 

differences in motivation, measurement approaches, and memory biases, among many other 

factors, and both retrospective and prospective reporting biases exist. Additionally, adult 

psychopathology is more strongly associated with self-reported maltreatment in adulthood 

than it is with courtdocumented or informant-reported (i.e., by caregivers, researchers, or 

clinicians) maltreatment in early childhood (Danese & Widom, 2020; Newbury et al., 2018).

Despite the challenges in retrospective assessment of early-life adversity in adulthood, 

such work is essential for efforts to understand the links between early experience and 

later health. Prospective studies are expensive, time-consuming, and when focused on 

associations of early experience with later health, can take many decades to complete. As 

such, we review measures that can be used prospectively with children and adolescents 

and/or their caregivers, as well as those appropriate for retrospective assessment of 

childhood exposure in adults. We separately outline measures which can be used to assess 

threat and deprivation. We describe measures that assess a variety of experiences that 

reflect each of these dimensions separately. Within each dimension, we have organized 

these measures by the age group and reporter for whom they are intended: those that could 

be used in childhood, completed by caregiver, and youth for prospective assessments of 
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adversity experiences, and then complimentary measures that can be used in adulthood for 

retrospective assessment of these constructs.

Measurement of Dimensions

Below we recommend specific measures to assess threat and deprivation. Most existing 

work on childhood adversity has focused on the presence or absence of specific exposures, 

such as maltreatment experiences like abuse and neglect. Indeed, coding the presence or 

absence of discrete exposures is required to utilize a cumulative risk approach (Evans et al., 

2013). As a result, most existing measures of adversity are designed to capture the presence 

or absence of a particular exposure. In contrast, when using a dimensional approach, the 

goal is to assess the presence, severity and frequency, of a wide range of experiences along 

that dimension (see McLaughlin et al., 2021 for a complete discussion). For example, to 

assess the dimension of threat, an ideal measure would evaluate the severity and frequency 

of witnessing or experiencing several different forms of interpersonal violence. Until new 

measures are developed with the goal of assessing underlying dimensions of experience, 

researchers working in this area must rely on existing measures that can be used to 

approximate these dimensions. Because of this, we suggest assessing threat and deprivation 

broadly using multiple measures and creating dimensional variables from them.

Threat

In the dimensional model of adversity, threat is defined as harm or threat of harm to the 

physical integrity of the child, which can occur as a result of experiencing or witnessing 

interpersonal violence or traumatic events in which one believes that one’s life or the life of 

a close other is in danger. Most existing measures focus on one particular form of exposure 

to violence (e.g., partner violence, abuse, or community violence). Therefore, we list several 

psychometrically sound measures below that measure unique aspects of threat and can be 

combined to more fully assess this domain. See Table 1 for a summary of recommended 

measures of threat by reporter. We begin with assessment via caregiver report of children’s 

exposure to threat.

Caregiver Report of Children’s Threat Experiences

The Violence Exposure Scale for Children-Revised (VEX-R).: The VEX-R is an 

interview-based measure that was originally designed to be administered to children (Raviv 

et al., 2001; Raviv, Raviv, Shimoni, Fox, & Leavitt, 1999); however, the interview can also 

be administered to parents using the Parent-Report (VEX-PR) to obtain parental report of 

children’s exposure to various forms of violence (Fox & Leavitt, 1995; Shahinfar, Fox, & 

Leavitt, 2000). The VEX-R is the only measure of threat that can be used independently 

to create a dimension of threat. The VEX-R assesses the frequency of experiencing and 

witnessing a wide range of experiences of violence and includes 22 items. For each form 

of violence, separate questions evaluate witnessing violence occurring to someone else (e.g., 

How many times has your child seen or heard someone push or shove another person 

really hard?) and direct experiences of violence (e.g., How many times has someone pushed 

or shoved your child really hard?). Responses are provided on a Likert scale ranging 

from 0 (Never) to 3 (Lots of times). A total score reflects the frequency of witnessing 
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and experiencing various forms of violence, and separate sub-scales can be created for 

witnessing and direct experiences of violence, and/or separated by Mild Violence or 

Severe Violence. The VEX-R does not query the specific context (e.g., home or school) 

where violence occurred nor the perpetrator of violence as it was not designed to assess 

maltreatment experiences specifically. The parent-report version (VEX-PR) demonstrated 

adequate convergent validity with other measures and internal reliability consistency (David, 

LeBlanc, & Self-Brown, 2015; Shahinfar et al., 2000). An Israeli study that assessed both 

child and caregiver reports found similar means and positive correlations between reporters 

except for a non-significant correlation for child witnessing violence at school (Raviv et 

al., 2001). Scales appropriate for including in the threat dimension are those assessing 

witnessing and direct experiences of violence. Items that may be proxies for unpredictability 

or dangerous environments are not explicitly instances of violence (e.g., seeing someone sell 

drugs) and therefore should not be included in the calculation of a threat index

The Juvenile Victimization Questionnaire (JVQ).: The JVQ (Finkelhor et al., 2005 later 

updated to the JVQ-R2; Finkelhor et al., 2011) is a 34-item measure of victimization 

experiences in children ages 2–17. A caregiver version exists that assesses victimization 

occurring to one’s child. The JVQ screens for 5 domains: Conventional Crime, Child 

Maltreatment, Peer and Sibling Victimization, Sexual Victimization, and Witnessing and 

Indirect Victimization. Each of these areas has its own module, which can be used 

individually as needed in any area that requires a more focused assessment. Optional 

follow-up items include the number of times the child experienced each victimization, the 

perpetrator, whether there was an injury, and specific questions about certain instances. One 

of the benefits of the JVQ is that it has been used in population-representative samples 

to establish national estimates of the prevalence of different types of adverse experiences 

(Finkelhor et al., 2005). In addition to options of full or abbreviated interviews (with 

reduced set of follow ups), the JVQ can be specified to assess instances from the past 

year or lifetime exposure and be administered as a basic screen (with no follow-ups), or a 

reduced item format (12 basic screens without follow-up), which can take as few as 5–10 

minutes. Administration for the full version of the JVQ including follow-up questions takes 

approximately 20–30 minutes. Scales appropriate for including in the threat dimension are 

Conventional Crime, Child Maltreatment, Sexual Victimization, and Witnessing.

The Conflict Tactic Scales (CTS).: These sets of scales are well suited to assess parent-

child conflict and partner violence and can be administered to caregivers. Exposure to abuse, 

neglect, and harsh punishment are measured on the Parent-Child Conflict Tactics Scale 

(CTS-PC; Straus et al., 1998; Straus & Hamby, 1997; Straus, Hamby, & Warren, 2003). 

Intimate partner violence is measured on the Revised Conflict Tactics Scales (CTS-2; Straus, 

Hamby, Boney-McCoy, & Sugarman, 1996). An earlier version is simply called the Conflict 

Tactic Scale (CTS) and measures a number of aspects of family conflict with a low degree 

of specificity. This 10-item short forms that take less than 5 minutes to complete. The CTS 

total score from the 10-item short form is appropriate for assessing the threat dimension as 

long as items assessing addressing conflict with positive discussion are inverse-scored or 

removed. Additional details on the two specific CTS measures are below.
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The Conflict Tactic Scales-Parent Child (CTS-PC).: This parent-child version of the 

CTS is a relatively brief measure (27 questions; 6–8 minutes to complete) administered 

to caregivers regarding current or recent abuse and maltreatment within the family or 

home environment. Sub-scales assess corporal punishment, physical abuse, sexual abuse, 

psychological aggression, neglectful behavior by the caregiver, and non-violent discipline. 

Note that the neglectful behavior sub-scale is a measure of deprivation, not threat, and the 

non-violent discipline scale should not be included as a measure of threat. Severity scales 

provide a dimensional measure capturing the severity of experiences for each subscale. The 

CTSPC can be scored in several ways, depending on the characteristics of the sample, 

measurement purpose, and subscale use. The annual prevalence and annual frequency 

methods are the most common scoring methods, which involve summing the number of 

times each behavior was reported. The CTSPC has been used in over 100 published studies, 

including national and international studies. A short form (CTS-PCS; Straus & Mattingly, 

2007) is only 10 questions, requiring 2–3 minutes to complete. The CTS-PCS is highly 

correlated with and elicits 80–96% of maltreatment experiences as compared to the full 

length form (Straus & Mattingly, 2007). Scales appropriate for including in the threat 

dimension are corporal punishment, physical abuse, and sexual abuse.

The Conflict Tactic Scales-2.: (CTS-2). The CTS-2 is designed to measure intimate partner 

violence, as reported by a caregiver. This is conceptualized as an adversity experience 

for children who observe (i.e., see or hear) this type of violence between caregivers. The 

measure consists of 39 items, which are each asked twice: once about the respondent’s 

behavior and once about their partner’s behavior, yielding a total of 78 questions (10–15 

minutes for administration). Items refer to specific acts and events that can apply to all 

couples including how frequently the respondent or their partner has engaged in behaviors 

ranging from showing concern and respect to severe physical assault. The measure has a 

6th grade reading level and has been used widely across socio-demographic groups. The 

CTS-2 is a self-report measure but can also be administered verbally. Subscales include 

Negotiation (6 items), Psychological Aggression (8 items), Physical Assault (12 items), 

Sexual Coercion (6 items), and an Injury subscale (7 items) to assess the impact of the 

violence. Most commonly, studies ask about behaviors in the past year, but the time frame 

assessed is adaptable. Scoring involves summing the average frequency for each event in 

the subscale and converting to scaled scores. The CTS-2 can be used to estimate prevalence 

(% endorsing at least one instance of each behavior) and chronicity (average frequency of 

each endorsed behavior). Psychometric properties may differ depending on the population 

(see review in Vega & O’Leary, 2007). Test-retest reliability coefficients were 0.97 – 1.00 

(p < .001) with internal consistency coefficients from 0.76 – 0.89. Straus and Douglas 

(2004) developed a short form, which consists of 10 questions and requires approximately 3 

minutes to administer. Scales appropriate for including in the threat dimension are Physical 

Assault, Sexual Coercion, and the Injury subscale.

UCLA Posttraumatic Stress Disorder Reaction Index (UCLA PTSD RI) for 
DSM-5.: Many life-events checklists include questions about exposure to other types of 

violent events (natural disaster, terrorism, war). One example of such a checklist is the 

UCLA Posttraumatic Stress Disorder Reaction Index (UCLA PTSD RI; Rolon-Arroyo et 
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al., 2020; Steinberg et al., 2004). While this index as a whole is most notably used to 

assess symptoms of PTSD, the initial checklist simply identifies the presence or absence of 

a set of exposures and is commonly completed by caregivers about children. This checklist 

can also assess the child’s age(s) at the time of exposure to each event to consider their 

developmental context. The total score from the initial checklist is appropriate for using in 

the threat dimension.

Prospective Assessment of Threat Exposure in Childhood

Children can also report on their own life experiences. Assessing family violence using 

reports from children and adolescents has clinical, ethical, and legal ramifications. In 

research use there are questionnaires which assess potential abuse experiences directly (e.g., 

the CTS-PC asks specific questions about experiences which would be very likely or would 

clearly be defined as physical or sexual abuse). Other questionnaires (e.g., the CTS, VEX-R 

or JVQ) ask more general questions which are not clearly an assessment of abuse. When 

working with populations younger than 18 years, it is the responsibility of the researcher 

to make sure they have the clinical expertise to handle cases where evidence of abuse is 

uncovered during the course of research (i.e., if a case of abuse needs to be reported to CPS). 

This may affect which kinds of questions researchers feel capable of asking.

The Violence Exposure Scale for Children-Revised (VEX-R).—As noted above, the 

VEX-R was originally designed to be administered to children directly, including young 

children (e.g., 4–10 years). Children are presented with a cartoon and caption depicting a 

child of their same sex witnessing each of 22 types of violence (e.g., “Chris sees a person 

slap another person really hard”) and experiencing that same type of violence (e.g., “A 

person slaps Chris really hard”). Children are then asked to report how frequently they 

have witnessed and experienced that type of violence in their own life on a Likert scale. 

Separate versions exist for males and females and adaptations to Spanish and Hebrew 

using a more culturally appropriate child’s name also exist (Raviv et al., 1999; 2001). The 

VEX-R demonstrates adequate convergent validity, internal consistency (Cronbach’s alpha 

0.72–0.86), and test-retest reliability (Fox & Leavitt, 1995; Raviv, et al., 2001; Raviv, et al., 

1999).

Childhood Trauma Questionnaire (CTQ).—The CTQ (Bernstein et al., 1994) is a 

self-report measure designed for use with adolescents and adults to capture childhood 

experiences of abuse and neglect including physical, emotional, and sexual abuse; physical 

and emotional neglect; and aspects of the child-rearing environment. This 70-item measure 

yields four factors: Physical and Emotional Abuse, Emotional Neglect, Sexual Abuse, and 

Physical Neglect. Items are rated according to frequency on a 5-point Likert-type scale 

from 1 (Never True) to 5 (Very Often True). The questionnaire requires 10–15 minutes 

for administration. A widely-used short form with 28 items demonstrated similarly strong 

psychometric properties as the long form in clinical and community samples (Bernstein 

et al., 2003). The CTQ is widely used globally and has been translated and adapted for 

numerous populations including Chinese (Zhao et al., 2005), German (Wingenfeld et al., 

2010), Dutch (Thombs et al., 2009), Italian (Sacchi et al., 2018), Spanish (Hernandez et al., 

2012), Japanese (Mizuki & Fujiwara, 2021), and Portuguese (Grassi-Oliveira et al., 2006). 
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The CTQ can be administered prospectively to children ages 8 and older as a self-report 

measure (e.g., Weissman et al., 2019), although children younger than 12 may need to have 

the items administered verbally by an interviewer. The CTQ has been validated for use in 

children and adolescents and has good reliability when administered to youth (Bernstein 

et al., 1997; Forde et al., 2012). Scales appropriate for use in the threat dimension are the 

subscales of physical, emotional, and sexual abuse.

The Juvenile Victimization Questionnaire (JVQ).—The JVQ can be administered as 

an interview with children ages 8–17 and as a self-report questionnaire for children above 

the age of 12. These versions of the JVQ assess the same domains of exposure to violence as 

the caregiver version, described above. The JVQ demonstrated adequate internal consistency 

and convergent validity (Finkelhor et al., 2005). See the caregiver-report JVQ section for 

more details on items and subscales. Scales appropriate for including in the threat dimension 

are Conventional Crime, Child Maltreatment, Sexual Victimization, and Witnessing.

UCLA Posttraumatic Stress Disorder Reaction Index (UCLA PTSD RI) for 
DSM-5.—This scale was initially designed as a youth self-report questionnaire to assess 

trauma exposure and PTSD symptoms in school-age children and adolescents and is 

appropriate for use in youths younger than 18. The self-report measure of children has 

been used with youth as young as 6, although may need to be read to younger children as it 

is written at an age 12 reading level. Total score on the initial trauma screen is appropriate 

for inclusion in the threat dimension.

Parent-Child Conflict Tactics Scale – Revised (CTSPC-R).—This scale was 

developed to assess psychological and physical abuse from the children’s perspective. It is 

comprised of 22 items from the CTS-PC and uses age-appropriate pictorial representations 

of non-violent discipline, and psychological and physical abuse towards the child in the 

previous year. Items are rated on a 5-point scale (0 = Did not occur to 4 = Every time). 
Visual representations of the five-point scale are provided to allow for pointing instead of 

a verbal answer. Items are presented in three modules, presented in order from mild to 

severe. Exposure to harm from multiple caregivers can be evaluated using the measure. The 

CTSPC-R has demonstrated good internal consistency and convergent validity (Sierau et al., 

2018). Scales appropriate for including in the threat dimension are corporal punishment, 

physical abuse, and sexual abuse.

Retrospective Assessment in Adulthood of Childhood Threat Experiences

Assessing childhood threat exposure in adults requires that adults accurately recall 

experiences prior to the age of 18 that involved harm or threat of harm. While experiences 

of violence are most likely salient events, there are myriad differences in how these events 

are reported across age (see Baldwin et al., 2019 for a review and meta-analysis) and recall 

bias is a particular concern with older adults. One way to reduce variability in these reports 

as a function of age is to use the same measures and informants across different stages of 

the life-course. As such, we provide suggestions for adult measures that are also appropriate 

for use with children or caregiver informants. We also provide some additional examples of 

measures designed for retrospective self-report.
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The Juvenile Victimization Questionnaire (JVQ).—The JVQ can be adapted to 

assess experiences occurring across the entire lifespan, or limited to experiences prior to 

18, with adults for retrospective reporting of childhood adversity. A second revision with a 

reduced number of items, the JVQ-R2 (Finkelhor, Hamby, Turner, & Ormrod, 2011) is also 

available as an adult retrospective screener for childhood adversity experiences before the 

age of 18. Scales appropriate for including in the threat dimension are Conventional Crime, 

Child Maltreatment, Sexual Victimization, and Witnessing.

Childhood Trauma Questionnaire (CTQ).—The CTQ (Bernstein et al., 1994) can 

be administered as a retrospective self-report measure by adults to capture childhood 

experiences of abuse and neglect. Critically, retrospective assessment of abuse using 

the CTQ has been validated against prospective assessment of violence exposure during 

childhood (Liebschutz et al., 2018), suggesting this measure is appropriate for assessing 

childhood experiences of threat retrospectively. Scales appropriate for use in the threat 

dimension are the subscales of physical, emotional, and sexual abuse.

UCLA Posttraumatic Stress Disorder Reaction Index (UCLA PTSD RI).—There 

is an Adult Retrospective version of the UCLA-PTSD-RI that can be used by individuals 

older than 18 to report on childhood or lifetime experiences. Total score on the initial trauma 

screen is appropriate for inclusion in the threat dimension.

Maltreatment and Abuse Chronology of Exposure (MACE).—The MACE (Teicher 

& Parigger, 2015) is a 52-question self-report measure designed to be used retrospectively 

with adults. The MACE was validated in young adults ages 18–25, and has been utilized 

with a full adult range including adults over age 70 (Riedl et al., 2020). The MACE 

assesses 10 types of adversity experiences in childhood (emotional neglect, non-verbal 

emotional abuse, parental physical maltreatment, parental verbal abuse, peer emotional 

abuse, peer physical bullying, physical neglect, sexual abuse, witnessing interparental 

violence and witnessing violence to siblings). Results yield an overall severity score (0 

– 100) and a multiplicity score (0–10; number of types of maltreatment experienced). 

The MACE has good reliability and convergent validity (see Teicher & Parigger, 2015). 

Several translations and cross-cultural adaptations have been validated including for 

Norwegian (Fosse et al., 2020) and Brazilian Portuguese (KluweSchiavon, Viola, & Grassi-

Olivera, 2016) populations. The original version of the MACE also queries when adverse 

experiences happened during each year of childhood, although it can be administered 

without these timing questions. This retrospective reporting on the timing of adversity 

experiences sets the MACE apart from other measures. Evidence suggests that this form 

of reporting in adulthood exhibits good test-retest reliability (Teicher & Parigger, 2015) but 

no data has assessed the validity of this form of reporting from childhood in adulthood. 

Scales appropriate for inclusion in the threat dimension are non-verbal emotional abuse, 

parental physical maltreatment, parental verbal abuse, peer physical bullying, sexual abuse, 

witnessing interparental violence and witnessing violence to siblings.
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Deprivation

Deprivation is defined as a lack of expected experiences of caretaking and cognitive 

and social stimulation during childhood. Experiences that are assessed in this dimension 

include neglect, institutionalization, and a lack of invested caregiving due to low resources 

or caregiver capacity. Conceptually, this is an index of a reduction in (compared to 

developmentally expected) interactions with a caregiver, which is reflected in our choice 

of measures. It is possible that investment in cognitive development that occurs outside of 

the home, such as in schools, can compensate for an absence of such experiences at home. 

However, to date few self-, parent-, or teacher-report questionnaires exist that assess the 

amount of cognitive stimulation provided to children in the classroom or other external 

environments, so we do not address this context of stimulation or deprivation here.

Many instruments that measure violence also include items assessing neglect, including 

caregiver report measures such as the CTS-PC and self-report measures such as the MACE. 

We include recommendations for those measures here, as using instruments that assess 

many aspects of adversity reduces overall burden on participants. However, many of these 

scales are limited in scope in terms of assessing deprivation. These scales typically assess 

specific behaviors that constitute neglect (e.g., not bringing a child to the doctor when she 

is sick), but do not capture the broad range of caregiving experiences that contribute to 

stimulation and, when absent, reflect deprivation. Thus, we additionally suggest measures 

that assess a range of caregiving behaviors across the deprivation dimension, such as 

the Multidimensional Neglectful Behavior Scale (MNBS; Harrington, Zuravin, DePanfilis, 

Ting, & Dubowitz, 2002; Kauman Kantor et al., 2004; Straus, Kinard, & Williams, 2011). 

Cognitive stimulation and parental involvement in the child’s learning are key constructs 

theorized to comprise the underlying dimension of deprivation. These aspects of the early 

environment are assessed in the Home Observation for Measurement of the Environment 

(HOME; Bradley et al., 2001; Bradley & Caldwell, 1977) and StimQ (Mendelsohn, Dreyer, 

Tamis-LeMonda, & Ahuja, 1999). However, these measures were developed for use with 

young children and are not validated for use as retrospective reporting tools. Retrospective 

reporting in adulthood on experiences of cognitive stimulation in childhood is not advised. 

More details about these recommended measures are below. See Table 2 for a summary of 

recommended measures of deprivation by reporter.

Caregiver Report of Deprivation in childhood

The Conflict Tactic Scales-Parent Child (CTS-PC).—The CTS-PC contains a 5-item 

neglect subscale that assesses the presence of five neglectful behaviors (e.g., left your child 

alone at home even though you thought they were too young) during the child’s lifetime, 

providing a relatively limited assessment of deprivation. The neglect subscale is the only one 

which is appropriate for use in the deprivation dimension.

Multidimensional Neglectful Behavior Scale (MNBS).—The MNBS measures the 

extent to which the child’s environment meets four basic developmental needs: physical 

(food, clothing, shelter, medical care); emotional (e.g., affection, companionship, support); 

supervisory (e.g., limit setting, attending to misbehavior, knowing child’s activities); and 

cognitive (e.g., reading to child, explaining things). A parent-report version of the MNBS 
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(MNBS-PR; Kantor et al., 2004) can specify a time period, be asked of multiple caregivers, 

and be administered via interview or independently completed questionnaire format to 

parents with a 7th grade or higher reading level (Kantor et al., 2004; Straus et al., 2011). 

Kantor’s development studies of the MNBS-PR (2003, 2004) utilized a 45-item Likert-type 

self-report scale administered to mothers and fathers of 10–15-year-old youth. A shorter 

10-item form was also validated (Holt et al., 2004). A Turkish version of the MNBS-PR 

was also developed to assess parental neglectful behaviors in a Turkish sample (Beyazit 

& Ayhan, 2019). The entire MNBS scale is appropriate for inclusion in the deprivation 

dimension.

Home Observation for Measurement of the Environment (HOME).—The HOME 

(Caldwell & Bradley, 1984; Bradley, Corwyn, McAdoo, & Garcia Coll, 2001) was 

originally designed as an in-person interview and observation. There are several versions 

for developmentally-appropriate use across ages. The Infant-Toddler version (IT-HOME; 

for ages 0–3) contains 45 items, the Early Childhood version (EC-HOME; for ages 3–

6) contains 55 items, and the Middle Childhood version (MC-HOME; for ages 6 to 

9) contains 59 items. Because the full version requires direct observation of the home 

environment, many researchers prefer to use the well-validated short forms of the HOME 

that can be administered to caregivers as a questionnaire. For example, the Early Childhood 

HOME-SF (for ages 3–6) consists of 26 items. A total of 15 items are completed by the 

caregiver, and 11 are completed by the interviewer based on observations of the home 

environment and parent-child interactions, although the latter items can be excluded if 

direct home observation is not possible. The HOME-SF yields a cognitive stimulation (14 

items) subscale that is most relevant to the deprivation dimension, although some studies 

have utilized confirmatory factor analysis to identify cognitive stimulation using a slightly 

different configuration of items (Rosen et al., 2020). See Totsika & Sylva (2004) for review 

of HOME outcome studies. The HOME demonstrates adequate internal consistency across 

a variety of populations (Sugland et al., 1995). Note the original version of the HOME 

questionnaire includes gendered assumptions about family member composition and their 

roles. Wording should be modified to be inclusive of current family contexts, an upc. All 

parts of the HOME and HOME-SF, except the questions about physical discipline and 

parental warmth, are appropriate for use in the deprivation dimension.

StimQ.—The StimQ (Mendelsohn, Dreyer, Tamis-LeMonda, & Ahuja, 1999) is a caregiver 

interview designed for use in both clinical and research settings to assess the role of the 

child’s primary caregiver and the home environment in providing cognitive stimulation. 

Versions vary by age for developmental appropriateness. The StimQ-I (Infant) for 5- to 

12-month-olds has 43 items, the StimQ-T (Toddler) for 12- to 36-month-olds has 39 items, 

and the StimQ-P (Preschool) has 49 items for 36- to 72-month-olds. The StimQ requires 

approximately 15 to 20 minutes to administer and 2 to 3 minutes to score. Results of 

the StimQ yield 4 subscales: Availability of Learning Materials (e.g., developmentally 

appropriate toys), READ (e.g., shared reading activities, books in the home), Parental 

Involvement in Developmental Advance (e.g., frequency and quality of teaching activities), 

and Parental Verbal Responsivity (e.g., verbal interactions between parents and children). 

The StimQ provides a detailed assessment of cognitive stimulation appropriate for samples 
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where this construct is central to the research questions. Psychometric analysis shows high 

internal consistency and test-retest reliability and good convergent validity (Guevara, 2018). 

All subscales of the StimQ are appropriate for use in the deprivation dimension.

Self-Report of Deprivation Experiences Reported in Childhood

Multidimensional Neglectful Behavior Scale (MNBS).—The MNBS, originally 

developed for use with adults, has been adapted for retrospective recall with older youth 

(e.g., ages 12–14; Dubowitz et al., 2011). Additionally, a child report version (MNBS-CR; 

Kantor et al., 2004) was developed for age and developmentally appropriate administration 

for children ages 6–15 utilizing pictorials that do not require reading. A multi-media 

Audio Computer Assisted Self-Administered Interview (ACASI) computer program was 

developed to test and administer this child report version of the scale (Kantor er al., 2004). 

The program is individualized for the models displayed to reflect the reported age and 

gender of the child, and the gender of the primary caretaker. The full version of the MNBS-

CR demonstrated excellent reliability for older children (ages 10–15) but only moderate 

reliability for young children (ages 6–9) from a clinical neglect sample, as well as good 

convergent validity (Kantor et al., 2004). A Turkish adaptation was also validated for the 

6–9 year form (Beyazit & Ayhan, 2020) and 10–15 year form (Beyazit & Ayhan, 2019). All 

subscales of the MNBS are appropriate for use in the deprivation dimension.

Retrospective Assessment in Adulthood of Childhood Deprivation Experiences

Multidimensional Neglectful Behavior Scale (MNBS).—The MNBS-A (Straus, 

Kinard, & Williams, 2011) was originally developed for use with adolescents and adults to 

retrospectively report on their experiences of neglect across four 5-item subscales assessing 

physical, emotional, supervisory, and cognitive domains.

Maltreatment and Abuse Chronology of Exposure (MACE).—As described above, 

the Maltreatment and Abuse Chronology of Exposure (MACE; Teicher & Parigger, 2015) is 

a 52-question self-report measure, was designed to be used retrospectively with adults. The 

MACE assesses 10 types of adversity experiences in childhood, with two of these subscales 

appropriate for measuring deprivation (i.e., emotional neglect, physical neglect).

An alternate approach to retrospective reporting of deprivation.—As previously 

articulated, assessment of adversity experiences in adult populations is rife with 

complications, where previous exposures can both be missed early in development and 

reported on later or reported on accurately early in development but not described later. 

Carmel & Widom, 2020 recently developed measure to address this concern specifically in 

the area of severe neglect. Development of this measure included Support Vector Machine 

(SVM), a machine learning algorithm, to select an optimal set of items. The final measure 

consists of 10 items to retrospectively assess neglect experiences and identify adults who 

suffered severe neglect who may not have been identified or treated at the time. The scale 

assessed the domains of medical neglect (e.g., dental problems, lacking hygiene); nutritional 

neglect (e.g., untreated food spoilage), shelter (e.g., unfixed broken windows); guardianship 

(e.g., left home alone). This measure also collects information about severity and diversity, 

and propensity (likelihood of having an experience) of experiences. Propensity scores 
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demonstrated strong predictive, construct, and discriminant validity, while the severity and 

diversity scores each only passed 2 of the 3 validity tests. Thus far, to our knowledge, 

this measure has been used and cited in one 2021 peer-reviewed publication (Morris et al., 

2021).

Official Records of Maltreatment Experiences

The Maltreatment Classification System (MCS).—The MCS (Barnett, Manly, & 

Cicchetti, 1993, later updated to the Modified Maltreatment Classification System; English, 

Bangdiwala, & Runyan, 2005) is a nosological system that was developed to quantify 

children’s experience of maltreatment along multiple dimensions based on child protective 

service (CPS) records. This system organizes information regarding subtype (i.e., neglect, 

emotional maltreatment, physical abuse, sexual abuse), timing of maltreatment (age of onset, 

frequency, chronicity, developmental period), relationship of perpetrator(s), occurrence of 

separations and placements, and severity of maltreatment indices. Using the operational 

definitions provided for each subtype, researchers can code archival data.

MCS utilizes information from CPS descriptive narratives and therefore will not capture 

experiences that were not reported, either because these events were never reported to 

authorities or because they were adverse experiences that typically do not warrant CPS 

involvement (e.g., community violence). MCS coding can also be applied to the Maternal 

Maltreatment Classification Interview (MMCI; Cicchetti, Toth, & Manly, 2003), which 

may provide different information as it is a semi-structured interview with the primary 

caregiver about a child’s abuse and family’s contact with child protective services. Though 

the MCS relies exclusively on previously reported incidents, benefits of using archival 

recorded data include availability of data without additional burden to families, the presence 

of information about younger children who cannot self-report, and the reduction in memory 

biases for past events (Manly, 2005). This classification system has also been used broadly, 

which yields results that may be comparable across studies.

Official reports (e.g., child protective services records) can be an important source of 

information about exposure to adversities that involve child maltreatment (i.e., abuse and 

neglect). These sources have a high degree of veracity for documented exposures, but many 

experiences, such as harsh punishment or community violence, are legal and would not be 

captured in these sources. In addition, typically only severe forms of maltreatment come 

to the attention of legal authorities, meaning that many cases of maltreatment are neither 

reported, nor substantiated, and therefore are not reflected in child protective service records. 

The MCS has been used less frequently to create dimensional measures of the frequency 

and severity of maltreatment experiences but could theoretically be used to construct such 

measures.

Conclusions and Future Directions

As new ideas in the field of adversity emerge, researchers must find ways to measure and 

test their concepts. Accumulative evidence supports recently developed dimensional models 

of early-life adversity and their utility in identifying mechanisms linking these experiences 

with psychopathology (McLaughlin et al., 2021). However, no measure currently exists that 
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measures adversity exposure as a dimension. One particularly salient question is, given 

current resources, how do we measure these dimensions of experience? This paper is a 

response to that question. Here we provide guidance for researchers interested in assessing 

the dimensions of threat and deprivation using previously validated measures of adversity. 

This document can also guide researchers so that existing datasets where measurement was 

conceptualized and sometimes executed years ago, can be used to answer new dimensional 

questions about adversity exposure (e.g., Miller et al., 2018, 2020). Herein we primarily 

focused on which measures can be used to assess experiences which fall into the category of 

threat and others which fall into the category of deprivation.

Many exposures that would be considered adversity (e.g., maternal mental illness, parental 

incarceration, parental substance abuse, severe car accidents) are not included in these 

dimensions. This is because, while these are adverse experiences, and likely have negative 

effects on child outcomes, they are either not specifically a deprivation or threat experience 

(e.g., car crash); while they may be weakly predictive of deprivation or threat experiences, 

their occurrence does not indicate with surety that such experiences have occurred (e.g., 

parental substance abuse does not necessitate harm or neglect has occurred to the child). The 

dimensional model of adversity and psychopathology (DMAP) specifically focuses on the 

impact of deprivation and threat on proximal outcomes (Sheridan & McLaughlin, 2016b) 

which increase risk for most forms of psychopathology (McTeague et al., 2016). Thus, these 

other forms of adversity which may increase risk for psychopathology via other mechanisms 

are not considered here. However, if they are measured, they can be used as additional 

control variables (see for example, McGinnis, Sheridan & Copeland, this issue).

Measurement is not always perfect and some existing publications have defined deprivation 

and threat in sub-optimal ways to take advantage of novel longitudinal data, or special 

populations. In initial work with the DMAP hypothesis we, for example, used low parental 

socioeconomic status (SES) as an indicator of deprivation (Sheridan et al., 2017). In 

subsequent analyses we have treated low SES as an exposure which increases risk for 

experiences of deprivation and threat but which is not synonymous with either deprivation 

or threat exposure (Miller et al., 2018). Further, in multiple papers, we now show that when 

measured, deprivation or threat exposures partially account for the impact of low SES on 

predicted outcomes such as executive function, language, or emotion reactivity (Rosen et 

al., 2018, 2020). Thus, our initial use of SES as an indicator of deprivation was likely 

sub-optimal; future work should seek direct measures of deprivation or threat experiences 

and not rely on distal predictors of those experiences. For a comprehensive discussion about 

experiences and exposures please see McLaughlin et al., 2020.

Another example of sub-optimal construction of variables is to measure one experience, 

for instance neglect or physical abuse, and then to conceptualize this as a dimension (i.e. 

using exposure to neglect as a proxy for the dimension of deprivation). This approach 

is at odds with the idea of a dimension, which includes the conceptualization of degree 

within it. Unfortunately, this approach has been fairly common, as existing datasets only 

rarely have multiple indicators of adversity exposure. This has sometimes led to confusion 

about dimensional aspects of the approach we advocate (e.g., Smith & Polack, 2020). In 

existing work in which dimensions have been assessed more comprehensively, multiple 
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exposures have been measured using several different assessment tools, similar to what we 

propose in this review (e.g., Machlin et al., 2019). As we advocate here, these researchers 

measure experiences of multiple different kinds of threat (e.g., physical abuse, sexual 

abuse, community violence) or deprivation (e.g., neglect, low parental stimulation, material 

deprivation) and then aggregate across these different exposures.

Creating Dimensional Composites

Given that the measures suggested in this article, and used in previous studies, were not 

designed specifically to measure threat and deprivation in the way they are conceptualized 

in theoretical models, they must be combined into a composite variable. This can be 

approached in a variety of ways. One way to create a composite from these measures is to 

create a “cut off” score for number of exposures whereby an experience is determined to be 

‘present.’ For example, if a participant reports sufficient instances of physical abuse on the 

CTQ to have a score in the ‘clinically significant’ range, they would be counted as having a 

physical abuse experience. If several types of experiences are measured, the presence of each 

can be defined as “present” or “absent,” then the overall number of ‘present’ experiences 

summed together to create a composite score for each domain (Miller, et al., 2018). Creating 

a variety score that reflects the number of distinct types of exposures that have occurred 

within a specific dimension (e.g., a count of exposure to physical abuse, sexual abuse, 

domestic violence, and community violence to approximate the dimension of threat) is 

essentially a cumulative risk score specific to each dimension. In this approach a degree of 

severity is ‘baked in’ to the measure. For a participant to get a score of 1 or greater, they 

need to have some clinically relevant level of exposure. We refer to ‘clinically significant’ 

here to avoid over-pathologizing a wider range of typically occurring experiences of threat 

or harm (e.g., hit without an object by anyone, including a sibling). However, this method 

also introduces ambiguity that should be approached intentionally: the range of scores is 

determined by the range of measured exposures. Further, note this approach still retains 

some of the problems of cumulative risk measures (e.g., artifactual distinctions and grey 

areas between the presence vs absence of an experience; Evans et al., 2013).

Another approach is to take a mean or sum of standardized scores from multiple scales 

(Machlin, et al., 2019). This approach has the advantage that you get the full range of each 

participants’ experience averaged together and specific categories of exposure do not need 

to be defined. However, to combine across multiple scales in this way requires that scores 

be standardized, usually within the study’s sample. In this case, sample characteristics can 

impact the construction of the dimension. For example, if a sample is largely privileged and 

few individuals have adversity exposure, a person with relatively low adversity exposure 

could statistically have a high score as a result of standardization within the sample. 

However, if an adversity score created in this way, with a privileged sample was used as 

a predictor of other outcomes, because there is little actual exposure to adversity, expected 

associations may not be observed.

Finally, one option which might seem like an obvious choice is a latent variable approach 

such as factor analysis (see Miller, et al., 2020 for an example). Unfortunately, factor 

analysis specifically, requires a theoretical latent variable which is identified by the degree 
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of co-occurrence among like measures. In the case of constructing deprivation and threat 

dimensions, these assumptions aren’t met. For example, neglect and physical abuse are 

likely to co-occur more than, for example, physical abuse and community violence. 

However, we propose that physical abuse and community violence to be on one dimension 

(threat) and neglect to be on another (deprivation) based not on their co-occurrence, but on 

the experiences they represent. For an extensive description of this problem and a novel 

solution, see Sheridan et al., 2020. Overall, we do not recommend a latent variable approach.

Another class of problems can arise when utilizing a combination of items across various 

measures and information from multiple informants (e.g., self-report, caregiver report). As 

is the case in many other domains, information from different reporters frequently does 

not align well (Skar et al., 2021). In many instances, we have found variance in reporting 

on experiences (e.g., being hit as a form of punishment) across measures when the same 

individual is reporting about the same experience type on multiple measures, as well as 

across informants, who are using different versions (e.g., child self-report and caregiver 

report on child) of the same measure. Specifically in the context of adversity, each reporter 

may have various motivations for sharing or not sharing experiences (e.g., privacy, shame/

embarrassment, desire to share or seek help, fear of consequences) and/or may not all be 

aware of the same events. Small differences in the wording of questions can lead to this kind 

of stochastic variation. When combining multiple reports, we generally recommend an “or” 

rule, otherwise known as an “if yes in any case, mark as yes” approach to dealing with this 

common problem. Following this rule, an endorsement by any informant on any measure 

would be sufficient to count that experience as “present,” despite conflictual responses. 

When considering sources of bias in childhood adversity reports, evidence suggests that 

false negatives are common, but false positives (i.e., endorsing adversity that did not occur) 

are rare (Hardt & Rutter, 2004). Thus, we believe that this approach is likely to yield the best 

estimate of exposure, however, we know of no projects which have systematically compared 

potential solutions to this conundrum to determine the best approach.

Relatedly, and as mentioned above and explored in numerous papers, differences in reporters 

(Cooley & Jackson, 2020; Goodman et al., 2010; Newbury et al., 2018) and prospective 

versus retrospective assessment (e.g., Baldwin et al., 2019, 2019; Hardt & Rutter, 2004; 

Herrenkohl et al., 2021; Liebschutz et al., 2018; Naicker et al., 2017; Shaffer et al., 

2008; Tajima et al., 2004; Widom et al., 2004), result in different estimates of exposure 

to adversity. Thus, benefits and limitations of these measurement approaches should be 

considered when selecting measures and interpreting findings.

One clear limitation of the proposed measures and the dimensional approaches which 

inspired their identification is that they do little to examine the importance of timing of 

exposure to adversity. Robust evidence suggests that timing of exposure to adversity is likely 

to influence the degree to which it shifts subsequent developmental trajectories (Fox et al., 

2010; Gabard-Durnam & McLaughlin, 2020). It is similarly likely that timing of exposure to 

deprivation and threat experiences influences the degree to which they shift risk for proximal 

outcomes; future longitudinal or intervention work will most easily address this question. It 

is our hope that this guide to measurement can facilitate that kind of research in existing 

datasets. Additional aspects of adversity which may be central to identifying their impact 
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on outcomes is the perceived severity of the experiences or the proximity (and relationship 

to) the offender. Current dimensional models do not explicitly suggest that differences in 

the impact of adversity by these kinds of variables will occur, thus we do not make specific 

measurement suggestions with regards to them here.

In summary, while the measurements suggested here are not an exhaustive list of 

psychometrically sound assessments of threat and deprivation indicators, they are a list 

of useful tools that can capture dimensions of adversity in upcoming and existing datasets. 

As mentioned previously, we underscore that care and consideration should be taken when 

selecting measurements based on format of administration, respondents available, age of 

youth (when applicable), and compared to each other prior to administration to avoid 

duplication of questions and ensure attention to participant burden in number of questions. 

Finally, as the existing review makes clear, developing a new measurement tool to assess 

dimensions of early experience may simplify study design and facilitate future research. We 

feel this is an important next step.
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Table 1

Measures of Threat Exposure

Type of Exposure Measure Name (Authors, Year) Caregiver about Child Child Self-Report Adult Retrospective

Interpersonal violence (general) VEX-R ✔ ✔

Interpersonal violence (general) CTQ ✔ ✔

Interpersonal violence (general) JVQ ✔ ✔ ✔

Family violence (general) CTS ✔

Physical and Sexual Abuse CTS-PC (R) ✔ ✔

Intimate partner violence CTS-2 ✔

Physical & Sexual Abuse MACE ✔

Other trauma UCLA PTSD RI ✔ ✔ ✔
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Table 2

Measures of Deprivation Exposure

Type of Exposure Measure Name (Authors, Year) Caregiver about Child Child Self-Report Adult Retrospective

Neglect – legal definition CTS-PC ✔

Neglect - expanded MNBS ✔ ✔ ✔

Neglect - expanded MACE ✔

Cognitive enrichment HOME ✔

Cognitive enrichment STIMQ ✔
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