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Abstract This study utilized parent ratings and self-report in
assessing symptoms in children exposed to domestic violence,
and in some cases, physical abuse. Data were collected from
83 parents and children in a domestic violence shelter.
Children, ages 8—16, completed a questionnaire regarding ex-
posure to physical abuse/DV and the TSCC—Alternate form
(TSCC-A; Briere 1996). Parents of children, ages 3—12, com-
pleted the Trauma Symptom Checklist for Young Children
(TSCYC,; Briere 2005). Parent t-scores on were higher than
matched t-scores for child self-report. Parent scores on most
clinical scales were higher for Caucasian than non-Caucasian
parents. Female children were rated as more depressed by
their parents than males. Symptoms scores were positively
correlated with the observation and experience of domestic
violence.

Keywords Domestic violence - Mental health - Children -
Adolescents - Assessment

An estimated 3.3—10 million children live in households with
domestic violence (DV; Carlson 1994; Strauss 1992). While
definitions and terms associated with DV may include acts
along a continuum from being psychologically abused to
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being battered in long-term abusive relationships, the defini-
tion here is partner-to-partner violence witnessed by children,
rather than violence inflicted upon children. While studies
have been done on the effects of DV on women’s health
(Campbell 2002; Campbell and Lewandowski 1997), employ-
ment (Lindhorst et al. 2007; Lloyd 2002), and psychological
functioning (e.g., Bonomi et al. 2006), relatively little is
known about the psychological impact on children
(Fantuzzo et al. 1997). Historically, the measures/
instruments used in many studies have not been designed to
assess symptoms commonly experienced by children exposed
to trauma (Van Horn and Lieberman 2004).

This review and study will address symptoms (including
trauma-related symptoms in children exposed to DV, as well
as differences in symptom presentations based on demograph-
ic variables (e.g., race and sex). It also will address
polyvictimization and dose-related effects, specifically
witnessing the DV perpetrated against a parent plus a child’s
own physical abuse.

Symptom Assessment

The extant literature suggests that children exposed to DV
experience internalizing (Cummings et al. 1991; Kernic
et al. 2003; McFarlane et al. 2006), as well as externalizing
and combined symptoms (McFarlane et al. 2006). Holt et al.
(2008) reviewed the literature examining the impact of DV on
children from 1995 to 2006. They concluded that children
exposed to DV are at increased risk of experiencing
emotional and behavioral problems. Conversely, Grych et al.
(2000) reported that 31 % of children exposed to DV did not
exhibit any signs of maladjustment, and that about 30 % de-
veloped both externalizing and internalizing symptoms, 21 %
developed externalizing symptoms only, and 18 % developed
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internalizing symptoms only. However, it should be noted that
no measures of posttraumatic stress were included in their
study. Johnson et al. (2002) used portions of the Trauma
Symptom Checklist for Children (TSCC) and found that DV
and/or physical abuse (PA) were significant predictors of
child-reported anger and parent-reported aggression (PA and
child-reported witnessing of violence), parent-reported de-
pression (PA, child- and parent-reported witnessing of vio-
lence), child-reported depression (child-reported witnessing
of violence), and self-reports of anxiety (child- and parent-
reported witnessing of violence by the child). However,
PTSD/dissociative symptoms were not examined. Evans
et al. (2008) performed a meta-analysis of 60 studies. They
included both published and unpublished studies in order to
offset the problem of publication bias. Results supported the
association between exposure to DV and internalizing, exter-
nalizing, and trauma symptoms. However, of the 61 samples
included in the meta-analysis, only six studies assessed trauma
in any fashion. They did not find a difference between boys
and girls for externalizing symptoms, but did find that for
girls, the association with internalizing behaviors was stronger
than for boys. They also found that the strength of these rela-
tionships was similar regardless of samples (i.e., clinical set-
tings, battered women’s shelters, community settings, or
school settings). The authors conclude that:

Even the examination of trauma symptomatology, de-
spite being the strongest outcome in the present meta-
analysis, was limited to a small number of studies (k=6).
This dearth is especially concerning given the strong
theoretical links between exposure to violence and
PTSD related symptoms (Kilpatrick and Williams
1998; Margolin and Vickerman 2007) (Evans et al.
2008, p. 137).

Based on the Evans et al. (2008) meta-analysis, the Grych
et al. study (2000) and the Johnson et al. (2002) studies, it
would appear that trauma-related symptoms as a possible out-
come for children witnessing DV has been largely ignored.
Since DV likely represents a traumatic experience for child
witnesses, it is logical to assess PTSD and dissociative symp-
toms. Moreover, according to some authors, posttraumatic
stress has recently emerged as a unifying construct for under-
standing the impact on children of DV (Graham-Bermann
2001; Wekerle et al. 2000).

Demographic Variables
O’Keefe (1994a, b) has reported ethnic differences in behavior
problems and social competence of children exposed to DV.

That is, White children, especially boys, have greater exter-
nalizing behavior problems than African American children.
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Also, African-American mothers reported greater social com-
petence in their children than mothers of White and Hispanic
groups.

Spilsbury et al. (2007) assessed the associations of charac-
teristics of DV incidents with clinically significant levels of
traumatic symptoms and behavioral problems in 687 children
participating in a community-service program for children
witnessing violence. Results demonstrated that perceived
threat and control were associated with greater odds of clini-
cally significant levels of several trauma symptoms (and be-
havior problems in the case of perceived threat) after control-
ling for demographic factors and violence characteristics.
Female sex and White ethnicity increased the odds of some
trauma symptoms and behavior problems. Increasing age re-
duced odds of some trauma symptoms.

Tonelli (2002) examined the relationship between genders
and self-reports of PTSD symptoms related to their exposure to
DV in 75 treatment-seeking adolescents. No gender differences
were found in regards to either PTSD symptomatology (as mea-
sured by the TSCC) or internalizing and externalizing behaviors
(as measured by the Achenbach Youth Self-Report).

Dose Effects and Polyvictimization

Grethel (2005) examined the relationship between the severity
of child symptoms and (a) severity of DV exposure, (b) child
abuse history, and (c) psychosocial stressors. The findings of
this study suggest that children exposed to more severe DV as
measured by the Conflict Tactics Scale had higher rates of
aggressive behavior, attentional difficulties, anxiety, depres-
sion, and dissociative symptomatology, as measured by the
Child Behavior Checklist (CBCL) and the Trauma Symptom
Checklist for Children, than those exposed to less severe DV.
The study also found that children with co-occurring child
abuse and exposure to DV were more likely to have dissocia-
tive symptoms. Additional research in this area is needed.

Children exposed to domestic violence may experience mul-
tiple forms of maltreatment or interpersonal traumas. Terms used
to describe the co-occurrence of potentially abusive/traumatic
events have included complex trauma (Cook et al. 2005),
polvictimization (Ford et al. 2011), and cumulative adversity
(Seery et al. 2010). Common traumatic or abusive events co-
occurring include physical abuse, witnessing DV perpetrated
against and/or by a parent, sexual abuse, emotional abuse, and
neglect. Greeson et al. (2011) in a study of 2251 children found
that for a subsample (n=1584) experiencing complex trauma, the
average number of traumatic events was 5.8 (SD=2.1).
Moreover, 72 % of their sample witnessed DV, 64 % experienced
physical abuse, and 42 % experienced sexual abuse.

Ellens (2009) collected data from 93 mother-child pairs
who were receiving services at a non-profit child abuse agen-
cy. Participants were categorized into either: (a) children who
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witnessed DV, but were not physically abused (witnesses on-
ly), and (b) children who witnessed DV and were also physi-
cally abused (abused witnesses). Child symptoms were mea-
sured using both the Child Behavior Checklist (Achenbach
1991) and the Trauma Symptom Checklist for Children
(Briere 1996). Children from the abused witnesses group did
not evidence more symptoms than children from the
witnesses-only group as measured by both parental and child
self-report data.

Conversely, Hughes et al. (1989) and Kemic et al. (2003)
found that children who witness DV and who are themselves
abused exhibit greater behavior problems than those witnessing
violence only. Others have found that there is a graded or dose—
response relationship between the number of types of childhood
adverse experiences (e.g., child abuse, witnessing of violence
directed towards mother) and both risk behavior (e.g., drug use,
smoking) and disease (ischemic heart disease, cancer, skeletal
fractures) in adulthood (Edwards et al. 2003; Felitti et al. 1998).

Levendosky et al. (2002) studied PTSD symptoms in 62 chil-
dren (39 witnessed DV as per mother reports; 23 were living in
the home when the DV occurred, but did not observe DV based
on mother reports). Two purported measures of PTSD were used.
The first was the PTSD scale from the CBCL, developed by
Wolfe, Gentile, and Wolfe (1989). This scale accurately classifies
PTSD-negative children, but does less well in accurately classi-
fying PTSD-positive children. The second measure was an 18-
item scale of PTSD symptoms developed for the study based on
the DSM-IV criteria for PTSD symptoms, with the addition of
symptoms relevant to young children’s traumatic responses. All
children experienced at least one symptom of trauma, but only
3 % or 24 % of the children, depending on the measure used, met
criteria for PTSD based on the DSM-IV. Children with re-
experiencing trauma symptoms also exhibited more externaliz-
ing behavior problems.

Assessment of Exposure to DV

Children report differently than parents and other informants.
For example O’Brien, John, Margolin, and Erel (1994) found
that when one or both parents denied any exposure to DV for
their children, 21 % of children were able to provide detailed
descriptions of DV. Thus, it is important to assess children’s
reports of exposure to DV.

Summary

Studies that examine differences by sex have found no differ-
ences in symptoms of externalizing problems as assessed by
the CBCL (e.g., Evans et al. 2008; Tonelli 2002). Some of the
same studies have found no difference for internalizing prob-
lems (i.e., Evans et al. 2008; Tonelli 2002). Tonelli (2002) also

found that there were no differences by sex for trauma symp-
toms. However, Spilsbury et al. (2007) found that females
exhibited more behavior problems and trauma symptoms.
Dose effects for trauma have been found (Grethel 2005), and
exposure to DV plus other forms of maltreatment are associ-
ated with more symptoms (Ellens 2009; Hughes et al. 1989;
Kernic et al. 2003; Levendosky et al. 2002).

Spilsbury et al. (2007) reported that as age increased,
symptoms of trauma decreased. Evans et al. (2008) also found
no differences in symptomatology based on setting (e.g., com-
munity vs. shelter). Finally, only O’Keefe (1994a, b) and
Spilsbury et al. (2007) reported differences associated with
race indicating that white children exhibited more externaliz-
ing behavior (O’Keefe 1994a, b; Spilsbury et al. 2007) and
trauma symptoms (Spilsbury et al. 2007).

Thus, the purpose of this study was to utilize both parent
ratings and self-report in assessing behavioral, emotional, and
trauma symptoms in children exposed to DV and abuse. Issues
of sex, race, and age were examined along with dose effects.
Finally, agreement between reports/knowledge of mothers and
children for physical abuse of children was examined.

Method
Procedure

Data were collected from parents and children in a DV shelter.
Consent and assent were obtained as per IRB guidelines.
Children, ages 8-16, completed The Health Resiliency
Intervention for Violence Exposure (THRIVE): Student
Screening Questionnaire (Goodkind 2004) regarding expo-
sure to phyical abuse/DV. Parents were asked about a history
of physical/sexual abuse in their children using the Abuse
Dimensions Inventory (ADI; Chaffin et al. 1997). Children,
ages 8—16, completed the TSCC—Alternate form (TSCC-A,;
Briere 1996). Parents of children, ages 3—12, completed the
Trauma Symptom Checklist for Young Children (TSCYC;
Briere 2005). Not all children completed all measures since
some measures were standardized using a limited age range.

The parent and child were approached independently and
asked if they would volunteer to participate in a study. As
noted above, assent and consent were obtained from children
and parents, respectively. There was no compensation offered
for their participation since the information provided had the
potential to benefit the clients’ treatment.

Participants
The children (»=83; mean age = 9.83, SD=2.96) were female
(39.5 %) and male (60.5 %); ethnicity of the sample was

Latino (44 %), African American (17 %), Caucasian (19 %),
and Biracial (20 %). All informants (children and their
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corresponding parent) were English-speaking. Not all mea-
sures were completed by or for each child due to non-
overlapping age requirements (e.g., the self-report measure,
TSCC-A, [ages 8—12] and the caregiver rating, TSCYC [ages
2—12]) or due to the refusal to complete some items in part or
whole.

Measures

The Health Resiliency Intervention for Violence Exposure
(THRIVE): Student Screening Questionnaire (Stein et al.
2003). Only nine items from the longer Recent Exposure to
Violence Scale were used. This 9-item version was adapted by
Stein et al. (2003) and can be found in Table 1. The Student
Screening Questionnaire asks children to rate the frequency of
specific violent actions either observed or experienced in a family
setting. Goodkind (2004) reported Cronbach’s alpha scores rang-
ing from 0.67 to 0.86 across four points in time. Internal consis-
tency was calculated for all nine items from the current study and
yielded a Cronbach’s alpha of 0.69—approximating a score in
the acceptable range. The THRIVE was administered to children
ages 8 and above, though several children, age 7, were proficient
readers and completed the measure. Due to the age distribution,
there were 25 participants who did not complete the THRIVE,
and another 4 who provided answers to only some items.
Allegations by the child of physical abuse were reported to the
agency staff and discussed prior to hotline reports. The agency
did not allow the researchers to inquire of the child about a
potential history of sexual abuse.

The Trauma Symptom Checklist for Young Children
(TSCYC; Briere 2005) The TSCYC, developed by Briere
in 1999 and published in 2005, is a 90-item parent report
measure for the assessment of trauma-related symptoms in
children ages 3 to 12. There were 65 children between the
ages of 3 and 12; however, 60 mothers completed the
TSCYC to describe their behavior. The clinical scales include
Posttraumatic Stress — Intrusion, Posttraumatic Stress —

Table 1  Percentage of family violence by type

Type of Violence %
Anyone told you they were going to hurt you 357 %
Seen someone in your family told that they were going to be hurt 43.6 %
Have you ever been slapped or hit 47.1 %
Seen someone in your family slapped, hit, or punched 50.0 %
Have you been beaten up 351 %
Seen someone in your family beaten up 32.1 %
Seen someone in your family attacked or stabbed with a knife 8.8 %
Seen someone pointing a real gun at someone in your family 5.4 %
Seen someone in your family being shot or shot at 54 %
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Avoidance, Posttraumatic Stress — Arousal, Sexual
Concerns, Anxiety, Depression, Dissociation, and Anger/
Aggression. The scores of the Posttraumatic Stress scales
sum to a Posttraumatic Stress — Total scale score. The
clinical scales had good reliability with alphas ranging
from 0.81 to 0.93. Additionally, TSCYC scales were pre-
dictive of exposure to sexual abuse, physical abuse, and
witnessing DV. In the current study, the Cronbach alphas
for the TSCYC ranged from 0.89 for Dissociation to 0.80
for Anxiety with one outlier. That is the alpha for Sexual
Concerns was 0.54.

The Trauma Symptom Checklist for Children-Alternate
(TSCC-A; Briere 1996) The TSCC-A is a standardized,
self-report measure for assessing trauma-related symptoms
in children ages 8—16. There were 61 children between the
ages of 8 and 12, though only 57 completed the TSCC-A.
The TSCC-A yields raw scores and T-scores for validity scales
and clinical scales. The clinical scales include Anxiety,
Depression, Anger, Post-traumatic stress, and Dissociation.
The alpha coefficients for clinical scales range from 0.77 to
0.89 in the standardization sample. Adequate convergent, dis-
criminant, and predictive validity have been demonstrated in
normative and clinical samples. In this study, the Cronbach
alphas ranged from a high of 0.87 (Depression) to a low of
0.77 (Dissociation).

Abuse Dimensions Inventory (ADI; Chaffin et al.
1997) The ADI is a 15-scale instrument designed to mea-
sure the severity of physical and sexual abuse. There are
scales measuring abuse severity, duration of abuse, number
of most severely rated incidents, number of total incidents,
abuser reaction to disclosure, use of force or coercion to gain
submission or compliance, use of force or coercion to gain
secrecy, and relationship of the abuser to the victim. The
ordering of items in terms of severity was obtained by sur-
veying a national sample of mental health professionals be-
longing to a national abuse organization. Coefficients of
concordance for orderings averaged 0.87. Inter-rater reliabil-
ity of the scales based upon a semi-structured interview with
non-accused parents ranged from 0.84 to 0.99, and factor
analysis of the instrument produced a four factor solution
with separate factors for physical abuse behaviors, sexual
abuse behaviors, number and duration of physical abuse
events, and number and duration of sexual abuse events
(Chaffin et al. 1997). The severity of sexual and physical
abuse were the only ADI sections utilized. Parents were
asked about the child’s experience of physical abuse and
sexual abuse. The participating agency did not allow the
children to be asked about their potential experience of sex-
ual abuse. Allegations by the mother of physical abuse of
the child were reported to the agency staff and discussed
prior to hotline reports.
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Analysis Procedure

Although a multiple regression was conducted, the problem of
missing data due to non-overlapping ages for administration
of certain tests (e.g., the TSCC-A and TSCYC) reduced the
numbers for analysis. Additionally, 5 % of the sample of chil-
dren, age 8 or above, elected to not complete the THRIVE,
lowering the number of participants available for the multiple
regression. With the five predictor variables, a sample size of
approximately 50 would be required to detect even large effect
sizes. Medium effect sizes would require approximately 90
participants (Field 2009). The analysis for the TSCC-A as
the outcome variable included 49 participants and the analysis
of the TSCYC included 35 participants. Thus, separate anal-
yses by age groups, race, and sex were completed.

Results
Experience of Violence

Children described their experience of being threatened,
slapped or beaten and reported a mean of 1.87 types of abusive
events (SD=1.92 events) with a range of 0—7 events.
Moreover, the computed z-score for skewness was 0.992/
0.322=3.08 indicating a significant number of low scores
(e.g., 18 participants had been threatened, slapped, beaten,
etc. on no occasion; i.e., n=0). Children also reported on other
family members being threatened, slapped, beaten, attacked
with a knife, threatened with a gun, or shot with a gun and
reported a cumulative mean of 1.77 events (SD=1.89) ob-
served. The percentages for either witnessing or experiencing
abusive events are found in Table 1.

Symptoms by Reporter

Parents’ reports of symptoms (z-scores) for their individual
child were higher than the matched child self-reports for the
scales of Anxiety, Depression, Anger, and PTSD (see
Table 2). However, none of the means were in the clinical
range.

Agreement Between Parent and Child for Physical Abuse
Experienced

Parents were asked about a history of sexual abuse and phys-
ical abuse for their children using the Abuse Dimensions
Inventory (Chaffin et al. 1997). Children were asked about
their experiences of physical abuse using the THRIVE
Student Screening (Goodkind 2004). Only seven (7) of 83
parents reported that their child had experienced physical
abuse. However, 29 (or 34.9 %) of children reported
experiencing physical abuse when the mother did not report.
(See Table 3.)

Group Differences by Sex

There were no significant differences in the number of DV
events observed, experienced, or combined based on sex.
Similarly, there were no differences on the TSCC clinical
scales based on sex. For the TSCYC, there were no significant
differences on clinical scales based on sex with the exception
of Depression. That is, the Depression T-score was higher for
females (M=62.27, SD=16.56) than for males (M=53.31,
SD=13.83), ¢ (55)=2.21, p=.032. Additionally, 22.7 % of
females scored in the clinical range for Depression (T
score>65) while only 8.6 % of males scored in the clinical
range.

Group Differences by Age

Age was re-coded as young (ages 4—12) or adolescent (age 13
and older). There were no differences between age groups for
observed, experienced, or combined violence in the home.
There were only three significant differences for the TSCC;
for all three scales, younger children reported higher z-scores
than their older counterparts. Specifically, younger children
reported higher scores on the Hyperresponsive Scale (M=
61.87, SD=21.57) than their older counterparts (M=48.15,
SD=5.68), t=3.90, df=57.99, p=.000; younger children also
reported higher scores on the Anxiety Scale (M=52.89, SD=
14.90) than their older counterparts (M=46.23, SD=5.79), t=
2.47, df=51.32, p=.011. Younger children also reported
higher PTSD Total scores (M=50.49, SD=11.81) than their

Table 2  Differences between Matched TSCYC and TSCC T-Scores (n=40)

Subscale Mean TSCYC/TSCC TSCYC-TSCC-A M Difference (SD) ¢ df p % in Clinical Range (>65) TSCYC/TSCC
Anxiety 59.33/53.08 6.25 (15.04) 263 39 012 281 % 15.0 %
Depression 59.23/53.25 5.98 (15.77) 240 39 .021 140% 20.0 %

Anger 59.48/47.73 11.75 (15.61) 476 39 .000 263 % 5.0 %

PTSD Total 59.33/50.45 8.88 (14.74) 381 39 .000 21.1% 102 %
Dissociation 54.60/53.75 Non-significant NS 14.0 % 21.7 %

Sexual Concerns  50.47/no score No calculation 53 %
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Table 3  Parent and child reports of physical abuse on the ADI (parent
report) and THRIVE (child report)

Informant Abuse reported  Number/%  Informant agreement
Parent Report  No 0 (0 %) Disagree

Child Report  Yes 29 (34.9 %)

Parent Report ~ Yes

Child Report ~ No 2 (2.4 %)

Parent Report  No 0 (0 %) Agree

Child Report ~ No
Parent Report ~ Yes
Child Report  Yes

47 (56.6 %)

5(6 %)

older counterparts (M=45.75, SD=5.10), t=2.09, df=42.61,
p=.042. Since the TSCYC is not administered for children
over the age of 12, there were no TSCYC scores to compare
by age.

Group Differences by Race

There was no significant difference for the number of DV/
abusive events observed, experienced, or combined based
on race. However, there were significant differences based
on race for scales of the TSCYC including Anxiety, Anger,
PTSD Total, and Dissociation Total Specifically, scores for
the Caucasian group were higher on the Anxiety Scale (¥
(3,52)=6.84, p<.01) and all other races. Post hoc compar-
isons using the Tukey HSD test indicated that Caucasian
(M=72.50, SD=16.08) scored significantly higher than
African Americans (M=56.40, SD=16.45), Latinos (M=
52.73, SD=10.12), and biracial children (M=58.05, SD=
14.54).

Scores for the Caucasian group were higher on the TSCYC
PTSD Total Scale (F (3,52)=10.46, p<.001) and all other
races. Post hoc comparisons using the Tukey HSD test indi-
cated that Caucasian (M=76.50, SD=18.92) scored signifi-
cantly higher than African Americans (M=55.10, SD=
15.18), Latinos (M=52.14, SD=10.38), and biracial children
(M=52.42, SD=17.04).

Scores for the Caucasian group were higher on the
TSCYC Dissociation Scale (F (3,52)=3.98, p<.05) and
all other races. Post hoc comparisons using the Tukey
HSD test indicated that Caucasian (M=63.00, SD=9.79)
scored significantly higher than African Americans (M=
50.30, SD=7.72), Latinos (M=52.18, SD=12.22), and bira-
cial children (M=49.50, SD=11.44). Finally, Caucasians
(M=70.50, SD=17.68) scored higher on the TSCYC
Anger Scale (F (3, 52)=4.90, p<.01 than Latinos (M=
51.05, SD=8.69), as per the Tukey HSD post-hoc analysis.
(See Table 4.) There were no significant differences based
on race for any of the TSCC clinical scales.
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Table 4 Differences in TSCYC T-scores based on race

TSCYC subscale Caucasian Non- t df P
Caucasian
M (SD) M (SD)
Response level 41.45 (4.37) 48.71(8.61) —3.57 34.66 .001

Atypical response  55.73 (15.05) 52.13(1049) 087 40 NS

Anxiety 72.64 (16.85) 53.52(12.32) 401 40  .000
Depression 65.00 (19.90) 55.45(1536) 1.64 40 NS
Anger 7127 (18.33) 52.94(10.61) 3.14 1246 .008
PTSD total 76.55(19.85) 52.84(12.04) 373 1271 .003

Dissociation Total 63.64 (10.00) 51.71 (11.08) 3.14 40 .003

Sexual concerns ~ 47.25 (2.99)  51.33(11.09) —2.19 54.93 .033

Correlations Between Level of Family Violence
and TSCC-A/TSCYC Scores

There were 10 correlations (see Table 5), which were significant
between symptoms and violence experienced in contrast to vio-
lence observed with six. There were seven correlations between
experienced violence and self-reported symptoms in contrast to
three parent reported, significant correlations. Thus, self-reported
symptoms and self-reported violence experienced resulted in the
greatest number of significant correlations.

Multiple Regression for Observed and Experienced
DV/Physical Abuse on Symptoms

A multiple regression analysis was performed to determine
how well the predictor variables of gender, age, race, experi-
enced violence, and witnessed violence predicted symptom-
atology in children as measured by the clinical scales of the
TSCC-A (n=49) and TSCYC (n=35). Multicollinearity was
assessed by examination of the correlation matrix for the pre-
dictor variables, by examination of the variance inflation fac-
tors (VIF), and the inspection of the tolerance statistic. The
only significant correlation was for experienced violence and
witnessed violence, with »=0.358 (p<.01). This correlation is
not surprising since all items are derived from the THRIVE.
The VIFs for the multiple regressions ranged from 1.000 to
1.098 for the TSCYC and from 1.000 to 1.166 for the TSCC
analyses. The tolerance statistic was 0.911 or higher for the
TSCYC analyses and 0.858 or higher for the TSCC analy-
ses—all above the recommended cutoff of 0.2 suggested by
Menard (1995).

None of the predictor variables were significant for parent
ratings on the TSCYC scales of Anxiety, Dissociation or
Sexual Concerns. However, experienced violence was a sig-
nificant predictor for Total PTSD (F (1, 33)=5.03, p<.05,
accounting for 13.2 % of the variance), Depression (F (1,
33)=8.99, p<.01, accounting for 21.4 % of the variance),
and Anger scores (F (1, 33)=11.07, p<.01, accounting for
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Table 5 Correlations between DV and TSCC-A/TSCYC
Subscale ALL DV Observed DV Experienced DV

TSCC-A TSCYC TSCC-A TSCYC TSCC-A TSCYC
Under-response —0.43%* —0.13 —0.30%* 0.07 —0.33%* -0.25
Hyper-response 0.46%* 0.14 0.38** —0.04 0.36%* 0.25
Anxiety 0.58%* 0.29* 0.38%* 0.24 0.54%%* 0.19
Depression 0.45%* 0.35% 0.22 0.08 0.47%* 0.43*
Anger 0.53** 0.45%* 0.33%* 0.21 0.49%* 0.50%*
PTSD 0.58%* 0.32% 0.43%* 0.14 0.50%* 0.33*
Dissociation 0.46%* 0.10 0.33%* —0.07 0.40%* 0.19
*p<.05; **p<.01
25.1 % of the variance). Ethnicity also significantly predicted ~ Discussion

Total PTSD scores of the TSCYC (F (1, 29)=9.12, p<.01),
with Caucasians (M=76.5, SD=18.92) scoring higher (F (3,
52)=10.46, p<.001) than African Americans (M=55.10, SD=
15.18, Latinos (M=52.14, SD=10.38), and Biracial children
(M=52.42, SD=17.04).

For the TSCC-A experiencing violence significantly
predicted scores on PTSD (F (1, 47)=18.02, p<.001,
accounting for 27.7 % of the variance), Depression (F
(1, 47)=17.63, p<.001, accounting for 27.3 % of the
variance), Anger (F (1, 47)=19.60, p<.001, accounting
for 29.4 %% of the variance), Dissociation (F (1, 45)=
9.44, p<.01, accounting for 16.6 % of the variance),
and Anxiety (F (1, 47)=22.96, p<.001, accounting for
32.8 % of the variance), For PTSD, witnessed violence
also accounted for a significant though smaller percent-
age of the variance (F (1, 46)=4.54, p<.05, accounting
for 6.5 % of the variance). For Anxiety, the child’s age
also accounted a significant though smaller percentage
of the variance (F (1, 44)=7.54, p<.01, accounting for
9.0 % of the variance), inasmuch as younger children
experience more Anxiety symptoms. (See Table 6.)

Table 6 Means, standard deviations, and intercorrelations for TSCC
(self-reported) anxiety and Experience of Direct Violence (EDV) and
ethnicity, age, and gender

Variable M SD 1 2 3 4
Anxiety 5212 14.03 0.54*%%* —0.10 —0.36** —0.24*
Predictor variable
1. EDV 185 196 - 0.01 0.02 -0.14
2. Ethnicity 185 155 - - —-0.01 -0.07
3. Child’s Age 10.77 233 - - - -0.06

4. Child’s Sex 1.65 048 - - - -

£p<.05, ¥*p<.01, **%p<.001

These findings underscore the importance of measuring
trauma-related symptoms (e.g., PTSD and dissociation) in
children who have witnessed DV and/or experienced physical
abuse in the context of a domestically violent home. There
also is a relationship between self-reported symptoms by chil-
dren and the number of DV event types. Results of the multi-
ple regression indicate that in predicting symptoms, both par-
ent and self-report measures are useful. Additionally, there is a
need to assess for trauma-related symptoms specifically with
instruments which are reliable, valid and normed (e.g., the
TSCC and TSCYC).

Also, there were differences between parent reports of child
symptoms and a child’s self-reported symptoms with parents
endorsing higher T-scores on similar constructs (except for
dissociation). This may be a spurious finding related to the
fact that the different measures for self-report and parent rat-
ings do not measure identical symptoms. Conversely, the
higher ratings could be a function of the parent’s own distress.
Jarvis et al. (2005) found that maternal anxiety and anger were
related to child behavioral problems, but that PTSD symptoms
in children were related solely to physical violence. For the
clinician, the dilemma often is which report is accurate—the
child’s self-report or the parent or caregiver rating? Until ad-
ditional research elucidates this issue, practitioners and re-
searchers may elect to consider as present PTSD symptoms
endorsed by either parent or child—especially since there are
so few studies directly assessing trauma symptoms in children
exposed to DV.

Younger children self-reported more symptoms of anxiety
and PTSD than did teens. Since onset and duration of DV/
trauma and symptoms were not assessed, it is unclear if youn-
ger children were merely more frightened and anxious by
events which were threatening to their sense of security.
However, if teens experienced longer durations of DV, expla-
nations incorporating possible adaptive responses deserve
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exploration. Additionally, the self-report measure (TSCC-A)
does not contain items which are identical to those items on
the caregiver rating (TSCYC).

Fewer relationships between parent ratings of children and
DV event types may reflect an underestimate of the extent of
exposure rather than merely a lack of awareness of symptoms.
Since 34.9 % of cases involved children who reported
experiencing interpersonal violence (without knowledge or
confirmation by mothers), this topic deserves additional atten-
tion. Based on the design of this and many IRB-approved
studies, it would be difficult to determine the exact distribution
of mothers who knew of child-experienced physical abuse and
elected not to report it in the study versus those mothers who
had no knowledge of the physical abuse experienced by the
child. Possible under-reporting of children experiencing phys-
ical abuse is not limited to the caregiver’s knowledge or pos-
sible defensiveness. That is, four children (5 %) refused to
complete some of the THRIVE questions. The motivation
for not answering is impossible to surmise, but might reflect
some protectiveness by a small portion of children.

The findings related to race are somewhat difficult to inter-
pret. Specifically, Caucasian parents endorsed more symp-
toms in their children for several clinical scales than did par-
ents of African American, Latino, or biracial children.
However, there were no differences in self-reported symptoms
(i.e., the TSCC) based on race. This difference between races
for parent report, but not child report may be a function of the
intersection of culture and attitudes about mental health symp-
tomatology for adults. However, through self-reports and free
from stigma about mental health or cultural, children may
merely report existing symptoms. In any event, it deserves
further study. The role of SES was not assessed in this study
and is a shortcoming as it relates to these differences in race.
However, as mentioned, all children were English-speaking.

One of the primary limitations of the current sample is the
small sample size. Additionally, the sample included only DV
shelter residents and did not include a community sample.
Therefore, the ability to generalize beyond a shelter
population is precluded. However, Evans et al. (2008) in their
meta-analysis found no significant differences among symp-
toms in children based on community versus shelter samples.
The sample also was a convenience sample, and there was no
information available about the characteristics of those
mothers who refused to participate in the study. SES also
was not assessed and may confound the interpretation of
differences in some symptoms based on race. Another
limitation is that maternal anxiety and anger were not
assessed. Jarvis et al. (2005) found that child behavior prob-
lems were related only to maternal anxiety and anger; PTSD
was related solely to physical violence. Finally, there is little
known about the psychometric properties of the THRIVE
Student Screening Questionnaire (SSQ). The internal consis-
tency of the nine SSQ items for this sample merely
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approached acceptable (x=0.69). Unfortunately, scale devel-
opment for identification of traumatic events has been slow.

These findings suggest the need to continue to use ratings
of child symptoms from both children and parents. Similarly,
reports of interpersonal violence observed, experienced (in-
cluding physical abuse of children), and combined and rates
of agreement between mothers and children deserve further
study. Finally, mixed findings for symptom presentations for
female and male children deserve more detailed study and
consideration of maternal factors which may contribute to
symptom presentations. This line of research would potential-
ly have policy implications in regions or among shelters where
boys beyond a certain age are excluded from residing in a
shelter based on concerns about aggressive behavior.
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