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SUMMARY

The experience of traumatic events can change a person’s life forever.
According to theory and empirical research, traumatic experiences early in life can lead
to greater impact on an individual than traumas occurring in adulthood. Traumatic
events among young people are common with one in every four children living in a
developed country being likely to experience a traumatic event by the time they are 18
years old. However, due to a variety of social, economic and environmental
disadvantages, children from developing countries are at even greater risk of trauma
exposure. To date, most knowledge about the effects of traumatic events in childhood
along with methods of intervention for younger people have come from work in
developed countries. Therefore, considerably more information is needed about the
nature and experience of trauma-exposure and its sequeli among children and
adolescent from developing countries. The research described here, was conducted on
young people from a developing country to get a better understanding of the effects of

trauma on young people in such contexts.

The research conducted in this thesis comprised samples of children and
adolescents from Bangladesh, a developing world country that differs from the
developed world not only on socio-economic grounds but also in cultural factors
including language, traditions, and religion. The four studies described here involved
data collection from a sample of over 1350 children from Bangladesh aged 5 to 17

years. The sample included children from both rural and urban areas and was comprised

XVi



of children from schools as well as a large sample from slum areas and social support
centres. There were three main aims to the research: 1) translate and evaluate the use of
some common Western measures of emotional distress among Bangladeshi children, 2)
understand more about the common traumatic events that children in Bangladesh
experience and the levels of psychological symptoms reported by them, and 3) evaluate
a brief and very cheap intervention to reduce symptoms of emotional distress among
traumatized younger children.

Overall the results showed that several common Western measures of emotional
symptomatology can be successfully translated and used with children from
Bangladesh. Overall structure and psychometric properties of all of the measures were
similar to those found in other populations, pointing to the universality of emotional
distress. Sadly, severe traumatic events were all too common among this population and
included events such as natural disasters, accidents and abuse. Psychological symptoms
were also common and it was found that children living in social support centres
reported significantly higher levels of emotional distress than community children.
Children from support centres also reported more direct exposure to accidents and man-
made traumas and exposure to man-made trauma was a significant predictor of
emotional distress. On the positive side, giving young children from social support
centres a cheap toy (stuffed bear) and providing them with instructions to care for the
bear and give it positive self-statements, dramatically reduced negative symptoms over

a brief period. Future research should examine the cost-effectiveness of this intervention

XVii



on a larger scale and including a longer follow-up, which will have major implications
for the mental health of young people from developing countries.

The studies undertaken in this research project hold positive implications for
both regular clinical work and future research needing measures to monitor children’s
emotional reactions to negative life events. It also provides some important information
about the experience of trauma and emotional symptoms of children from Bangladesh
and points to a possible cost effective intervention. These findings in particular have
potential value for the Government of Bangladesh as well as for non-Government

organisations that assist disadvantaged youth in Bangladesh.
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CHAPTER 1

Introduction



Trauma and its impact on children

Extreme and life threatening events have occurred across history and continue to
occur around the world. Millions of lives have been lost and many more survivors have
struggled to adjust to altered lives due to such events (Guha-Sapir, Hoyois, & Below,
2013). The devastation created by mass disasters that result in large numbers of
casualties are often most salient to the whole population, however smaller scale and
more isolated events are no less traumatic for the individuals who are exposed to them
(McFarlane & Williams, 2012, p.-2). A wide range of traumatic events can produce
extreme threat for an individual resulting in a variety of short-term or long-term
impacts. The psychological impact of traumatic events has been widely studied in the
last forty years and knowledge about emotional reactions to threat continues to expand.
This knowledge has helped improve the management of mental health following
traumatic experiences (McFarlane & Williams, 2012). However, mental health
following exposure to traumas is not managed consistently across different nations. In
many countries, especially those with lower levels of resources, management of trauma-
related distress is still far from ideal. Improved understanding of distress in these
countries and development of low-cost and widely accessible means of management are

desperately needed.

The development of post-traumatic stress disorder (PTSD) represents one of the
most debilitating and widely recognized psychological reactions to trauma (Cloitre et
al., 2009; Morgan, Scourfield, Williams, Jasper, & Lewis, 2003; Norris, Friedman, &
Watson, 2002). Although the majority of research attention has been focused on PTSD,
a variety of other negative emotional reactions can follow exposure to traumatic events.

Hence, this thesis will generally use the broader term, post-traumatic stress reactions



(PTSR) to refer to the broad range of emotional distress that commonly follows
traumatic experiences. While most empirical research has been addressed to traumatic
experiences in adults, over the last 20 years more attention has begun to be focused on
trauma and its effects among children. Early views that children are largely resilient to
the psychological effects of trauma were shown several decades ago to be incorrect
(Lacey, 1972). Extensive research has now established that children can experience a
range of PTSR following a variety of traumatic events including natural disasters (Greca
etal., 2013; Udwin & Boyle, 2000), accidents (B. Bryant, Mayou, Wiggs, Ehlers, &
Stores, 2004; Yule et al., 2000), man-made events, like, intentional injuries (Ackerman,
Newton, McPherson, Jones, & Dykman, 1998; Faust, Chapman, & Stewart, 2008),
interpersonal or domestic violence (Arseneault, Bowes, & Shakoor, 2010; Kitzmann,
Gaylord, Holt, & Kenny, 2003), or community violence (Garbarino, Dubrow, Kostelny,
& Pardo, 1992). These experiences heighten risk for the development of various
impairments in biological, emotional, cognitive and social functioning (Cohen &
Mannarino, 2004; Pervanidou, 2008). When left untreated, traumatized children are
vulnerable to developing various physical and psychological health problems, both in
the short term and into adulthood, for instance, cardiovascular, respiratory and
gastrointestinal problems, severe PTSD, anxiety, depression, dissociation, psychosis,
personality disorders, or dementia, disrupted social relationships, poor attachment, or
difficulty developing close relationships (Battle et al., 2004; Bernard, Jackson, &
Patterson, 2010; Bolton et al., 2004; Briere & Elliott, 2003; Cloitre et al., 2009;
Dalenberg & Palesh, 2004; Drossman, Li, & Leserman, 1996; Drossman, Talley,
Leserman, Olden, & Barreiro, 1995; Galovski, Blain, Chappuis, & Fletcher, 2013;
Goodwin & Stein, 2004; Gould et al., 2012; Green et al., 2010; Horwitz, Widom,

McLaughlin, & White, 2001; Kessler et al., 2010; van der Kolk, Hostetler, Herron, &



Fisler, 1994; Read, Agar, Argyle, & Aderhold, 2003; Schore, 2001; Tsutsumi, lzutsu,

Poudyal, Kato, & Marui, 2008).

Post-traumatic stress reactions (PTSR) among children following trauma
commonly range from PTSD to anxiety and depression (Bolton, O'Ryan, Udwin, Boyle,
& Yule, 2000; Caffo, Forresi, & Lievers, 2005; Suliman et al., 2009; Yule, 1997). These
reactions constitute more proximal reactions to trauma while additional difficulties,
including substance abuse, delinquent behaviours, psychotic symptoms, self-harm and
suicide may occur later in the time-course (Dube et al., 2001; Silverman & La Greca,
2002). The latter complications are especially common among adolescents (Broman-
Fulks et al., 2009; Nooner et al., 2012). In a recent meta-analysis of 64 studies on risk
factors for PTSD in children, a variety of child-centred and trauma-centred factors were
shown to determine the development and severity of reactions to trauma in children.
Factors included demographic factors (e.g. age, gender, genetics, or temperament),
objective aspects of the event (e.g. proximity and intensity of the event, level of
exposure) and subjective trauma characteristics (e.g. experience of intense fear,
perception of threat). Post-trauma individual factors, (perceived social support,
perceived future harm) and post-trauma psychological environment (e.g. loss of close
relatives, provision of supports) showed the substantial effect sizes (Trickey, Siddaway,

Meiser-Stedman, Serpell, & Field, 2012).

The mechanisms through which the experience of traumatic events may
precipitate negative physical and psychological conditions appear to be similar in both
adults and children (Pervanidou, 2008; D. W. Smith, McCart, & Saunders, 2008; Watts-
English, Fortson, Gibler, Hooper, & De Bellis, 2006). Research has shown that trauma

leaves a child with altered physiological and psychological arousal that is associated



with development of later psychological problems (Delahanty, Nugent, Christopher, &
Walsh, 2005; Kassam-Adams, Garcia-Espafia, Fein, & Winston, 2005). Such alterations
in physical and psychological characteristics at an early age increase the vulnerability of
an individual for dysfunctional endocrinal regulation and changed brain shape and
structure (Carrion et al., 2001; De Bellis et al., 1999; Gunnar & Cheatham, 2003;
Morris & Rao, 2013). These changes can lead to lower performance across various tasks
that demand higher brain functioning, (e.g. academic achievement, technical work,
creativity). Stress reactions in the face of trauma also increase individual vulnerability
to negative cognitive factors that increase likelihood for later psychopathology
(Dalgleish, 2004; Gould et al., 2012; Riskind & Williams, 2005; Salmon, Sinclair, &
Bryant, 2007). Changes and distortions in cognitions related to low self-efficacy, self-
esteem, belief and trust in others or thoughts of future safety in relation to the event and
perceived social supports or ability to adjust to future life changes have commonly been
found in children following traumatic events (Bryant, Salmon, Sinclair, & Davidson,

2007; Joseph, Brewin, Yule, & Williams, 1991; Stallard & Smith, 2007).

In poverty ridden and low-resourced communities, children are especially
vulnerable to exposure to a wide range of traumas and consequently to various
emotional or behavioral problems (Benjet, 2010; Yoshikawa, Aber, & Beardslee, 2012).
Poverty mediates or performs as a catalyst to increase stress on adult members of the
family often reducing parenting skills and social support and escalating the risk of
domestic violence and child abuse in families (Conger, Conger, & Martin, 2010; Evans,
2004; Kaiser & Delaney, 1996; McLeod & Shanahan, 1993; Newland, Crnic, Cox, &
Mills-Koonce, 2013). Similarly, in the face of mass disasters, poor families are

generally most vulnerable, both to direct exposure as well as for further victimization



and suffering. Thus children from poor families commonly fall into a vicious cycle of
being traumatized, then further victimized and having poor mental health when large

scale disasters occur in the community (Becker-Blease, Turner, & Finkelhor, 2010).

Social and family burden of trauma

Following natural disasters families have been found to have increased family
dysfunction (Cao, Jiang, Li, Lo, & Li, 2013; McDermott & Cobham, 2012) and to
experience long-term adjustment problems (McFarlane, 1987). Altered coping strategies
in families, including their interaction and functioning styles, have been found to be
highly related to adolescents’ post-trauma distress (Vigil & Geary, 2008). These family
factors have been shown to follow not only natural disasters but a range of other
traumatic experiences occurring to children in the family, such as terminal illness
(Stuber & Shemesh, 2006), injury (Shudy et al., 2006), and sexual abuse (Banyard,
1997). However having a child victim of a man-made traumatic event (such as abuse)
can result in far greater family distress than experiencing natural disasters since man-
made experiences are often further complicated by social isolation and neglect
(McFarlane & Williams, 2012). Hence man-made intentional (e.g. physical abuse,
sexual assault, witnessing domestic or community violence, kidnapping) or
unintentional events (e.g. vehicle accidents, terminal illnesses) are more likely to create
social burden than natural disasters. Further in addition to a direct burden on families
caused by traumatic events, childhood trauma limits the individual’s capability to
perform to their maximum capacity within society through a variety of social and health

problems.



A wide variety of social consequences typically follows children’s exposure to
traumatic events. Leaving education or lower academic achievement, involvement in
risky behaviors, substance abuse, intentional injuries, violence and criminal behaviors
are all evident in children following exposure to trauma (Boden, Horwood, &
Fergusson, 2007; Gilbert et al., 2009; Saigh, Mroueh, & Bremner, 1997). The direct and
indirect costs related to treatment, communication, social and legal support are
considerable. Access to social services by children and their carers can be an especially
limiting factor in any nation, further impacting the costs associated with traumatic
experiences. Literature on the economic costs associated with PTSR among children in
various countries is limited. One estimate from the United States has suggested that to
provide a comprehensive mental health service to any individual (either child or adult)
following a natural disaster would cost around $1,133 (Schoenbaum et al., 2009). Guyer
and Ellers (1990) estimated that childhood unintentional injuries alone (e.g. motor
vehicle accidents, falls, drowning) cost around $7.5 billion a year. Even greater
economic burden has been estimated for childhood abuse and maltreatment which is
estimated to cost $124 billion a year in the USA including health care costs,
productivity loss, legal and educational costs (Fang, Brown, Florence, & Mercy, 2012).
Estimates from other developed countries are limited though few other show similar
heavy economic burden, (e.g. Canada (Bowlus, McKenna, Day, & Wright, 2003), or
Australia (Taylor et al., 2008)). Estimates of the economic burden of exposure to
traumas among children from developing countries are even more limited. Further, it is
difficult to compare the costs estimated in developing and developed countries as they
are not always determined based on similar criteria (e.g. unintentional injuries (Lao,
Gifford, & Dalal, 2012)). Nonetheless, the dramatic economic burden caused by

exposure to traumas among young people estimated from developed countries are likely



to be as great or greater within the context of poverty and limited resources of
developing countries. As such, effective and efficient treatments are likely to be
associated with dramatic cost savings and improvements in economic productivity in all

nations.

Management of PTSR in children

Extensive research has demonstrated that traumatized children who receive
treatment show significant reductions in a range of trauma-related symptoms (Gillies,
Taylor, Gray, O'Brien, & D'Abrew, 2013). Effective management of trauma exposed
children necessitates two broad components (Foa, Keane, Friedman, & Cohen, 2008).
First, it requires validated assessment to allow a support provider to better identify the
level and types of services needed by the young person. In this way, children at risk can
be identified and referred to appropriate support services as quickly as possible. Second,

effective management requires the availability of empirically validated interventions.

Proper assessment of the extent of trauma and early identification of symptoms
of PTSR are essential to determine and design relevant interventions for survivors.
Psychological assessment tools are needed for specialist mental health workers and in
particular, brief, valid, and easily administered measures are needed for emergency
services (Banh, Saxe, Mangione, & Horton, 2008), injury clinics (Ziegler, Greenwald,
DeGuzman, & Simon, 2005), and social support centres to allow professionals from a
variety of disciplines to make appropriate and timely referrals (Ko et al., 2008). A
variety of self-report or observer reported assessment tools are currently available that

can identify the existence and extent of exposure to trauma (e.g., Brewin et al., 2002;



Muris, Merckelbach, Korver, & Meesters, 2000). Examples include the Lifetime
Incidence of Traumatic Events (Greenwald & Rubin, 1999), or the Traumatic Events
Screening Inventory (Ford, Rascusin, Rogers, et al., 2002) , which can reliably assess a
range of psychological reactions to trauma according to criteria set by the standard

classificatory systems, such as, DSM or ICD.

Reactions to trauma, including physical, cognitive, emotional and behavioural
symptoms, have been assessed with the use of brief, reliable, valid, self-report or
observer reported measures (Strand, Sarmiento, & Pasquale, 2005). A wide variety of
measures have been used to assess trauma and symptoms of PTSD, anxiety, depression,
anger, sexual concerns and dissociation. Self-reported measures are useful for children
older than around 6 years who are capable of reporting personal feelings and thoughts
and observer reported measures are more likely to be used when children are younger
and not able to report appropriately about inner psychological states. A number of
measures have been developed to assess various measures of childhood
psychopathological symptoms as reactions after trauma. Additional specific measures

are available to assess comorbid problems.

Several measures have been validated to assess PTSD in children and
adolescents such as the 22-item UCLA-PTSD index (Rodriguez, Steinberg, & Pynoos,
1999); the 17-item, Child PTSD Symptom Scale, CPSS (Foa, Johnson, Feeny, &
Treadwell, 2001); and 54-item Trauma Symptom Checklist for Children TSCC (Briere,
Elliott, Harris, & Cotman, 1995), or the observer reported 36-item Child Stress
Disorders Checklist, CSDS (Saxe et al., 2003). Measures to assess anxiety, depression
or other comorbid disorders for children are also available, for instance, Revised

Children's Manifest Anxiety Scale, Second Edition (RCMAS-2; Reynolds & Richmond,


https://www.google.com.au/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&cad=rja&ved=0CCYQFjAA&url=http%3A%2F%2Fwww.istss.org%2FChildPTSDSymptomScale.htm&ei=hs3xUsPQO8r-lAW4qoHwAg&usg=AFQjCNEXKgD1SlM58e452Af3Ykj_hDUbpA&bvm=bv.60799247,d.dGI

2008), State-Trait Anxiety Inventory for Children (STAIC; Spielberger, 1973), Endler
Multidimensional Anxiety Scales (EMAS; Endler, Edwards, Vitelli, & Parker, 1989),
the Children’s Depression Inventory (CDI, Kovacs, 1992), the Multiscore Depression
Inventory for Children (MDI-C Berndt & Kaiser, 1996), the Children’s Depression
Rating Scale (CDRS; Poznanski, Cook, & Carroll, 1979), the Revised Child Anxiety
and Depression Scale (RCADS; Chorpita, Moffitt, & Gray, 2005) or omnibus measures
like that are developed by Beck, Beck, and Jolly (2001) for anxiety, depression, anger,
and disruptive behaviour. A number of important barriers limit the use of these
measures in broad general practice including the length of the measure, its method of
administration (structured, semi-structured, rating scales, etc.), training required,
expertise, time, and cost. For use in crisis situations, especially brief and freely available
measures are needed. Measures like the Spence Children’s Anxiety Scale (Spence,
1998), 13-item Children’s Revised Impact of Events Scale (Children and War
Foundation, 2005), and Short Mood and Feelings Questionnaire (Angold et al., 1995)

can fulfil such needs.

Following assessment, developing age-appropriate interventions to manage the
reactions to trauma by children is extremely important. A large number of interventions
for traumatized children have been developed and evaluated including both
psychological and pharmacological treatments (Cohen, Berliner, & Mannarino, 2003;
Dowd & McGuire, 2011; Gil, 2011; Gillies et al., 2013; Grasso & Kaufman, 2013).
Most interventions with children have been developed from established programs
developed for use with adults (Foa et al., 2008). Some examples include, prolonged
exposure (Foa, Chrestman, & Gilboa-Schechtman, 2009), or group cognitive behavior

therapy (Giannopoulou, Dikaiakou, & Yule, 2006; March, Amaya-Jackson, Murray, &
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Schulte, 1998). When applied to intervention with children, some researchers have
argued that involving parents in the intervention appears to be helpful (e.g. Cobham et
al., 2012; Lieberman & Van Horn, 2008). The use of play with traumatized children has
also received some attention from professionals based on the general therapeutic value
of play (Gil, 2012). Despite these recent inclusions, the literature on interventions with
childhood post-traumatic experiences has mostly included traditional Cognitive
Behaviour Therapy (CBT)-based intervention (Phillips, 2000; Putnam, 2003; Puttre,

2011).

Following a meta-analysis examining interventions for children exposed to
trauma other than abuse, Forman-Hoffman et al. (2013) concluded that psychological
interventions are generally helpful and that CBT-based interventions were more
effective than comparison interventions including pharmacological treatment. Negative
beliefs or cognitions constitute the main target of modification within CBT
interventions to reduce PTSR and improve functioning. Symptom reduction has also
been shown to maintain up to two years following treatment (Cohen, Mannarino, &
Knudsen, 2005; Deblinger, Steer, & Lippmann, 1999). Standard number of earlier CBT-
based interventions have been specifically tested and shown to be effective with the
trauma of child sexual abuse (Cohen, Deblinger, & Mannarino, 2005; Deblinger,
Mannarino, Cohen, & Steer, 2006; Kirsch, Fegert, Seitz, & Goldbeck, 2011; McDonagh
et al., 2005). A variety of delivery methods for CBT based interventions have been
shown to be effective in the management of PTSR including written forms with older
children (Saskia Van der, Lucassen, Emmerik, & Emmelkamp, 2009), incorporation of
art work (Orr, 2007) or online delivery (Amstadter, Broman-Fulks, Zinzow, Ruggiero,

& Cercone, 2009). One form of therapy for child sexual abuse, trauma-focused CBT
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(TF-CBT) as used with adults, has also been shown to be effective with children who
experienced other traumatic events including physical abuse and maltreatment,
terrorism, disasters, accidents, exposure to domestic violence, grief or multiple traumas
(Allen & Johnson, 2012; Cohen, 2005; Cohen & Mannarino, 2008; Cummings, 2011;
Kowalik, Weller, Venter, & Drachman, 2011; Resick, Nishith, & Griffin, 2003). TF-
CBT has also been used with very young children (three through six) and found to have
positive impacts (Cary & McMillen, 2012; Scheeringa, Weems, Cohen, Amaya-
Jackson, & Guthrie, 2011; Smith et al., 2012). Some recent research has shown that TF-
CBT is also effective with children from non-Western cultures (Jensen et al., 2013;

O’Callaghan, McMullen, Shannon, Rafferty, & Black, 2013).

Disproportionate utilisation of trauma related mental health knowledge worldwide

It is a very sad fact that many children will be exposed to a traumatic event at
some point in their life. A nationally representative study of children and adolescents
from the USA showed that almost 30% had experienced a traumatic event before the
age of 18 (Copeland, Keeler, Angold, & Costello, 2007). This included both natural and
man-made disasters (intentional and unintentional). Government reports from several
developed countries including the UK, USA, and Australia, indicate that 3-5% of
children are exposed to some form of abuse or maltreatment every year (as reported in,
Gilbert et al., 2009). In contrast to developed countries, developing countries (where
85% of the world’s population resides) are even more prone to traumatic events due to
their poverty, reduced social structure and reduced health and security. As a result, it is

likely that children from developing countries will be at even greater risk for exposure
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to traumatic events and the subsequent development of PTSR (Benjet, 2010; Ma et al.,

2011; Patel, Flisher, Hetrick, & McGorry, 2007).

Despite the fact that children from developing countries are more likely than
those from developed countries to be exposed to traumatic events, the majority of
research aimed at understanding the development and treatment of PTSR has been
conducted in developed countries. As a result, mental health services following traumas
in developed countries have vastly improved. However, the frequency and subsequent
burden from traumatic events is considerably higher in developing countries. For
example, The Department for International Development (DFID) of the United
Kingdom has estimated that during the last three decades the death toll due to natural
disasters has been 40 times higher in under-developed countries than in the developed
world (Department for International Development, 2013). Among survivors, children
constitute the most vulnerable group (Belfer, 2006; Datar, Liu, Linnemayr, & Stecher,
2013; Kar, 2009). The World Health Organization reported that mortality and disability
due to violence among young people is highest in low- and middle income countries
(Krug, Dahlberg, Mercy, Zwi, & Lozano, 2002). Ninety percent of violence-related
deaths occur in developing countries, which is more than 2.5 times higher than in
developed countries (Mathers et al., 2002). Rapid urbanization in developing countries
has led poor populations towards urban slums, reducing the safety of the social
environment (Matzopoulos, Bowman, Butchart, & Mercy, 2008; Palomar Lever, 2008).
More than 60% of children without families and living on the streets are found to be
exposed to some form of physical, verbal, or sexual abuse (Mathur, Rathore, & Mathur,
2009). Such adverse experiences are likely to contribute to impaired development and

numerous psycho-social problems among children in these countries (Walker et al.,
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2007). However, very few studies are available that depict the extent of trauma

exposure and mental health conditions among vulnerable children from poor countries.

Of the research that has been conducted in developing countries, the majority
has come either from war affected countries (Aziz, Gunay, Mustafa, & Meliksah, 2009;
Isakson & Layne, 2009; Thabet, Abed, & Vostanis, 2004; Thabet & Vostanis, 2000) or
immediately following some mass natural disasters, like tsunami (Thienkrua et al.,
2006; Vijayakumar, Kannan, & Daniel, 2006) or earthquake (Ayub et al., 2012).
Naturally, such studies do not necessarily represent experiences of children from non-
war affected developing countries and typically focus on a specific traumatic event.
Considerably more work is needed to understand the nature of PTSR among children
from low-income developing countries to assist mental health planning and the

development of appropriate interventions.

While recognition and understanding of mental health and its impact has been
increasing in recent years within developed countries, developing countries still lag far
behind on this point (Jorm, 2000; Odero, Garner, & Zwi, 1997). Mental health is an
issue that receives relatively low priority in developing countries from both policy
makers and the general public (Alagaratnam, 1984; Ganasen et al., 2008). For instance,
stigma related to mental health is especially common in these countries (Sartorius,
2007). It is common to believe that mental health is a matter for weak personalities, or
for those who have a family member with developmental disorder or psychotic
symptoms. Similarly, discussion about previous traumatic events with victims,
especially children, is typically discouraged and psychological symptoms reported by
children are sometimes viewed as contrived (Deeba & M. Rahman, 2012). Such

negative attitudes and lack of attention towards mental health among children creates

14



barriers for the development of effective mental health services and may increase the

likelihood that these problems will be maintained into adulthood.

A further complication in developing countries is the limited number of mental
health services that are again often difficult to access by poor populations (Kokai, Fujii,
Shinfuku, & Edwards, 2004; Patel, Araya, et al., 2007). Moreover, a vast number of
children exposed to various traumatic events whose mental health is especially at risk
(Eisenberg & Belfer, 2009, p.-29) live in institutions (UNICEF, 2010). When they are
accessed, the limited emergency mental health services in developing countries usually
deliver medically-based interventions such as pharmacotherapy (e.g. Sundram et al.,
2008). Effective psychological interventions are largely unavailable in most developing
countries. Even where CBT-based interventions are available, they commonly suffer
various therapy related resource limitations, professional issues, or difficulty involving
families and adopting or incorporating indigenous values and concepts (Naeem, Gobbi,

Ayub, & Kingdon, 2010).

Developing appropriate child mental health services in any community is
challenging, even in high-income countries (Patel, Flisher, et al., 2007). Information
related to child mental health in order to develop relevant services is particularly needed
(Ganasen et al., 2008; Patel, 2007; Rohde, 2011). In addition to the social barriers
described above, a number of resource based limitations increase the cost of developing
mental health services in poor countries (Chisholm et al., 2007; Gureje & Lasebikan,
2006). For instance, lack of trained mental health professionals along with a lack of
measurement tools to assess psychological difficulties produce barriers for practitioners
as well as researchers both to understand the level of psychopathology and to make

appropriate referrals (Sriram, 1990).
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Pediatric mental health is one of the eight specific areas of mental health
identified by the World Health Organization (2008) as requiring immediate attention by
developing countries to develop mental health services for their populations. However
very few developing countries (e.g. South Africa, Lund, Boyce, Flisher, Kafaar, &
Dawes, 2009) have attempted to develop effective child mental health services. At
present in many countries emergency support for vulnerable groups including women
and children are commonly arranged by various non-government organizations only on
a first-aid basis when there is a conflict or large-scale disaster. Eisenberg and Belfer
(2009) rightly argue that in many cases these organizations compete with each other for
provision of interventions that in most cases are not empirically tested. Such a situation
is not only unhelpful for recipients of the services but also for the development of local
resources for future management of cases. These authors also pointed out that far more
epidemiological data and evaluation of cost-effective interventions for vulnerable
groups are required to develop child mental health services within these countries.
Several authors have discussed additional crucial aspects that need to be considered to
develop comprehensive mental health services in developing countries (Ahmer,
Faruqui, & Aijaz, 2007; Gureje & Lasebikan, 2006; Haque, 2005; Jacob, 2001; Kaime-
Atterh6g & Ahlberg, 2008; Klasen & Crombag, 2013; Murthy & Wig, 1983; Peek,
2008; Rahman, Mubbashar, Harrington, & Gater, 2000; Salerno et al., 2009; Satapathy,
2009; Shaw, Espinel, & Shultz, 2012; Silove & Bryant, 2006). Some of these factors
include, needs for increased expertise and manpower, improved infrastructure,
development of logistic and resource materials, inter disciplinary and organizational
collaboration, and the need for government initiatives. In dealing with the effects of

exposure to traumatic events among children, three areas require particular attention:
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1. A knowledge-based understanding of the extent of traumatic events and the
mental health conditions in the target population

2. Availability of valid, reliable, easy to administer, and low-cost measures.

3. A low cost and easily disseminated method of early intervention to allow some

level of service delivery to the broadest number and most needy children.

The current thesis addressed these areas to provide implications for the development of

mental health services for traumatized children in a developing country.

Test context: Bangladesh

Bangladesh is a developing country situated in South-Western Asia. According
to the Bangladesh Bureau of Statistics (2011), around 150 million people live in only
150,000 square km. 45% of the total population is comprised of children and
adolescents, including 50 million boys and 30 million girls. The country is poor with
more than 30% of the population making less than $2 per day. More than 26 million
children of are part of the poor population of the country (Barkat, 2009). Very few
mental health services exist across the whole country and only a small fraction of the
young population can access psychological health services due to poverty (WHO and
Ministry of Health & Family Welfare, 2006).

The country has not been affected by war in its recent history but due to its
geography, is especially vulnerable to a variety of natural disasters every year. Its
political system and poverty also make it vulnerable to frequent political, technological,
and human-created emergencies. However in recent years the country has become a
model for many other countries for their disaster management and reduction of health

problems in the aftermath of disasters (Cash et al., 2013). A report on the south Asian
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inter-country meeting organized by the World Health Organization (WHO), reflected
that despite the development of strong methods to prevent loss of life together with
improving post-disaster physical health management (e.g., diarrhoea, cholera), there
remains very little management of post-trauma mental health conditions in Bangladesh
(Lak, 2007). Even international organizations that facilitate long-term support programs
for survivors of disasters do not typically provide funds to develop mental health
support services (e.g. Reddy, 2013). A number of studies have documented extensive
problems among children of the country following natural disasters (Durkin, Khan,
Davidson, Zaman, & Stein, 1993; Richman, 1993). Following natural disasters, the
Bangladeshi Government typically assesses casualties, livestock or property damage, in
order to plan rehabilitation and reconstruction (e.g. Government of Bangladesh, 2008),
yet plans or funds are never allocated for provision of mental health rehabilitation
among survivors. Lack of resources, for instance, valid measures in the local language
to assess post-traumatic stress reactions means that knowledge about post-traumatic
reactions in Bangladesh relies primarily on unstructured, clinical interviews with
relatively small samples (e.g. Choudhury, Quraishi, & Haque, 2006; Sundram et al.,
2008). A recent survey conducted by the WHO estimated that Bangladesh needs 20
times more full time psychiatrists, psychologists, and social workers than it has now to

meet the current need for mental health services (Bruckner et al., 2011).

As mentioned above, in addition to a high frequency of natural disasters, the
dense population and poor resources create large numbers of human-created traumas
including road traffic accidents (Avan & Kirkwood, 2010), building collapse or fire
(Campaign, 2005; Reuters, 2013), and drowning (Linnan et al., 2012). Man-made social

problems are also very common in the lives of Bangladeshi children; including gender
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based extreme violence, like, acid violence (Chowdhury, 2003) or human trafficking
(Shamim, 2001). There are no available studies reporting the economic burden caused
by children exposed to traumatic events in Bangladesh and there is no well-developed
mental health service for traumatized cases in Bangladesh (Pathan & d’Ardenne, 2010).
Available sporadic services mostly provide medical, legal and financial support. The
psychological services available in these support services are again limited by lack of

resources and limited access to professionals (e.g. Deeba & Mozumder, 2006).

Objectives of the thesis

The overarching aim of the current thesis was to contribute to improvements in
mental health services for traumatized young people in Bangladesh by evaluating
potential improvements in assessment and intervention. The author selected some
psychometric measures that are commonly used in Western countries and translated
them for use with children and adolescents of Bangladesh. The measures are short, valid
and most importantly available for free. Chapters 2 and 3 of the thesis present
evaluations of the psychometric properties of one measure with two versions (long and
short) f