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Background. Many studies have used retrospective reports to assess the long-term consequences of early life stress.
However, current individual characteristics and experiences may bias the recall of these reports. In particular, depressed
mood may increase the likelihood of recall of negative experiences. The aim of the study was to assess whether specific
factors are associated with consistency in the reporting of childhood adverse experiences.

Method. The sample comprised 7466 adults from Canada’s National Population Health Survey who had reported on
seven childhood adverse experiences in 1994/1995 and 2006/2007. Logistic regression was used to explore differences
between those who consistently reported adverse experiences and those whose reports were inconsistent.

Results. Among those retrospectively reporting on childhood traumatic experiences in 1994/1995 and 2006/2007, 39%
were inconsistent in their reports of these experiences. The development of depression, increasing levels of psychological
distress, as well as increasing work and chronic stress were associated with an increasing likelihood of reporting a child-
hood adverse experience in 2006/2007 that had not been previously reported. Increases in mastery were associated with
reduced likelihood of new reporting of a childhood adverse experience in 2006/2007. The development of depression and
increases in chronic stress and psychological distress were also associated with reduced likelihood of ‘forgetting’ a pre-
viously reported event.

Conclusions. Concurrent mental health factors may influence the reporting of traumatic childhood experiences. Studies
that use retrospective reporting to estimate associations between childhood adversity and adult outcomes associated
with mental health may be biased.
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Introduction

Adverse childhood experiences are common
(Thompson & Cui, 2000) and have been associated
with many unfavourable psychological and physio-
logical outcomes such as depression (Bernet & Stein,
1999; Heim & Nemeroff, 2001; Hovens et al. 2010;
Nelson et al. 2012; Colman et al. 2013), post-traumatic
stress disorder (PTSD) (Widom, 1999; Heim &
Nemeroff, 2001; Moffitt et al. 2007; Hovens et al.
2010), cardiovascular disease (Dong et al. 2004) and
chronic pain. Despite the accumulation of evidence
on the adverse long-term effects of such experiences,

controversy exists around the validity of information
from the retrospective reports largely used to generate
these findings (Widom &Morris, 1997). Suggested pro-
blems in establishing accuracy in the retrospective re-
call of childhood adverse experiences include the
fallibility of memory for such experiences (Williams,
1994; Widom & Morris, 1997; Brennen et al. 2010),
measurement bias (Fergusson et al. 2000) and inten-
tionally false reporting (Widom & Morris, 1997).
Despite these criticisms of the reliability and validity
of retrospective reporting, several studies have found
it to be accurate for assessing childhood maltreatment
(Paivio, 2001; Hardt & Rutter, 2004). However, individ-
ual characteristics and experiences may influence the
reporting of adverse experiences – a concept with po-
tentially serious implications for reporting accuracy.
For example, it has been shown that current mood
can influence the likelihood of a negative experience
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being recalled (Clark & Teasdale, 1982; Dalgleish &
Watts, 1990). In particular, depression has been asso-
ciated with a tendency to recall more negative experi-
ences (Gotlib & Joormann, 2010; Whalley et al. 2012).

A handful of studies have assessed cross-temporal
stability in retrospective reports of adverse childhood
experiences (Hardt & Rutter, 2004). Overall, these stud-
ies suggest a good deal of variability between retro-
spective reports at different times (e.g. 50–73%
stability in reporting of separation from parents;
Finlay-Jones et al. 1981), but have not found evidence
of an association between inconsistency of reporting
and mental state at the time of recall (Hardt &
Rutter, 2004). However, these studies are limited by
relatively small sample sizes and short follow-up peri-
ods (i.e. 18 months, Finlay-Jones et al. 1981; 3 years,
Fergusson et al. 2000).

The objective of this study was to examine the asso-
ciation between inconsistencies in reporting of child-
hood adverse experiences and several mental health
factors, using a large longitudinal study of Canadian
adults with a follow-up time of 12 years. We hypothe-
sized that increases in adversity during adulthood,
particularly depression and psychological distress,
would be associated with new reports of childhood ad-
versity that had not been previously reported 12 years
earlier.

Method

Study population

This study used data from the Canadian National
Population Health Survey (NPHS), which is a nationally
representative cohort of 17 276 Canadians followed by
Statistics Canada every 2 years between 1994 and
2010. The response rate was 83.6% in the 1994/1995
cycle of data collection. In the seventh cycle (2006/
2007), 63.6% of participants from the original cohort
were still involved in the study (Statistics Canada,
2007). The study sample included members of the
NPHS who were over 18 years of age in 1994/1995,
and who reported on childhood adverse experiences
in both 1994/1995 and 2006/2007. The final study sam-
ple included 7466 participants.

Childhood adverse experiences

A seven-item index asked whether participants had
experienced the following as a child or teenager: (1) 2
weeks or longer in hospital; (2) parental divorce; (3)
parental unemployment; (4) a frightening experience
that was thought about for years after; (5) being sent
away from home for wrongdoing; (6) family problems
due to parental substance abuse; and (7) physical
abuse by someone ‘close’ (Thompson & Cui, 2000).

The primary outcome measure was consistency of
recall for childhood adverse experiences. We examined
consistency in two subcohorts. The first subcohort con-
sisted of those who did not report an adverse child-
hood experience in 1994/1995. Among participants
who did not report a childhood adverse experience
in 1994/1995, inconsistency was defined as reporting
a new childhood adverse experience in 2006/2007
(‘new remembering’). The second subcohort consisted
of those who reported an adverse childhood experi-
ence in 1994/1995. For this subcohort, inconsistency
was defined as failing to report the same experience
in 2006/2007 (‘forgetting’).

Mental health factors potentially associated with
consistency of recall

Several measures of mental health and stress were
investigated for their association with consistency of
reporting of childhood adverse experiences. Mental
health measures assessed included depression, psycho-
logical distress, mastery, work stress and chronic
stress. The presence of a major depressive episode
was assessed using the Composite International
Diagnostic Interview Short Form for Major
Depression (CIDI-SFMD) (Kessler et al. 1998).
Depression was separated into four time-sensitive cat-
egories for analysis: those who reported depression at
both time points, those who were depressed only in
1994/1995 (remitted depression), those who reported
depression only in 2006/2007 (developed depression),
and those who were not depressed at either time point.

Distress was assessed at both time points using the
Kessler K6 psychological distress score (Statistics
Canada, 2007). Mastery was measured by a seven-item
scale based on the work of Pearlin & Schooler (1978) in
which a higher value indicates a stronger sense of mas-
tery. Work stress was measured by 13 questions that
assess job security, autonomy, conflict and satisfaction
(Karasek et al. 1998). Chronic stress was measured by
18 questions that assess stress in personal life, with a
primary focus on relationship and family strife
(Colman et al. 2013). Both stress measures were opera-
tionalized on continuous scales. Baseline levels (1994/
1995) and changes (i.e. increases or decreases) in
these factors between 1994/1995 and 2006/2007 were
assessed, in line with our hypothesis that changes in
mental health factors would be associated with
increased likelihood of inconsistency in reporting ad-
verse childhood experiences from one time point to
the next.

Covariates

We included as covariates several demographic factors
including old age (above age 60 years), gender,
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socio-economic status (ratio of family income to
Statistics Canada’s low-income cut-off score), employ-
ment status (currently unemployed or not), education
(high school completed or not), marital status and
immigration status (immigrant or Canadian-born). As
with depression, time-sensitive categories were created
to capture differences in employment status, education
level and marital status between the two time points
(e.g. married at both time points, married only in
1994/1995, married only in 2006/2007, or unmarried
at both time points).

Statistical analysis

Logistic regression was used to investigate the associ-
ation between each of the mental health factors out-
lined above and consistency in the reporting of
childhood adverse experiences. Separate models were
run to predict ‘new remembering’ in the first subcohort
(with those who consistently reported no adverse
experiences as the reference category) and ‘forgetting’
in the second cohort (with consistent reporters of ad-
verse experiences in both 1994/1995 and 2006/2007 as
the reference category).

Secondary analyses were also conducted to examine
the consistency of reporting for individual events. For
each event, logistic regression was used to predict
‘new remembering’ (with those who did not report
that specific event at either time point as reference)
and ‘forgetting’ (with consistent reporters of that
event as reference) from mental health variables. All
analyses included demographic factors as covariates.

The NPHS used a multi-stage sampling design with
unequal selection probabilities. Normalized sampling

weights were used to adjust for unequal selection prob-
abilities and cluster sampling. SAS 9.2 (USA) was used
for the analyses. This study was approved by the
University of Alberta Health Research Ethics Board.

Results

Of the 3728 participants who reported no adverse
experiences in 1994/1995, 802 reported a new event in
2006/2007. Of the 3738 who reported at least one child-
hood adverse experience in 1994/1995, 2145 responded
‘no’ to the same event in 2006/2007. Of the sample, 54%
of the sample was female, and 81% attained a greater
than high school level of education (Table 1). At
study baseline in 1994/1995, 5.6% of the sample was
depressed.

The proportion of participants reporting each ad-
verse experience in 1994/1995 and 2006/2007 is
reported in Table 2. Long hospital stays, parental

Table 1. Baseline characteristics of study participants in 1994/1995a

Overall
(n = 7466)

Consistent ‘no’
(n = 2926)

Remember
(n = 802)

Consistent ‘yes’
(n = 1593)

Forget
(n = 2145)

Female, % 54.12 50.98 52.08 58.12 56.11
Old age (>60 years), % 12.09 13.95 12.66 10.40 10.59
Non-white, % 7.57 9.41 8.33 3.48 7.34
Completed high school, % 81.14 82.39 81.13 81.97 79.17
Married, % 68.73 71.71 67.37 66.87 66.98
Immigrant, % 16.67 17.79 17.69 15.82 14.93
Depression, % 5.61 2.87 4.32 7.60 8.41
Variable (range)
Mean distress (0–24) (S.D.) 3.29 (3.21) 2.64 (2.69) 2.83 (3.05) 3.88 (3.55) 3.92 (3.44)
Mean stress (0–14.7) (S.D.) 3.05 (2.49) 2.37 (2.06) 2.65 (2.35) 3.53 (2.56) 3.78 (2.73)
Mean work stress (0–40) (S.D.) 19.35 (5.42) 18.52 (5.16) 19.09 (5.30) 19.65 (5.44) 20.38 (5.60)
Mean mastery (2–28) (S.D.) 19.97 (4.25) 20.49 (3.84) 20.28 (4.45) 19.60 (4.47) 19.40 (4.43)
Mean income:LICO ratio (S.D.) 8.3 (23.62) 8.03 (22.85) 10.35 (27.98) 8.59 (23.97) 7.48 (22.35)

S.D., Standard deviation; LICO, low-income cut-off.
a Means and percentages are weighted.

Table 2. Percentage of participants reporting adverse childhood
experiences at each time point (weighted percentage)

1994/1995 2006/2007

Hospital stay 16.53 15.45
Parental divorce 10.68 11.91
Parental unemployment 13.59 9.41
Frightening experience 22.57 19.11
Sent away 2.16 1.62
Parental alcohol abuse 15.24 14.61
Physical abuse 7.68 8.42
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divorce, frightening experiences that were thought
about for years after and family problems due to sub-
stance abuse were reported by more than 10% of the
sample at both time points. The numbers of adverse
events reported at each time point are compared in
Table 3. It was not uncommon for the number of child-
hood adverse experiences reported to vary by two or
more.

In subcohort 1 (i.e. those not reporting a childhood
adverse experience in 1994/1995), depression status
was associated with reporting a new childhood ad-
verse experience in 2006/2007 (χ2 = 17.33, p < 0.001).
Participants who were depressed in 2006/2007 but
not in 1994/1995 had increased odds of reporting a
new adverse childhood experience [odds ratio (OR)
2.25, 95% confidence interval (CI) 1.48–3.42]. Baseline
psychological distress, chronic stress and work stress
were associated with increased odds of reporting a
new adverse childhood experience, as were increases
in these three variables over time (Table 4). Baseline
mastery and increases in mastery were associated
with reduced odds of reporting a new childhood ad-
verse experience.

The converse was observed in subcohort 2 (i.e. those
who reported a childhood adverse experience in 1994/
1995). The development of depression was associated
with reduced odds of answering ‘no’ in 2006/2007 to
any previously reported experience (χ2 = 16.20, p <
0.01; OR 0.57, 95% CI 0.41–0.80). Baseline levels and
increases in psychological distress, as well as increases
in chronic stress, were associated with reduced odds of
‘forgetting’ any event (Table 4). An increase in mastery
was associated with increased odds of answering ‘no’
in 2006/2007 to a previously reported adverse child-
hood experience.

Associations between mental health variables and
consistency of reporting for individual events are

presented in online Supplementary Tables S1 and S2.
Predictors of inconsistency were similar across the in-
dividual events.

Discussion

This study prospectively assessed a range of psycho-
logical factors potentially associated with recall of
childhood adverse experiences, and found several indi-
cations that concurrent mental health may influence
the recall of childhood adversity. Notably, depression
and psychological distress appeared to explain a ten-
dency towards reporting of childhood adverse experi-
ences that had not been reported 12 years earlier, as
were increases in work and chronic stress.
Conversely, those with an improved sense of mastery
appeared less likely to report childhood adverse
experiences that had not been previously reported 12
years earlier. In contrast, the development of depres-
sion, and increases in psychological distress and chron-
ic stress, were associated with decreased odds of
responding ‘no’ to a previously reported event.

These findings run counter to the few studies which
have assessed associations between mental state and
temporal stability of retrospective reporting of adverse
childhood experiences (Hardt & Rutter, 2004); how-
ever, these studies have been limited by relatively
small sample sizes and short follow-up periods.

Depression has been previously associated with
negative memory bias, especially for information that
is emotionally toned (Dalgleish & Watts, 1990); both
clinical depression and induced negative mood have
been found to lead to a higher probability of recalling
negative personal memories (Clark & Teasdale, 1982;
Dalgleish & Watts, 1990; Whalley et al. 2012). This is
known as the mood-congruency hypothesis, which
posits that mood-congruent information is more read-
ily recalled than mood-incongruent information
(Blaney, 1986; Lewis et al. 2005). In line with this hy-
pothesis is our finding that individuals who developed
depression, or reported increased psychological dis-
tress, were more likely to report an adverse childhood
experience in 2006/2007 that was not previously
reported.

A similar pattern was observed in this study in rela-
tion to stress; participants who recalled new childhood
adverse experiences in 2006/2007 were significantly
more likely to have suffered increases in either work
or chronic stress during the reporting period. Stress
may contribute to high state anxiety (Meijer, 2001),
which may in turn facilitate retrieval of negative mem-
ories (Richards & Whittaker, 1990). Anxiety, like de-
pression, has been associated with biases in memory,
favouring recall of threat-related information (Mitte,
2008).

Table 3. Number of adverse childhood experiences reported in
1994/1995 v. 2006/2007 (weighted frequencies)a

1994/1995

2006/2007

0 1 2 3 4

0 2839 667 128 24 18
1 812 828 221 51 11
2 211 300 227 130 31
3 45 105 128 111 35
4 8 15 38 55 34

a Data for participants reporting more than four adverse
childhood experiences have been suppressed due to low cell
sizes.
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Mastery, a psychological concept defined as a sense
of control over one’s life circumstances (Smeets, 2011),
has been found to reduce stress (Wallace & Swaney,
2008) and the negative psychiatric effects of stress
(Mausbach et al. 2006; Ben-Zur, 2008). Notably, in
our assessment of the impact of mastery, those with
higher levels of mastery, and who increased their
levels of mastery by 2006/2007, were found to be
more consistent in their reporting of childhood
adversity.

Of those who reported at least one childhood ad-
verse experience in 1994/1995, the majority failed to re-
port the same experience(s) 12 years later. This
‘forgetting’ of negative experiences may in fact be psy-
chologically adaptive (Anderson & Levy, 2009).
Indeed, the persistence of negative memories has
been associated with major depression (Joormann
et al. 2010). Results from the present study support
this notion – those who developed depression, or
experienced increased stress and psychological distress
were less likely to ‘forget’ previously reported adverse
experiences.

Chronic stress has also been associated with impair-
ments in the extinction of negative memories and fear
responses to traumatic events (Miracle et al. 2006;
Milad et al. 2009). Consistent with these findings,
increases in chronic stress in the present study were
associated with reduced odds of ‘forgetting’ a previ-
ously reported adverse experience.

The childhood adverse experiences reported in the
NPHS were varied in terms of severity. One possibility

is that consistency of recall may be influenced by dif-
ferent factors depending on the severity of the event.
Analyses of individual events revealed similar patterns
of association between psychological variables and
consistency of recall, lending support to our conclu-
sions regarding the impact of these psychological vari-
ables on recall. However, relatively low sample sizes
for certain events may have limited power to detect
effects, and we therefore urge caution in interpreting
discrepancies in results between specific events.

Another important methodological concern in the
present study is that the age at which an adverse ex-
perience occurs has also been found to have an impact
on the recall of such experiences (Hardt & Rutter,
2004), as well as on the presence of depression and
PTSD (Schoedl et al. 2010). Since childhood adverse
experiences were retrospectively assessed in this sur-
vey, and participants were not asked about the time
at which the adverse experience occurred, we could
not assess the impact of age at the time of the experi-
ence on recall consistency.

In the present study, it is unknown whether new
events reported in 2006/2007 represent real recovered
memories or false memories. Research suggests that
false memories may differ qualitatively from real
ones – for example, in vividness, detail and confidence
(Porter et al. 1999). Participants in the NPHS were
asked to report whether each event had occurred, but
did not supply further details about the event.

Our study also had several notable strengths. It was
conducted using longitudinal data from a large,

Table 4. Associations between mental health factors and consistency in reporting of childhood adverse experiencesa

Factor Category

Odds ratio (95% CI)
for reporting new
event in 2006/2007

Odds ratio (95% CI)
for failing to report
previously reported
event in 2006/2007

Depression status Remitted depression 1.39 (0.91–2.14) 1.26 (0.95–1.66)
Developed depression 2.25 (1.48–3.42) 0.57 (0.41–0.80)
Consistently depressed 2.13 (0.60–7.54) 0.67 (0.38–1.18)
Never depressed
(reference)

– –

Psychological distress Baseline 1.09 (1.05–1.13) 0.97 (0.95–1.00)
Change 1.13 (1.10–1.16) 0.95 (0.93–0.97)

Chronic stress Baseline 1.20 (1.15–1.25) 1.00 (0.97–1.03)
Change 1.23 (1.19–1.28) 0.94 (0.92–0.97)

Work stress Baseline 1.08 (1.05–1.11) 1.02 (1.00–1.05)
Change 1.09 (1.06–1.12) 1.00 (0.98–1.02)

Mastery Baseline 0.94 (0.92–0.97) 1.01 (0.99–1.03)
Change 0.93 (0.91–0.95) 1.02 (1.00–1.04)

CI, Confidence interval.
a Models adjusted for gender, age, race, immigration status, socio-economic position, marital status and education.
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nationally representative sample, and controlled for
both baseline levels of and changes over time in key ex-
planatory variables. Importantly, we also controlled
for old age, which may have confounded the assess-
ment of predictive factors in the consistency in the re-
call of childhood adverse experiences in previous
studies, due the effect of older age on memory deficits
(Nielsen et al. 1998; Ros & Latorre, 2010).

In conclusion, these results show that cross-temporal
inconsistencies in the reporting of adverse childhood
events are common, and may be associated with fac-
tors describing concurrent mental state. These findings
have important implications for studies conducted to
date, many of which have relied on the recall of ad-
verse childhood experiences without controlling for
factors associated with current mental state in
adulthood.

Supplementary material

To view supplementary material for this article, please
visit http://dx.doi.org/10.1017/S0033291715002032
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