USING A ‘WOMEN'S AID’ SUPPORT NEEDS
ASSESSMENT (SNA) TO INVESTIGATE THE MENTAL
HEALTH OF CHILDREN IN DOMESTIC ABUSE REFUGES
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How does Domestic Abuse harm children?
T

Through:

» abuse in pregnancy leading to adverse outcomes.
 the sequelae of poor maternal mental health
 Witnessing violent episodes

* 75% directly witnessed violence; 10% witnessed sexual assault of
their mother; 20-70% physically abused

* the social and educational disruption in consequence of fleeing
violence.

» the association of domestic abuse and child abuse



What is the nature of that harm?
HEEeee

* Physical health.

sLow birth weight; poor immunisation and surveillance rates; children
with chronic conditions without access to specialist services;
increase health risking behaviours in adolescent girls; abuse and

neglect; death.

*Cognitive development and educational achievement.

sdevelopmental delay; 8-point reduction in 1Q ; school problems

(bullying, educational failure and school exclusion.)

Mental health



Mental health

o 2 meta analyses : living with domestic abuse causes increased emaotional and
behavioural problems in children

o Witnessing physical aggression has a greater effect then witnessing just verbal
aggression

o boys’ & girls’ experiences within violent families are different

o husbands’ aggression to wives correlate positively to parents’ aggression towards
sons

o boys report higher levels of mother-to-child aggression than girls
o boys more likely to engage in domestic violence as adults

o females more likely to become victims.

o Study of refuge population showed over 50% scoring above threshold for
CAHMS assessment using Rutter behavioural screening questionnaire



Aims & Obijectives
H .

1. Evaluate the usefulness of a Cardiff Women'’s Aid* Support Needs
Assessment (SNA) to investigate the mental health of children
coming into refuge.

2. Provide a preliminary description of the mental health of this
population to inform service need.

3. Provide recommendations to enhance the SNA in order to screen

more effectively for at risk children and target interventions more
effectively

* an NGO providing refuge to women victims of domestic abuse



Setting
s P

o Cardiff. Population = 320,000

o c¢75,000 are aged <17
O in one year 3,924 reports of domestic abuse received by Cardiff Police

o 2,152 involved children aged <17

o Subjects:

m Children staying at any one of the 5 Cardiff Women'’s Aid refuges in a
specified year and receiving care from SafeAs ( included 6 individuals aged

18 -21)



Method (5 medical students doing SSCs)
H .

o Mapping of questions from the SNA to

PTSD symptoms based on ICD10 and DSM IV (only children in the first 6 months
of the study)

>

externalising and internalising behaviours based on the literature (including
abusive behaviours and aggression)

Y

>  minimisation

o Retrospective audit of SafeAs database against PTSD symptom clusters
and behaviours relating to emotional and behavioural difficulties

o Observation of interviews to appreciate context



PTSD Symptoms

There is no “gold standard” assessment to diagnose PTSD symptoms in
children and adolescents.

PTSD Symptom Clusters DSM-IV Child Specific PTSD related
according to ICD-10 Amendments symptomatology in Child

Support Need Assessment

Cluster B: Re-experiencing Repetitive play, trauma Nightmares

Intrusive flashbacks, vivid specific behavioural re- Re-enactment

memories, recurring dreams. enactment (physical, Abusive behaviour
emotional, abusive).

Cluster C: Avoidance Avoidance

Of circumstances Minimising

resembling/associated with

stressor.

Cluster D: Hyperarousal Aggression, oppositional Memory loss,

Inability to recall, difficulty behaviour, regression in Hypervigilance, Difficulties

sleeping, angry outbursts, developmental skills, sleeping, Angry outbursts,

difficulty concentrating, separation anxiety, new Hyperactivity, Bed wetting,

hypervigilance. fears. Attachment difficulties.



PTSD: Of 98 children 79 had data collected related to PTSD:

36/79 (46%) had symptoms in all 3 of the clusters for PTSD (18m and 18f)
PTSD was more common in older children
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Cluster B: Re-experiencing
Intrusive flashbacks, vivid
memories, recurring dreams.

Cluster C: Avoidance

Of circumstances
resembling/associated with
stressor.

Cluster D: Hyperarousal
Inability to recall, difficulty
sleeping, angry outbursts,
difficulty concentrating,
hypervigilance.



Externalising

Internalising

Abusive behaviour

Attachment Difficulties

Angry outbursts

Avoidance (of contact, engagement with workers)

Difficulty with boundaries

Bed wetting

Difficulty with family members

Headaches

Difficulty with peer relationships

Depression/Anxiety

Difficulty with routine

Sleeping difficulties

Hyperactive

Insecure

Hyper-vigilance

Lack of stimulation/socialisation

Re-enactment Memory loss
Inappropriate sexual manner Nightmares
Drugs/Alcohol

In an unhealthy relationship

Inappropriate knowledge of adult affairs

Self harm

Issues around school /nursery

Not attending school




Numbers of children displaying internalising and
externalising symptoms
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Externalising behaviours by gender

Externalising SNA symptoms

Abusive behaviour

43 (43) 57 (58)
Angry outbursts 44 (44) 57 (58)
Difficulty with boundaries 38 (38) 53 (54)
Difficulty with family members 27 (27) 33 (33)
Difficulty with peer relationships 29 (29) 32 (32)
Difficulty with routine 18 (18) 31 (31)
Hyperactive 23 (23) 39 (39)
Hyper-vigilance 39 (39) 27 (27)
Re-enactment 25 (25) 25 (25)

Inappropriate sexual manner

2 (2)

1(1)



Internalising behaviours by gender

BOYS (%

Sleeping difficulties
Insecure

Lack of stimulation
Bed wetting
Memory loss

Not at school
Attachment
Difficulties

Avoidance

55 (55)
47 (47)
20 (20)
13 (13)
8 (8)

10 (10)

48 (48)
33 (33)

54 (55)
51 (52)
18 (18)
14 (14)
5 (5)

13 (13)

45 (46)
33 (33)

Other issues education
Drugs/Alcohol
Self-harm

Nightmares
Headaches
Depression/Anxiety

In an unhealthy
relationship

Inappropriate knowledge

25 (25)
1 (1)

22 (22)
51 (51)
40 (40)
58 (58)

6 (6)
44 (44)

40 (40)
7 (7)

31 (31)
33 (33)
32 (32)
46 (46)

5 5]
44 (44)



Abusive behaviour:
Of 199 children 182 had data collected related to abusive behaviours.

Aged < | 4-8 (%) | 9-12 13-18
4 (%) (%) (%)

Abusive 11 (48) 37 (49) 34(63) 18(65) 57(63) 43(47) 100

Non- 12 (52) 39 (51) 20 (37) 10 (35) 33 (37) 49 (53) 99
Abusive
Total 23 76 54 28 90 92 182

Common across all groups, but appears more likely in males and older
children.

‘He hits his mother and sister regularly. Mum thinks he is copying
his father’



Minimisation
Of 199 children 177 had data collected related to minimisation

O Normalisation of violence
O Not a symptom but a coping strategy

O More common in older children

Gender Minimisers 49 Non-minimisers 128
Male 25/86 (29%) 61/86 (71%)

Female 24/91 (26%) 67/91 (74%)

Age

0-6 10/65 (15%) 55/65 (85%)

7-11 22/72 (31%) 50/72 (69%)

12-18 17/37 (46%) 20/37 (54%)




minimisation and behaviours
-1

internalising behaviours externalising behaviours

M non-
minimisers

B minimisers

M non-
minimisers

M minimisers

Minimisers appear to show more behavioural problems of all types



Limitations
H -

o Opportunistic study

o Support Needs Assessment not specifically designed to
screen for PTSD and other behavioural symptoms.

o (Mainly) Maternal reports of children’s symptoms
o Variation in questioning style between assessors

o Missing data



Conclusions: - the SNA
EEE .
o Needs refinement to better match accepted symptom

clusters

o The assessment needs repeating after a period in
refuge

o Refuge workers need training to ensure consistency



Conclusions & Suggestions - Mental health
HE "

O

Many children have symptoms of PTSD and emotional and behavioural
problems

25% show minimisation as a coping strategy; this seems to be associated
with more emotional and behavioural difficulties and is thus a maladaptive
strategy

There is a gender difference in response to domestic abuse.

Many boys (and quite a lot of girls) exhibit “difficult behaviour” and are
stereotyped as BAD or diagnosed with “ADHD”. It is important that
children’s behaviours are recognised as a consequence of
domestic violence and not the cause of family conflict (or an
indication for medication).

Refuge staff need formal support from Child Mental Health Services to help
them provide a therapeutic environment for these children



Thank you

photo credit: chrismccoy1230.blogspot.com
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