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ABSTRACT
Objectives: To determine trauma exposure, risk factors and trauma severity in a sample
of street children in a Mexico City agency. Methods: Cross-sectional, semi-structured and selfreport interviews with 100 street children of a total of 181 children served at the agency during
the study time frame from February 24-April 28, 2006. Eighty children did not participate in the
study based on the exclusion criteria. The response rate for those eligible was 99% (100 of 101
children). These children received the Background and Life Events Questionnaire. Sixty-six of
the children identified a worst traumatic event and responded to the When Bad Things Happen
(WBTH) scale. Results: Significant findings found four risk factors of trauma severity in
bivariate analyses including, female gender, sexual abuse/assault victims, multiple exposures to
the same trauma, and direct exposure to trauma. In the multivariate analyses, both the variables
of sexual abuse/assault and gender were significant in all models except with one another.
Conclusions: Sexual abuse/assault and female gender were two risk factors associated with
higher trauma severity in street children and those at risk of the streets. Bivariate analyses
concluded that trauma exposure in street children consisted of both single and multiple exposures

with higher severity scores for multiple exposures to the same trauma. Additionally, direct mode
of exposure to the trauma also was associated with higher severity scores. Street children and
those at risk of the street, especially females of sexual victimization, may benefit from enhanced
psychological services for traumatic life exposures.
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CHAPTER 1
INTRODUCTION AND OVERVIEW
Throughout the world there are children facing adversities, which may place them on the
threshold of street life. In both the developed and developing world, populations of runaway,
street, and homeless children are evident. Some are at risk of the street, while others live on the
streets permanently. It is suspected that many of these children have either been exposed to
various traumas in their home lives or are victims of the dangers associated with their lives on
the streets. The literature on street, homeless, and runaway children describes the population’s
circumstances in terms of global prevalence, reasons for existence, typologies, characteristics,
victimization, and societal views, but is lacking in the description of their mental health,
especially in terms of the psychological impact of traumatization. In an effort to address this gap
in knowledge, this study investigated the range of traumatic events and traumatic stress
responses experienced by street children and children at risk of the street in Mexico.
Statement of the Problem
According to the Inter-National Governmental Organization Program (Inter-NGO) (1983)
on street children and youth, a street child is “any girl or boy who has not reached adulthood, for
whom the street (in the widest sense of the word, including unoccupied dwellings, wasteland,
etc.) has become his or her habitual abode and/or source of livelihood, and who is inadequately
protected, directed, and supervised by responsible adults.” The United Nations’ (2006) Report on
the State of the World’s Children estimates that there are tens of millions of street children
throughout the world. In 1994, the United Nations Children’s Fund (UNICEF) reported that at
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least 100 million children worldwide were believed to live at least part of their time on the
streets. The United Nations Convention on the Rights of the Child (CRC) Article 27 reports the
necessity for children globally to live in adequate conditions. It specifically reports: “States
Parties recognize the right of every child to a standard of living adequate for the child's physical,
mental, spiritual, moral and social development.” The living standard of a street child previously
exposed to abuse in his/her home environment and his/her continual exposure to violence and
other dangers in the street violates this standard. Of specific concern to this study is the mental
functioning component in the Convention on the Rights of the Child. Few studies have been
conducted globally on the mental functioning of samples of homeless and street children in the
developing world. Even less is known about the psychological impact of various traumas on the
mental health of street children and those at risk.
Street Children Narratives
The following narratives are two cases of street children interviewed in the present study.
They are provided as examples to illustrate the adversities faced by these children both in their
families of origin and on the streets.
Carlos
My name is Carlos Alberto Guerrero Sanchez and I am 16 years old. I was born
in the state of Chiapas and am the middle child of 6. I never knew my father and 3 of my
siblings are from different fathers. I resided with my mother and stepfather while in
Chiapas and left the home because my mother always hit me.
I was 7 years old when I entered the streets and have resided in 16 different places
throughout the country in the past 9 years. I usually would stay 4- 5 months in a place
and then I would get bored or need new work and move to another place. I supported
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myself in various jobs in these places, including construction and washing cars. I usually
received free food from by boss in exchange for my work. In some work situations, I
was also given a place to sleep. I learned that my mother and stepfather left for the
United States 3 years ago and I journeyed to the north of the country at that time in an
attempt to cross the border and find them. I was not successful.
While on the streets, I was exposed to many circumstances. I experienced much
violence including physical attacks by other chavos (street children). I was involved in
street gangs in the new places I visited in order to have some social support. The gangs
fought with their rivals and there were times when I witnessed other children get severely
injured by knives and other weapons. I used many types of drugs while in the streets and
was arrested by the police on numerous occasions. I usually spent a day or so in jail and
then was released. In the tourist towns, I sometimes was locked up for no reason at all.
This was mainly to not show tourists how many children in Mexico lived.
Last year one of the worst things happened to me on the streets of Reynosa.
While I was hitchhiking there were two police officers that picked me up at the gasoline
station and put me in their car. They began hitting me in the car and then took me to an
abandoned home where they electrically shocked me three times. They asked me to wash
their car and then they left me. I believe the police did it for kicks. They threatened me
not to tell anyone or they would put me in jail.
I arrived in Mexico City several months ago. Another chavo recommended Casa
Alianza to me. I have been working in the streets here, but the past 1.5 months I lived in
the agency’s crisis program (Refugio). I enjoy it because I have something to eat and a
place to sleep. I also feel safe here. I have left this agency 10 times for the streets in the
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past several months mainly because I enjoy independence and adventure, but also
because I like to use “mota” (inhalant) and it is not permitted here. This time is my
longest time here, and for now, I am going to stay because it is a nice place.
Yadira
My name is Yadira Ana Gutierrez Luna and I am 15 years old. I was born in a
small town in Guerrero, Mexico. I am the oldest of 4 and have 2 brothers and one sister.
My parents both worked in the countryside. My mother died when I was nine years old
in a car accident and my father passed away a year later of cancer. After the death of my
father I was adopted by my uncle and aunt and continued to live in Guerrero. During the
first year when I was living with my uncle and aunt, I was raped and molested many
times by my uncle. I did not tell anyone because my uncle told me that he would kill me
if I said anything. I also feared not having anywhere to live if I spoke up. My uncle and
aunt also hit me a lot during my time with them. After about a year of living with my
uncle and aunt, I could no longer take the abuse and left for another relatives’ home, with
whom I used to visit in the past. They lived outside of Mexico City in Xochimilco.
There, I resided with another uncle and aunt. I cannot remember the amount of time I
stayed there, but I left quite quickly after my uncle tried to molest me one night in the
living room. I entered the streets for the first time the next day.
I remember the first few days on the streets being difficult for me. I was
disoriented and not sure how to get around this big city. I met some children who worked
in the metro station and they told me that there were adults in Alameda Park who could
help children in the streets. I approached some adults who were able to give me some
money to get something to eat that day. That week I also remembered learning to beg for
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money in the park so I could eat the entire week. Street children in the park also directed
me to the place where they slept and I made a park bench my bed for a number of nights.
I was introduced to inhalants by other chavos (street children) in Alameda Park. They
invited me to try inhaling glue (“ la mota”). After my first use, I began to sniff it quite
regularly as it allowed me to forget my problems on the streets and all the abuse I
suffered.
While in the streets, I was invited to stay with a family and spent time on and off
with them in the city. Although I liked living there, I could not always stay in their home
because I often felt the urge to return to the streets to use drugs again. One day, another
child in the street introduced me to the agency Casa Alianza, where I was able to get a
place to eat and sleep and received some help for my inhalant use. I stayed at the agency
for 6 months and advanced to the group home called Miramontes for a short period of
time. I was not able to stay in this setting very long. My involvement in therapy was
helpful, but also left me wanting to use drugs more because of the difficulty in
confronting past issues. I was unable to return to Miramontes after I left the agency for
drugs. I reentered Casa Alianza, but went back to the crisis program (Refugio), as I did
when I first arrived. During the past six months I left Refugio six times because it was
too difficult to remember the events that happened to me with my uncle. The drugs have
always made me forget. I like the Refugio program, but I hope to return to Miramontes
someday because it was like a family for me.
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Traumas Experienced by Street Children
This section illustrates the types of traumas that street children face. The literature
discusses potentially traumatic exposures in this population. Case examples of traumatic
experiences in the children of the present study follow each trauma description. The names given
to the children are fictitious to protect the subjects interviewed. Examples include physical
brutality by the police, harsh discipline including physical and verbal cruelty from
parents/caregivers, sexual victimization, street crime, and separation from family members due
to death.
Police Brutality
Police brutality occurs when there are violent interactions between children and law
enforcement either in the streets or while in police custody. Swart (1988) reports street children
as fearful of the police due to their treatment while in jail. Children often are victims of physical
brutality while incarcerated and adopt a strategy of “submission and acceptance.’ The children
agree to not report the violent activities of the police while in custody to avoid further problems
(Bothma, 1988).
In addition to physical violence, street children are also victims of crime and shootings by
the police. They are victims of robberies by the police while in custody or in the streets (Agnelli,
1986). Police also have been accused of drive-by shootings and the killings of street children
while they were asleep in the streets. In Rio de Janeiro, police were the alleged perpetrators of
shooting eight children in 1993 who were sleeping in the streets (Dewees & Klees, 1995).
Carlos Alberto Guerrero Sanchez, Age 16
I was at a gasoline station hitchhiking when the police put me in a car and began to hit
me. They put me in an abandoned house where they electrically shocked me three times.
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They wanted me to wash their car and then they left me. The police did it for kicks. They
threatened me not to tell anyone or they would put me in jail. This happened last year
when I was 15 years old.
Miguel Angel Hernandez Perez, Age 15
When I was 13 years old, the police stopped me and wanted me to give them 50 pesos.
They beat me up because I did not want to give it to them.
Harsh Discipline/Physical and Verbal Cruelty from Parents/Caretakers
Street children who have strayed from their families have often come from homes of
violence, overcrowding, and substance abuse (Bernstein & Gray, 1991). These problems usually
stem from economic difficulties. The circumstances of poverty have led to family dysfunction
and abusive home environments. Street children are often victims of physical and verbal abuse
from parents and caregivers and have escaped their home environment as a result (Richter,
1988).
Marcos Antonio Luis Baron, Age 13
When I was 10 years old, I was sent to the store on a Saturday with 200 pesos to buy
some food. I lost 20 pesos while at the store and my mother and brother punished me by
not giving me food or drink for 3 days. The police saw me without food and thought I
was a street child because I had not eaten. It was a very bad punishment for me.
Hector Rafael Carrasco Cruz, Age 17
The worst thing that happened to me was when I stole 500 pesos from my stepmother and
she tied a rope around my neck and left me hanging in the house. My godmother came to
the house by accident that day and assisted me in untangling the rope.
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Alberto Jose Reyes Gomez, Age 14
When I was 13 years old I came back from school and my drunk stepfather took my left
hand and put it on the hot stove for about one hour. My mother was there, but did not do
anything. They did not even take me to the hospital afterwards for the burns.
Allan Francisco Sanchez Martinez, Age 17
Last week my father was cutting cheese to prepare quesadillas for dinner before my
mother arrived. I was very hungry and took a piece of cheese to make me a quesadilla.
My father got very angry and hit me with a wooden stick many times asking me why I
took the cheese.
Juan Jose Gallegos Perez, Age 12
When I was 7 years old my mother came home drunk and began to hit me around the
head, which cracked my forehead and cut my eyebrow.
Susumu Mitsubishi, Age 17
When I was 6 years old my Mexican adopted father used the timing belt from his car to
whip me. He did it three times and it hurt very much.
Margarita Ana Gomez Alvarez, Age 12
The worst thing that happened to me was when my mother called me a whore and
abandoned me in the streets stating she did not want me to return home. I do not
remember how old I was when it happened.
Crime in the Street
Street violence is common between groups of street children and between street children
and adults (Lusk, 1992). Gangs are formed among street children as support networks for those
who have escaped their family environments. Violence occurs between rival street gangs over
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various issues. Street children learn to remain loyal to their gang despite the violence they
witness or endure.
Street children are also victims of exploitation by adults. Criminals, drug dealers, and
other adults often inflict harm on them or expose them to the dangers of street life. The street
surroundings allow little privacy, comfort, or safety resulting in increased risks and violence
(Lusk, 1992).
Juan Carlos Ortiz Martinez, Age 16
I was attacked in the street with a big knife at night by other chavos (boys) of a gang. A
man on the street helped to protect me. I thought I was going to die that night. This
happened when I was about 14 years old.
Benito Diego Gomez Hernandez, Age 18
There was a gang fight 5 years ago between our group of kids and another group. There
were 17 people in the other gang and some of them were hurt. A girl in our gang was
almost raped, but instead was wounded. Everyone in our gang watched our friend die
with a large knife. This happened not too far from here in a valley.
Juan Roberto Isatis Coatopec, Age 15
When I was 11 years old I used the money I was earning working on the street to buy
clothes and tennis shoes in the Zocalo (Main Plaza). Two men assaulted me with a knife
and gun. They wanted my money to buy drugs. They used the weapons to scare me and
I was not able to do anything, but give them the money.
Sexual Victimization
Street children are often victims of sexual abuse and victimization in their families of
origin or in the streets. Their victimization in the streets often result in feelings of powerlessness
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(Mau, 1992). Females are often pushed into prostitution by those looking to exploit them due to
their vulnerabilities (Kombarakaran, 2004). Society associates many of the street girls with
various issues relating to their sexuality, such as abortion, rape, sexual abuse, prostitution, and
venereal diseases (Seaman, 1980). The perpetrators of these sexual crimes view these victims as
unworthy members of society due to their circumstances and, therefore, exploitable.
Juanita Ana Martinez Dominguez, Age 14
Two years ago when I was 12 I had a fight with my boyfriend who was with another
woman. It was two in the morning when I found out about his affair and was very sad so
I left his house to go to Casa Alianza for help. I got into a taxi to go to the agency and
there were two men in it. They took turns raping me and then left me off at another
metro stop, which I had not requested. I arrived crying and reported it to the metro
officials. They could not do anything since I did not have the license plates of the taxi.
Meredith Anabel Naolinco Fernan, Age 16
I did not want to attend school twenty days ago so I decided to skip school for the first
time. I went near the main building of the agency and got lost walking around. In as
little as 5 minutes a man grabbed me and started hitting me and forcing himself on me. I
tried to fight him off and was screaming, but was unable to do so and he raped me. When
it was over I left and did not want to tell anyone.
Juana Francis Hernandez Martinez, Age 17
The worst thing for me was when I was 13 years old and worked as a live-in maid for a
woman and her husband for six years, where I was raped by the husband in the home. I
had to leave the home because of the rape and find another place to live and work.
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Maria Luz Chavira Romero, Age 17
The many rapes of my father were the worst things that happened to me. One rape
wound up in a pregnancy and it was very difficult for me that I wanted to die and not
have the baby. Telling the story gave me nightmares. I had to give the baby up for
adoption.
Paul Aaron Gomez Lopez, Age 12
When I was 11 years old, I was in another group home and there was an older man, who
was 41 years old, who began to touch me. I told the other man at the home and they
transferred me to this agency. The one who abused me no longer works in the other
group home.
Death of Family Members
Street children are often victims of tragic family circumstances. Children who
experience the death of a significant family member often live on the streets afterwards. Others
who experience loss through death are faced with drastic changes in their family which may
separate them from other members. According to LeRoux (1998), children who are victims of a
deceased parent or family member are vulnerable due to the minimal available options. Most
street children are from economically and socially inadequate environments and the death of a
family member contributes further to their destitute circumstances.
Pablo Alberto Martin Gallegos, Age 18
My mother passed away when I was 16 years old. I had to survive on my own because I
was the only child and my father was unable to care for me because he was an alcoholic.
I had to start working in many places in order to support myself until I found Casa
Alianza.
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Pedro Luis Ruiz Sanchez, Age 16
Last year when I was 15, something very bad happened. My parents, brother and sister
were killed in a car accident. It was the worst thing for me because it left me alone and I
loved them very much.
Isidoro Alberto Reyes Hernandez, Age 18
The separation of all my family members after the death of my mother when I was 5
years old was the worst event for me. My father left the family when my mother died.
All of my siblings were divided among relatives. It is very difficult now to reunite the
family members.
Importance of the Study
Children or adults, who have experienced traumatic events, such as those in the previous
section, are at risk of developing a traumatic stress response (Friedman et al., 2007). In the
extreme, such a response may warrant a diagnosis of Posttraumatic Stress Disorder (American
Psychiatric Association, 2000). Globally, street children may be at increased risk for traumatic
stress responses due to the various traumas experienced in their families of origin and on the
streets. Studies that investigate the degree to which street children experience trauma and
traumatic stress responses, as well as risk factors for traumatic stress are needed not only to
contribute to the limited literature base on the mental health of this population, but also to justify
domestic and international funding for assistance to them.
International assistance for deprived populations, such as street children, requires results
from empirical studies. This dissertation on street children affected by trauma will serve to
increase awareness of the problem in international aid arenas. Further knowledge of the
population in global, regional, national, state, and local arenas is crucial so that direct funding
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can provide assistance to this understudied group. Therefore, studies such as this one are
essential in assessing street children’s exposure to traumas. Results can be used to gain funding
for comprehensive psychological services and therapeutic interventions to assist this population.
The field of International Social Work focuses on certain social work practice areas in a
global context. This dissertation’s emphasis is on a global child welfare issue, street children in
the developing world, with a mental health focus, posttraumatic stress and potential risk factors
associated with the disorder. The goal is to increase awareness within international communities
to the problem so that solutions can be addressed in an effort to provide effective treatments.
Globally, systemic exchanges between international child welfare advocates can contribute to
macro level policies, procedures, and programs, while clinical consultation and discussion can
address micro level issues of treatment and intervention.
Purpose of the Study
The purpose of this study was to investigate the traumatic experiences and traumatic
stress responses of street children and children at risk of the streets in Mexico. To that end this
study was guided by the following research questions:
1) What are the circumstances of street children and children at risk of the street in
regards to their family or origin and life in the streets?
2) To what extent have street children and those at risk of the streets in Mexico
experienced traumatic events?
3) To what extent do street children and those at risk of the streets in Mexico experience
symptoms of traumatic stress related to an identified traumatic event?
4) Which risk factors are associated with traumatic stress severity in street children and
those at risk of the streets in Mexico?
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Definition of Terms
This section briefly explains the important concepts used in the present study. It gives the
reader conceptual definitions of the following terms.
Street children. The most commonly accepted definition is the one adopted by UNICEF,
“Street children are most practically defined as those minors who spend at least a major part of
their waking hours working or wandering in urban streets” (1988). The Inter-NGO Programme
on Street Children and Youth (1983) more specifically defines street children as follows: “Any
girl or boy who has not reached adulthood, for whom the street (in the widest sense of the word,
including unoccupied dwellings, wasteland, etc.) has become his or her habitual abode and/or
source of livelihood, and who is inadequately protected, directed, and supervised by responsible
adults.”
Children in the streets. This group is composed of street children working in the
economy during the day in order to supplement the family income, while returning home
regularly on most nights. They are considered market kids and are tolerated in society as a part
of the labor force (Wright & Wittig, 1993).
Children of the street. This term is used to describe those children who work and sleep
on the streets and maintain minimum contact with their families. These children usually run
away from home because of family problems and their links to their families deteriorate the
longer they are on the streets (Lalor, 1999).
Truly abandoned and orphaned children. These street children are ones whose lives
revolve entirely around the street and whose only reference group is made up of other street
children. They have no family ties and are truly homeless due to abandonment/death of a parent
or caretaker (UNICEF, 1984).
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Post Traumatic Stress Disorder. Post Traumatic Stress Disorder (PTSD) is a psychiatric
disorder that is triggered by memories of a traumatic event. It is considered an anxiety disorder
that can occur following the experience or witnessing of a traumatic event (The National Center
for PTSD, 2007).
Traumatic stress. The exposure to traumatic events or traumatic situations, which
overwhelms the ability of coping with what was experienced (The National Child Traumatic
Stress Network, 2007).
Traumatic event. An event that is frightening and life threatening, including events such
as war, terrorism, natural disasters, violence, abuse, accidents, and injury (The National Center
for PTSD, 2007).
Methodology
This dissertation reports the findings of a cross-sectional study on a sample of street
children and children at risk of the street in a Mexico City agency during February-April 2006.
The sample was obtained over this two and a half month period on all children at the agency
during the time when the study was conducted. Inclusion criteria were all those children residing
in the crisis program or group homes that were at risk of the street or had lived in the street. One
hundred children were interviewed between the ages of 11-19 years.
Limitations of the Study
The findings obtained in the present study are exploratory from a small agency
population of street children. Although most street children experience multiple traumas, the
present study identified multiple traumatic events, but specifically focused on one disturbing
event in which trauma severity was evaluated. This factor may have limited other potential
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traumas contributing to traumatic stress responses. Further studies can focus on a larger sample
size and assess multiple traumas, which may contribute to traumatic stress.
Summary
This dissertation provides a descriptive analysis of the traumatic exposures in the life of
street children and those at risk of the street from a sample of children in a Mexico City agency.
It specifically examines the severity of traumatic stress after a specific trauma. Additionally, it
examines the risk factors that contribute to traumatic stress severity in street children.
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CHAPTER 2
LITERATURE REVIEW
Prevalence of Street Children
Street children exist in all countries of the world. Recent figures estimate the population
of street children at 150 million globally (UNICEF, 2007). Approximately 60% of these children
work in the streets to supplement their family’s income, while the other 40% are considered
homeless (Pangaea, 2007). There are important distinctions between street children depending on
their country of residence. In the developed world children are referred to as homeless and are
often runaways from abusive homes, while in the developing world economic reasons and family
disintegration contribute to the child’s entrance into the streets. Regardless of their originating
country, there is no nation without their presence (Le Roux & Smith, 1998).
In highly populated cities of Africa and Asia, there are a significant number of street
children. Children make up about half of the overall population in Africa and many of them
survive living, begging, and through crime on the urban streets (Feba Radio Publication, 2003).
Estimated numbers in specific countries such as Kenya and Ethiopia are 250,000 and 150,000
respectively (Consortium for Street Children, 2003). In certain countries in Asia, the presence of
street children is highly visible. In Indonesia 50,761 children are estimated to be on the street
(Nationwide Department of Social Welfare, 2003). In major cities of the Philippines, more than
220,000 children live on the streets (Christian Broadcasting Network, 2007). Nearly 50,000 of
these children reside in the capital city of Manila (UNESCO, 2007). In Bangladesh, there are
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nearly 445,226 street children, 75% of them living in the capital city of Dhaka (Consortium for
Street Children, 2004).
Street children also exist in the developed world of Western Europe, North America, and
Australia. In industrialized countries street children are best defined as runaway children
(Browne & Falshaw, 1998). In the United Kingdom, France, and Ireland, they consist of
runaway children who escape violent homes. Statistics indicate that approximately 156,000
young people are homeless in Britain every year (Street Kids, 2003). France has about 10,000
street children and Ireland has 500 to 1,000 street children (Council of Europe, 2003). In North
America and Australia, children are primarily homeless due to family circumstances. In the
United States there is an estimated 1.5 million homeless children (Stand Up For Kids, 1997). In
Canada 47,585 children were reported to be on the streets and were labeled as runaways
(Interpol, 2007). In Australia, it is estimated that 39,000 youth are homeless each night (Open
Family Australia, 2003).
In Eastern European countries there has been a history of child abandonment due to
political and family circumstances (Glasser, 1994). Children often are institutionalized and
become homeless when they abandon their orphanage and resort to street life. In Turkey, there
are 6,000 to 7,000 street children in the capital of Istanbul (Council of Europe, 2003). In
Bucharest, Romania, there are 1,000 street children (Council of Europe, 2003), while in Russia at
least one million children are homeless and about 30,000 are on the streets of St. Petersburg
(BBC, 2003).
In Latin America, it is estimated that there are at least 40 million street children
(Casa Alianza, 2003). In specific Latin American countries, such as Brazil, the number
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of homeless children is estimated to be around 12 million. In Bogotá, Colombia, nearly 5,000 to
9,000 children live on the streets (Action International Ministries, 2003). In central Mexico City
there are 11,172 street children, 1,020 live in the street and 10,152 work there” (City of Mexico
Fideicomiso, Report, 1991).
Reasons for Being ‘In the Streets’
Street children exist for a variety of reasons and often have different circumstances
depending on whether they reside in the first or third world (Richter, 1988, 1991). The literature
distinguishes between children from the developing and the developed world. In developing
countries, such as those of Latin America and Africa, they are referred to as street children and
exist for some of the following reasons: political unrest, poverty, overpopulation, socioeconomic
reasons, urbanization resulting from rapid industrialization, abuse, family pathology and family
disintegration, such as the abandonment of wives by their husbands (Le Roux & Smith, 1998).
The children in developed countries, such as those countries of Western Europe, Australia, and
the North America are often referred to as pushouts, runaways, and throwaways (Le Roux &
Smith, 1998). These terms are used interchangeably and refer to children whose families and
communities have failed (Richter, 1988). Children receive messages to run away because of
physical abuse and neglect. Runaways in some countries are those who leave voluntarily
without parental permission or consent. Throwaways are those forced to leave by their families.
Children are often abandoned by their parents who tell them to leave and are generally victims of
abuse at intolerable levels (Nye & Edelbrock, 1980; Richter, 1989). Their situations are usually a
result of unemployment, civil unrest, and family problems (Veale, 1992; Le Roux, 1997; Le
Roux & Smith, 1998).
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Street Children in the Developing World
The demographics from around the world reveal the following regarding street children
residing in the developing world. The children are of both genders, although males are dominant
in this part of the world. Their ages range from 5-18 years depending on their country of origin.
Average ages of children are between 8-14 years. They come from single parent homes or
reconstituted families. Their work in the streets is without adult supervision. A majority of the
children live away from their parents, although they often maintain contact with them (Aptekar,
1994). A percentage of children are abandoned to the streets and expected to survive through
begging. They lack love, education, and sustenance (Alexander, 1998).
Although individual and group differences exist among these children, Le Roux & Smith
(1998) state the three elements that street children have in common. First, they are living and
spending a significant amount of time on the streets. Second, the street is their source of
livelihood. Third, they are inadequately cared for, protected, or supervised by responsible adults.
These children are surviving in the streets and are spending a major part of their childhood (a
stage of life that is considered vital for the full development of their physical, mental, and
psychosocial potential as a human being) exposed to the circumstances of the street (Rizzini,
1996).
Typologies of Street Children
Typology Based on Work and Living Situation
In 1986, the United Nations Children’s Fund (UNICEF) developed a typology
categorizing street children based on their work and living situation. Children in the streets are
street children working in the economy during the day in order to supplement their family
income. They return home regularly on most nights. They are considered market kids and are
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tolerated in society as a part of the labor force (Wright & Wittig, 1993). These children generally
attend school part-time. They are on the streets because of extreme poverty. Seventy-five percent
of the street children in the world fall into this category. Children of the streets is used to
describe those children who work and sleep on the streets and maintain minimum contact with
their families. These children usually run away from home because of family problems and their
links to their families deteriorate the longer they are on the streets. The street is their main living
place. Family ties usually exist but are remote and they infrequently visit their former homes
(Lalor, 1999). Children of the streets make up 20% of the world’s street children. The last
category of street children is the truly abandoned or orphaned children. This category consists of
those children whose lives revolve entirely around the street and whose only reference group is
made up of other street children. They have no family ties and are truly homeless. Abandoned
children are children who are orphans, runaways, refugees, and others with no contact with
significant caregivers. These children and children of the streets are similar in that all their ties
with their families have been severed (death, displacement, abandonment). Some have problems
with the law, are aggressive, have drug problems, prostitution problems, are alcoholics,
delinquent, and morally and physically abusive (UNICEF, 1984). This last category makes up
5% of the world’s street children. This latter category of abandoned street children, along with
some children of the streets, may be regarded as nuisances, criminals, or outcasts by society
(Wright & Wittig, 1993). The percentages of each group in this typology are estimated because
of the difficulty to truly measure the children due to the population being so mobile (Glasser,
1994).
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Typology Based on Family Support
This typology further explains the two groups, children in the streets and children of the
streets, by examining the variable of family support that may potentially lead them to the streets
(UNICEF, 1984). Children in the streets may have inadequate and/or sporadic family support.
Some of these children may split into another group known as candidates for the street, due to
changes in their family relationships, but many usually reside with their families at night. There
is a significant distinction between children in the street and children of the street (Williams,
1993). Children in the streets go to the streets to earn money, but have family support, while
children of the streets are those who function without their family and are on the streets because
there is no other place to go (Lalor, 1999).
Typology Based on Circumstances
The literature also categorizes street children based on their circumstances and where
they reside. Lusk (1992) describes four categories of street children based on psychological
characteristics. The first category is poor working children who attend school during the day and
return home at night. This group is usually not delinquent. The second category, independent
street workers, includes children whose family ties are in the process of breaking down. Their
school attendance is erratic and they exhibit delinquent behavior. The third category is children
of street families, those who live and work with their families in the streets and for whom
poverty is a reason for their work. The last category includes children of the streets who are
living, working, and residing in the streets. They are children who have broken off all contact
with their families. They live on the streets full-time and are the “real street children.” In Rio de
Janeiro’s, 15% of the population of street children are in this category (Lusk, 1992).
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Typology Based on Reasons for Being in the Street
Regardless of the country in which the street child resides, a distinction must be made
between various categories of street children. Adams et al., (1985) report two groups: 1)
children who flee their home because of family conflict, bad social relationships, and alienation,
and 2) children who are rejected by their parents or forced to leave home. This latter group of
street children are rejected by society.
The Mexican Context
The country of Mexico consists of thirty-one states and a federal district. The population
is approximately 103.8 million (Wikipedia, 2007). The ethnic composition is 9% European, 30%
Indian and 60% Mestizo (mixed European and Indian). Spanish is the primary language, but
over 60 indigenous languages are also spoken. The primary religion is Roman Catholic. The
form of government is a federal republic and the current president is Felipe Calderón of the
National Action Party (Partido Acción Nacional, PAN) who was elected in 2006 and expected to
serve a six-year term.
Forty percent of the population of Mexico lives below the poverty line, which is
equivalent to $330 USD/month (Mexico Child Link, 2003; International Community Foundation,
2007). Approximately one fourth, or 24.7 million, of the population are children under 17 years
who are living in poverty (UNICEF, 2005). Of this group it is estimated that 7.5 to 9.5 million
children live in extreme conditions (Cevallos, 2003). Children from impoverished families are
expected to work in the streets in order to supplement the family income (Peralta, 1992).
Approximately 8-11 million children under age 15 work in the streets of Mexico (US
Department of State, Human Rights Report, 1993). The minimum wage is 40 pesos per day, the
equivalent of $4 USD (Mexico Child Link, 2003).
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The origin of street children has its roots in the issues of poverty and income distribution
in Mexico. In the 1940’s major industrialization began in Mexico resulting in the migration of
campesinos, (individuals from the countryside) to the large cities in search of employment. The
three largest cities in Mexico; Mexico City, Guadalajara, and Monterrey were urban areas where
there was an influx of rural workers. Mexico’s involvement in NAFTA (North American Free
Trade Agreement) in 1995, also contributed to the migration to these larger cities.
Mexico City
Mexico City is considered the most important city in the country of Mexico due to its
educational, cultural, business, manufacturing, and political centers (Peralta, 1992) The main
center of Mexico City is referred to as the Districto Federal (DF), the Federal District, which is
the central government for the nation of Mexico. Since 1960, there has been an increase in
migrants from rural areas to Mexico City in search of employment opportunities. Most
inhabitants have come to the city from the Southern underdeveloped states of Mexico. They
generally live in small towns outside the city where the quality of life is poor. Conditions
include unclean water, high pollution and unhygienic living conditions. The infant mortality rate
is also high (Peralta, 1992).
The population of Mexico City is approximately 19.2 million people (Wikipedia, 2005).
This includes metropolitan areas incorporating 58 adjacent municipalities in the state of Mexico
and one adjacent municipality in the state of Hidalgo. This figure is expected to rise to 25 million
by 2020. The city is the largest in the Western Hemisphere and the second largest in the world
following Tokyo, Japan (Wikipedia, 2005). The children of Mexico City are expected to become
productive members in their families at a young age due to economic conditions. Children often
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work in the markets or alongside their families in the streets to contribute to the family income
(Peralta, 1992).
Mexico City has an estimated 1,900,000 underprivileged and street children (Action
International Ministries, 2003). In the Districto Federal there are 11,172 street children, 1,020
live in the streets and 10,152 work there (City of Mexico, Fideicomismo, 1991). There are
approximately 240,000 whom are abandoned by family members (Action International
Ministries, 2003).
There are certain circumstances that lead children to become permanently homeless in
Mexico. Children in the streets for work purposes can become children of the streets for a
variety of reasons. Economic conditions of families often contribute to family disintegration.
Children are often products of divorce or single parenthood and enter reconstituted families
where domestic violence and abuse occur. Other circumstances resulting in living in the streets
include a child’s inability to work due to a disability where a child may be abandoned. Substance
abuse by parents resulting in neglect or abuse is another reason children are in the streets.
Children’s involvement with gangs and addiction to street drugs, like inhalants, also contribute to
permanent street life (Mexico Child Link, 2006).
Adversities Faced by Street Children
Street children face adversities both in their families of origin and on the streets.
Widespread poverty is the primary cause of street children in many nations (Wright & Wittig,
1993). A vast majority of children are on the streets due to the economic situation of their family
(Rizzini & Lusk, 1995). Weak or disorganized family structures contribute to the problem of
children remaining in the streets (Wright & Wittig, 1993). Their home situation is often
problematic where children are victims of neglect, physical and sexual abuse, and parental
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rejection, (LeRoux & Smith, 1998; Gardiner & Kosmitzki, 2002). Violence, overcrowding,
substance abuse, and feelings of alienation encompass the environment of the child (Bernstein &
Gray, 1991; Le Roux, 1997). The stressors of single parent and reconstituted families contribute
to their unstable life. These abovementioned circumstances are factors leading to the
disintegration of the family and reasons children choose to reside in the streets on a more
permanent basis (Rizzini & Lusk, 1995).
Upon entering the streets, children are susceptible to other dangers and abuses. Violence
is directed towards them and includes police brutality, frequent imprisonment, and killings
(Agnelli, 1986). According to Agnelli (1986), while street children are in custody after an arrest,
police often steal their money because it was illegally earned. They also inflict cruel
punishments on them, such as the use of teargas, the forced inhalation of glue and alcohol, the
release of vicious dogs on them, throwing them into lakes where they cannot swim, and harsh
physical beatings.
The circumstances street children face are considered severe risks to their mental and
physical functioning. Common street experiences are physical and sexual assault by strangers,
harassment by the public, and intimidation by gang members and criminals (Richter, 1988).
Females are particularly at risk of rape or sexual assault (Glasser, 1994) and may become
pregnant while on the streets as a result of sexual victimization (Lalor, 1999). The children, who
have limited economic means, are vulnerable to tourists who offer them money in exchange for
sex (Glasser, 1994). Richter (1991) summarizes the experiences of a street child as follows:
“children are most especially harmed on the streets by the harsh physical conditions, violence
and harassment, labor exploitation, by absorption into criminal networks, and by the denial of
their right to receive an education that will equip them to achieve a better life.”
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Other potential risks for street children as outlined by Glasser (1994) are malnutrition,
hazards on the job, sexually transmitted diseases, and drug addiction. Children face health risks
such as access to clean water and sanitary facilities, and lack the proper nutrition for growth.
They face hazardous work conditions exposing them to fumes, asbestos, and lead. Males often
become addicted to glue inhalants to escape from reality. This addiction contributes to long-term
health effects, including brain damage.
Mental Health of Street Children
Of particular interest for the purposes of this study are the mixed findings in studies of
the mental health of street children throughout the world. Lewis Aptekar’s work in the 1980’s
contributed greatly to the understanding of Latin American street children. Aptekar (1988)
studied Colombian street children’s emotional functioning. Among 56 children, 27% were
considered to have a psychopathological disorder, while 49% had emotional problems and
insignificant relationships. In another study on ego-strength with the same group of children,
Aptekar (1988) found that 25% of the street children were borderline in their ego functioning
abilities and 27% were considered pathological. Adequate mental health existed in those not
diagnosed as pathological or with borderline functioning due to evidence of strong peer groups,
the existence of adult benefactors to assist and support them, and the children being raised in a
matrifocal family encouraging early independence.
Other studies were conducted in different parts of the developed and developing world.
In Canada, a study was conducted on stress and depression in street youth when compared to
their non-runaway peers. Evidence indicated that stress and depression were higher than nonrunaways and were positively correlated with one another. Street youth were also more likely to
engage in negative coping patterns like drugs and self-harm, while their counterparts had more
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productive problem solving (Ayerst, 1999). In a study of abandoned street children in Ethiopia,
there was evidence of psychological and emotional vulnerability due to feelings of abandonment
because of the separation (Veale & Adefrisew, 1993). Donald and Swart-Kruger (1994) found
the following issues with street children in South Africa: 1) Emotional problems that included
the loss of a relationship with an adult caregiver, 2) anxiety, and 3) depression. Street children
without nurturance were emotionally insecure, had increased self-blame, and a warped
development in relating or engaging with others. Children also exhibited regressive behaviors,
enuresis, anxiety, and depression.
Differences in psychological functioning between boys and girls were found in a study
of mental health in Nairobi street children (Aptekar & Ciano-Federoff, 1999). Results coincided
with the cultural expectations for the genders. Girls exhibited more developmental and
psychological disturbances than boys. Results indicated that the development path of the
females changed when they left their homes for the street because it was not a normal pattern of
socialization. On measures of emotional well-being, boys were better adjusted than girls. This
result was due to being socialized to leave home in order to economically support the family in
childhood.
Two shelters in the Ukraine were the sites for another study on the mental health of street
children (Kerfoot et al., 2007). Two-thirds of the children in the sample were victims of abuse
and neglect and chose to live on the streets before seeking assistance in the shelters. Seventy
percent of the 97 children in the study were found to have behavioral and emotional difficulties
and 74% of these children scored for depression. The mental health issues in these children were
related to the child’s disconnection from the home and family.
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Studies have also yielded positive results on children’s mental functioning after their
entrance to the streets. Felsman (1981) studied Colombian street children’s emotional
functioning through observation and reported no cases of overt psychotic behaviors. In studies of
street children in South Africa, researchers found leaving home associated with better mental
health (Scharf et al., 1986; Hickson & Gaydon, 1989; Swart, 1990a, 1990b). Aptekar (1988)
indicated that children who leave their homes experienced a more positive, adaptive move
towards physical and psychological health. He further stated that their choice to move to the
streets was rational and adaptive in order to escape a physically and psychologically debilitating
home environment. Richter (1988) stated that children of the streets who had broken ties with
their abusive home environments were less likely to be emotionally disturbed. Connolly (1990)
studied Guatemalan and Colombian street children and found better living conditions in the
streets than at home. In studies by Veale in Ethiopia and the Sudan (1992, 1996), children
reported that life was difficult at home and in the streets, but the abuse received on the street was
less regular than the abuse received at home.
There have been a group of studies indicating the resilience and positive coping strategies
of street children. Oliveira et al. (1992) reported many positive coping strategies in a sample of
street children from Brazil. Veale et al. (1997) studied the survival techniques of children on the
streets. He found that street children in Ethiopia were resilient and demonstrated a high selfesteem and an internal locus of control. In Brazil, De Souza et al. (1995) studied the depressed
affect in street children in comparison to their middle-class counterparts and showed that there
were no differences in the affect of street children. Monteiro et al. (1998) studied Brazilian street
children and found that the children conquered the developmental stages of Eriksonian’s model
of initiative, industry and positive identity.
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The findings from the above studies focus on a variety of topics regarding children’s
mental health and have mixed results relating to coping and overall functioning. Positive coping
and improved mental health in some studies was associated with moving away from chronic
abusive home situations. On the other hand, maladaptive functioning was also evident in street
children who were separated from their families and living in shelters. Street youth from
disruptive and dysfunctional home environments tended to have poor mental health functioning,
which led to symptoms of depression.
Although adversities and traumatic exposures in street children have been outlined in the
literature, no information exists relating to the impact of these events on their mental health.
This study will provide exploratory information on the topic with a sample of street children and
those at risk of the street in Mexico City.
Traumatic Stress in Children
Traumatic experiences in children have the capacity to trigger a variety of responses. The
traumatic event originates outside the child resulting in internal and external reactions (Terr,
1995). Responses are often influenced by a variety of factors that relate to features of the event
and characteristics of the child (Saigh et al., 1999). These factors are considered risks for the
development of traumatic responses. Factors involving the event include the mode of exposure
to the trauma, the duration of the trauma, and the type of trauma. Characteristics relating to the
child are age, gender, and the relationship the child has with the perpetrator if he/she is a crime
victim. The traumatic responses consist of re-experiencing, avoidance, and hyperarousal
symptoms in the child and can remain active for years (Terr, 1995). Recognition of the traumatic
responses is essential for treatment purposes. This often requires diagnosis of posttraumatic
reactions and an assessment of their severity.
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The Nature of Trauma
Both adults and children are susceptible to catastrophic experiences that may incapacitate
their mental and physical functioning. These traumatic events are often drastic in nature and for
many, result in psychological impairment. Researchers have studied the impact of trauma on
individual functioning. The concept is explicated as follows: “Psychological trauma is caused by
an extreme event that occurs unexpectedly and suddenly, is life threatening or is perceived to be
so, and has an intense impact on the senses of the person involved” (Eth & Pynoos, 1985).
“Psychic trauma occurs when a sudden unexpected intense external experience overwhelms the
individual’s coping and defensive operations, creating the feeling of helplessness” (Terr, 1987).
These coping and defense operations are alters to the individual ego, creating a degree of
helplessness and irreversibility (Terr, 1987). The subjective experience and perception of the
traumatic event by the individual contributes greatly to the responses elicited (Schechter &
Tosyali, 2001).
Childhood trauma as defined by the National Center for PTSD (2007) “occurs when
children and adolescents are exposed to traumatic events or traumatic situations, and when this
exposure overwhelms their ability to cope with what they have experienced.” Trauma in
children is described by Krystal (1978) as “an experience of overwhelming horror, fear or pain,
along with helplessness.” Childhood traumatic stress is “the mental result of one sudden,
external blow or a series of blows that render the young person temporarily helpless and
breaking past ordinary coping and defensive operations” (Terr, 1995). Some characteristics of
traumatic events include: 1) Serious injuries to self or witnessing serious injury or death of
someone else; 2) Facing imminent threats of serious injury or death to self or others or 3)
Experiencing a violation of personal physical integrity (National Center for PTSD, 2007).
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Examples of events include witnessing violence, physical/sexual assault, and road traffic
accidents (Greenwald, 2000). Traumatic exposures are described more fully in the next section
and examples of events on victims are briefly mentioned.
Traumatic Events in Children
Natural Disasters
“ A disaster is any natural catastrophe (e.g., tornadoes, hurricanes, and earthquakes) or
fire, flood, or explosion that extensively damages properties and lives, exerting disruptive impact
on the vital daily routines of communities, families, and individuals” (Laor et al., 2005; National
Child Traumatic Stress Network, 2007). Natural disasters are extraordinary, unexpected, and
uncontrollable events that cause the massive destruction of property, death, physical injury,
terror, loss of community, and serious stress. Characteristics of natural disasters include the
following: a multiplicity of effects, long-term nature, and mass victimization both
psychologically and physically. Natural disasters result in human stress because of the numerous
stressors in the immediate environment that strongly influence an individual and prohibit an
effective response (Azarian & Skriptchenko-Gregorian, 1998). Thus, the aftermath of a natural
disaster is profound, requiring the survivor to receive both physical and psychological attention.
Technological Disasters
Technological disasters are those that are considered man-made including train accidents,
explosions, plane crashes, boat sinkings, and poisoning by pollutants (Miller, 1998; Beidel &
Turner, 2005). Man-made disasters are preventable, but often have long-term traumatic effects
due to human negligence. Studies find technological disasters to effect individuals considerably
because they are not classified as uncontrollable, such as a natural disaster, which is considered
an ‘act of God.’ (Joseph, 1997).
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Vehicle Accidents
Vehicle accidents are those involving automobiles, trucks, buses, and other methods of
road transportation. The frequency and impact of these accidents make them significant in the
lives of many individuals (Resick, 2001).
As with technological disasters, children often suffer from injuries as result of vehicle
accidents. They often endure further traumas related to costly medical procedures as a result of
the accident. They are also exposed to loss of others in the vehicle accident. In addition, children
become involved indirectly in the long legal battles in order to reach settlements.
Interpersonal Violence and Child Maltreatment
Interpersonal violence involves the violence between two adult individuals and is
generally considered domestic violence. “Child maltreatment is a generic term referring to
physical abuse, neglect, emotional abuse, and sexual abuse” (Wolf & Nayak, 2003). The
definitions of the following areas of child maltreatment and interpersonal violence are as
follows: Physical abuse is an adult inflicting physical pain or injury on a child. Sexual abuse is a
wide array of sexual behaviors inflicted on a child by an older person (adult) that often involves
bodily contact. Behaviors that are sexually abusive that do not involve bodily contact are also
considered violating the child and include genital exposure, exploitation for pornography, and
verbal sexual harassment (National Child Traumatic Stress Network, 2007). Neglect is the failure
to give a child the care that is needed according to the child’s developmental level and age
(National Child Traumatic Stress Network, 2007). Emotional abuse, as defined by the WHO
(World Health Organization, 1999), are “acts that have a high probability of impairing a child’s
health or physical, mental, spiritual, moral, or social development, such as restriction of
movement, patterns of belittling, denigrating, scapegoating, threatening, scaring, discriminating,
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ridiculing, or other nonphysical forms of hostile or rejecting treatment.” Domestic Violence is
referred to as “intimate partner violence,” “domestic abuse,” or battering.” It includes threats or
actual physical or sexual violence or emotional abuse between adults in a home environment
where a child is present (National Child Traumatic Stress Network, 2007).
Children who are victims of child maltreatment are transitioned to a new environment
once abuse is substantiated. Children not only suffer from the physical and emotional aspects as
a result of the abuse, they are also subject to other traumatic experiences like forensic
examinations, separation from family, and long court procedures. In cases of domestic violence,
the trauma may involve a child being removed from the home, witnessing a parent’s
incarceration, observing a parent suffer from life threatening injuries.
Community Violence
Community violence arises from personal conflicts between people who are not family
members. Acts of violence may include rape, assault, shootings, stabbings, and beatings
(National Child Traumatic Stress Network, 2007). Children may be direct victims of the
violence or may witness the trauma indirectly. They also may be the perpetrators of the
violence. Community violence is more prevalent among adolescents who live in poor
communities (Breslau et al., 2004; Harris et al., 2006). Children who experience community
violence often lose friends to death or witness the injury of a counterpart. They also may be
handicapped as a result of the violence and have to endure long and painful medical treatments.
Children who are victims of sexual assault may face the trauma of a teenage pregnancy or
sexually transmitted disease.
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Crime Victims
Victims of crimes are civilians in the community who experience acts of violence by an
unknown person and are innocent bystanders. Such crimes include murder, physical or sexual
assault, and rape. People can be victims of crimes directly or indirectly. A direct example of
violence is experiencing an assault, while an indirect example is hearing about a murder of a
neighbor (Cash, 2006).
Children can be victims of one crime or can suffer from numerous crimes in a certain
period of time by the same or several perpetrators. Abducted children may experience physical
and sexual assault and life-threatening injuries for a period of months, while a teenager can be a
victim of sexual assault for a one night period. Children who survive these criminal incidents
face further trauma including extensive medical procedures, forensic examinations, and legal
obstacles that their parents file against the perpetrator(s).
Kidnapping
Kidnapping refers to abducting or carrying off forcibly another human being (Webster,
2007). It is any illegal capture or detention of a person or people against their will, regardless of
age (Wikipedia, 2007). Captors often hold their captives for ransom and request large sums of
money for their release. Children in certain parts of the world are held as slaves until ransom is
received. The Stockhom Syndrome describes the relationship the hostage builds with his
kidnapper if held for a long period of time. Chronic truama is often endured by the captives and
may include sexual, emotional, or physical abuse.
Traumatic Loss/Grief
Childhood traumatic grief is the traumatic perception of the loss of a loved one
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(Brown et al., 2004; Cohen et al., 2004). The perception according to the child is either
subjective or objective. The event is considered traumatic for the child regardless if the death
occurred as a result of violence, an accident, a disaster, a war, or by natural means. “The
hallmark of childhood traumatic grief is that trauma symptoms interfere with the child's ability to
navigate the typical bereavement process (National Child Traumatic Stress Network, 2007).
Traumatic Responses in Children
A traumatic event in a child elicits a variety of responses. Responses are based on the
cognitive, social-emotional, and physical development of a child (Pynoos et al., 1995). As a part
of the conceptual framework of this study, Terr’s four characteristics of childhood trauma will be
described followed by the traumatic reaction symptomatology according to developmental age.
Terr’s Four Characteristics of Childhood Trauma
Children who are exposed to single or multiple episodic traumas demonstrate four
features as a result. These four characteristics are prevalent if the child is traumatized, regardless
of age or time after the trauma (Terr, 1995). These characteristics are a) strongly visualized or
otherwise repeatedly perceived memories, b) repetitive behaviors, c) trauma-specific fears, and
d) changed attitudes about people, aspects of life, and the future.
Visualized or Repeatedly Perceived Memories
As a result of traumatic event, children often re-visualize the horrific event through
repeated visions, tactile sensations, and familiar smells from the event. These repeated memories
tend to occur during their leisure time, such as before going to sleep or while watching
television. They are often revisited through drawings when prompted.
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Repetitive Behaviors
The behaviors manifested in children are play and behavioral reenactment. “Posttraumatic play is a grim, long-lasting, and particularly contagious form of childhood repetitive
behavior” (Terr, 1981). Reenactments repeat the terrible aspects of the traumatic event. Both
repetitive behaviors are present in the child’s functioning. Reenactments may become a part of a
child’s personality because of their frequency and often tend to characterize the behaviors of
children who are traumatized.
Trauma-specific Fears
These types of fears relate to the experiences precipitated by the trauma. Some fears can
be avoided by moving from the external stressor, such as in cases of natural disasters.
Traumatized children, however, generally harbor one or two fears from the traumatic event.
Fears also exhibited by children may relate to mundane objects-such as the dark or being alone
and are connected with sudden shocks from early childhood (Terr, 1990).
Changed Attitudes about People, Life, and the Future
Attitudes in children often change after a traumatic event. Children exhibit feelings of a
foreshortened future and changed attitudes about life and people in the aftermath of a trauma.
The limited perspective of traumatized children and their future reflect the ongoing belief that
more traumas will follow.
Diagnostic Traumatic Reactions in Children
This section focuses on the primary symptom areas in children as a result of trauma. It
describes each symptom area briefly relating to the child’s developmental age. The symptoms
are drawn from Terr’s four characteristics, and are considered cluster areas of diagnosis in the
disorder PTSD, which will be discussed in more detail later in this document.
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Re-Experiencing/Intrusion
One of the most important and central features after a trauma is the persistent reexperiencing of the traumatic event (Shah & Mulholkar, 2000). In children, repetitive intrusive
thoughts are prevalent following a traumatic event. These thoughts generally occur in times of
relaxation, such as at bedtime, while watching television, or while in the classroom (Yule, 2001).
Reminders in the environment often trigger them. Re-experiencing symptoms may affect the
sleep patterns of a child. They can include distressing dreams without recognizable content
related to the event, difficulties sleeping, sleepwalking, or awakening during the night due to
nightmares. Dissociative flashbacks are also prevalent in the child as if the event were recurring
in the present. The child is often exposed to external cues in the aftermath of the event that
symbolize or resemble the trauma and create a state of physiological and psychological distress
(American Psychiatric Association, 2000).
Re-experiencing behaviors in children manifest themselves differently depending
on the age of the child. In young children of pre-school age, re-experiencing generally involves
thematic play, which includes re-enacting and role-playing the trauma (Johnson, 1998; Kinchin
et al., 2001). School-age children, often exhibit sleep disorders, night terrors, psychosomatic
complaints, obsessive talking about the trauma, regressive behaviors, and elaborate reenactments of the traumatic experience. Adolescent symptoms include sleep disturbances,
recurrent images of the event, preoccupation with self, helplessness, survivor guilt, and
flashbacks (Yule, 1998; Kinchin et al., 2001; Johnson, 1998).
Avoidance/Numbing
This traumatic reaction in children entails avoiding situations related to the trauma.
Avoidance includes expressions of thoughts, feelings, and conversations related to the trauma. It
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also includes the avoidance of activities, places, and people that trigger recollections of the
event. The inability to recall an important aspect of the event is also characterized by this
category. A detachment or estrangement from others is common as is a limited interest or
participation in previously enjoyed activities. Affect in an individual is restricted as is a sense of
a foreshortened future (American Psychiatric Association, 2000).
The avoidance category manifests itself differently depending on age of the child. Preschool children may exhibit withdrawal or detachment from others and respond with feelings of
distrust (Johnson, 1998; Kinchin et al., 2001). Their withdrawal may involve noncommunicative behavior (Kinchin et al., 2001). Children may show denial by not remembering
or perceptually distorting certain things (Johnson, 1998). Their behavior may also be regressive
in behavior, such as reverting to thumb-sucking (McKnight et al., 2004). Specific fears relating
to certain activities, such as playing at school or returning home may be evident (Johnson, 1998).
Avoidance in school-age children can include refusal to talk about the trauma and sudden
changes in interest. The refusal to attend school is also common resulting in a decline in
academic performance (Kinchin et al., 2001; Johnson, 1998). Compensatory behavior for the
event that occurred is common in this age group and often results in denying the traumatic event
or reversing the event to gain retribution for what occurred (Johnson, 1998). Adolescent behavior
may involve alcohol or drugs to cloud the traumatic memory (Kinchin et al., 2001). Acting out
behaviors may involve sexual activity, truancy, delinquency, running away, suicidal expressions,
and violence. Depressed mood may result in criticism of self or poor self-esteem. Excessive
work or diminished interest in academic pursuits may also be a characteristic behavior of this
category (Yule, 1998; Johnson, 1998; Kinchin et al., 2001). Teenagers may lose sight of their
future, neglect planning ahead, and only live in the present (Yule, 1998).
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Hyperarousal/Arousal
Hyperarousal is categorized by a number of symptoms that are not present in the child
prior to the trauma. The American Psychiatric Association (2000) defines the symptoms as
follows: difficulty in falling or staying asleep, irritability or anger outbursts, difficulty
concentrating, hypervigilance, and exaggerated startled response.
Children differ in their manifestation of hyperarousal symptoms depending on age. In
pre-school children, anxious attachment to adult figures is a typical response (Johnson, 1998).
There is also an increased reliance or dependency on adults (Kinchin et al., 2001). Sleep
difficulties in this category may relate to specific fears in the child (Johnson, 1998). In schoolage children, common responses in the hyperarousal category include concentration problems at
school resulting in decreased academic performance, changes in behavior including angry and
aggressive behaviors, and withdrawn and clinging behaviors (Johnson, 1998; Kinchin et al.,
2001). Adolescent behaviors in the hyperarousal category resemble those of adults. They
include anxiety, hypervigilance, sleep problems, anxiety, possible panic attacks, and displaced
anger (American, Psychiatric Association, 2000; Kinchin et al., 2001; Johnson, 1998; Yule,
2001).
Risk Factors
Recent research by Kraemer et al. (1997) provides a framework for the categorization of
risk factors for PTSD. This framework is applicable to both adults and children and reflects the
current state of knowledge regarding the causal role in development of traumatic stress
responses. Fixed markers are variables that do not vary in individuals over time, cannot be
altered to affect a change in outcome, and are antecedents to traumatic stress. Fixed markers
include variables, such as gender, age, ethnicity, socioeconomic status, and intelligence.
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Variable risk factors are those that change in individuals over time or can be manipulated in
some way. Examples of variable markers include trauma exposure that may change in severity
over time as with those in the military. Causal risk factors are those variables that have been
demonstrated to effect change in an outcome. Social support after a trauma exposure is
considered a causal risk factor in situations of random assignment in experimental designs. This
variable can be manipulated in these designs to effect change in the outcome of PTSD in
individuals. The decision of which classification of risk factors to choose depends largely on the
type of research conducted. Fixed variables will be reviewed for this study because street
children are considered trauma victims and their potential risk factors will be stable factors of the
traumatic event and the child prior to the event. The following fixed variables for review are age
at time of trauma, gender, and the child’s relationship with the perpetrator if a crime victim.
Fixed variables of the traumatic event include mode of exposure, type of trauma, and duration of
the trauma (Pandit & Shah, 2000; Saigh et al., 1999).
There is a paucity of data, related to the role and interaction of risk factors, in the
development of traumatic stress responses in children and adolescents (Amaya-Jackson &
March, 1995). Emerging studies in child trauma and social factors are mentioned in research
studies, but little empirical evidence exists supporting their contribution to traumatic stress.
Moreover, little information exists on children from the developing world. This section will cite
the most common risk factors studied in the field of child trauma. The variations in the findings
suggest that more empirical research is necessary in the field.
Characteristics of the Child
Age. Children, regardless of age, respond to traumatic events (Scheeringa, 1995).
Although the research varies regarding which ages are more susceptible to PTSD, most studies
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support older children as more vulnerable to the disorder. Saigh (1999) indicates that
adolescents are generally at higher risk than younger children, but not in all cases. Some studies
indicate no relationship between age and PTSD (Schecter & Tosyali, 2001). This section will
generalize factors and findings of PTSD in various age groups.
The level of cognitive development in children appears to influence a child’s risk for the
disorder. Cognitive development relates to the following abilities: reporting symptoms,
understanding the formation of symptoms, and interpreting events (Pandit & Shah, 2000). Some
studies suggest that older children whose development is more mature are at higher risk for
developing PTSD than younger children due to their cognitive capacity to recognize the
significance of the trauma (Garrison, et al., 1995; Schwartz & Kowalski, 1991).
The individual exposures of older children also place them at higher risk for the disorder
than younger children. Adolescence is a period of change and growth where teens are more
vulnerable to trauma and PTSD (Davis & Siegel, 2000). In this stage of life, children face
numerous physical and psychosocial developmental changes, which may place them at risk
(Hardin et al., 1994).
Aside from individual factors, social factors also play a role in adolescence. Adolescent
children tend to interact more in the social environment increasing their exposure to stressors
(Pynoos, 1993). Teenagers are exposed to a wide array of environmental stressors, which may
be traumatic for them and lead to symptoms of PTSD. Pynoos (1994) suggests that
circumstances related to adolescent related traumas like sexual abuse or rape further complicate
traumatic experiences for adolescents. These often involve trauma related procedures including
disclosure of the traumatic event, medical procedures, forensic examinations, entrance into foster
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care, and criminal proceedings. Pandit and Shah, (2000) also report that adolescents are more at
risk of PTSD now than in the past due to issues of substance abuse and teenage pregnancy.
Gender. A majority of findings from studies indicate a higher prevalence of PTSD in
females than in males (Breslau et al., 1991; Kessler et al., 1995; Weaver & Clum, 1995). The
reason females are widely associated with the disorder appears to be attributed to the types of
trauma experienced (Horowitz et al., 1995; Hubbard et al., 1995; Lonigan et al., 1991; Pynoos et
al., 1993; Schwarzwald et al., 1993; Yule, 1992; Kessler et al., 1995). Traumatic exposures
often differ between males and females (Gladstein et al., 1992). Where men are more likely to
experience at least one trauma, women’s experiences of traumas are events that are most likely to
cause PTSD (eg. rape) (Kessler et al., 1995). In children, girls are more likely to be victims of
sexual crimes (Gladstein et al., 1992). They experience traumas such as rape, ongoing physical
and sexual abuse, and assault (Resick, 2001). Boys tend to be victims of community violence or
are more prone to serious accidents or injuries (Gladstein et al.,1992; Resick, 2001). These types
of traumas, often associated with males, are unlikely to be PTSD related traumas in either gender
(Resick, 2001).
The expression of symptoms related to PTSD is different between the genders. Females
are reported to have more internalizing symptoms, while males tend to have more externalizing
behaviors. Girls are more likely to express distress inwardly, including symptoms of depression
and anxiety. Boys’ expression includes acting out or external behaviors (Ostrov et al., 1989). In
a study of children from violent and nonviolent home environments, girls exposed to violence
expressed internalizing behaviors which included clinging, worrying, and sullenness, while boys
in the same environment reacted with externalizing behaviors such as arguing, impulsivity,
hyperactivity, cruelty, and a hot temper (Jaffe et al., 1986).
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According to Ackerman et al., (1998), girls dissociate more than boys and readily report
more anxiety related symptoms. They also are more symptomatic than boys. Girls also tend to
score higher on self-report measures of anxiety, depression, and stress reactions following a
trauma than boys (Gibbs, 1989; Yule, 1992; Lonigan et al., 1991; Pynoos et al., 1993). In some
studies, girls also report more anxiety and severity of symptoms (Pynoos et al., 1993; Rossman et
al., 1997).
Relationship to the perpetrator. Children who are direct victims or witnesses of crimes
have been studied in order to determine their potential for the development of PTSD. Crimes
include domestic violence, rape, child abuse, and incest (Resick, 2001). McLeer et al. (1988)
studied abused youth and found that those children who knew their perpetrator were more likely
to develop PTSD than children abused by a stranger. In situations of rape, varied results existed
between girls abused by a stranger or a known perpetrator. Girls who were victims of rape or
sexual abuse often exhibited symptoms of PTSD due to the nature of the crime (Tremblay et al.,
2000). Despite these findings, females abused by a known person are often difficult to measure
because they are unlikely to report incidents of rape or sexual abuse (Resick, 2001).
Characteristics of the Trauma
Mode of exposure. The mode of exposure risk factor relates to how the traumatic event
was experienced by the child. Traumatic events can be directly experienced or indirectly
experienced. Both modes of exposure are stressors that impact the child and may influence the
development of PTSD (Dinicola, 1996).
Pynoos (1990) describes directly experienced events as those occurring directly to the
child. They include violent assaults, kidnappings, gang violence, incarceration, severe accidents,
disasters, and medical issues. Children who are direct victims of these traumas tend to develop
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PTSD symptoms. Victims of sexual abuse are an example of a population who present with high
rates of PTSD.
Indirectly experienced events, or vicarious exposures to trauma, include the witnessing of
catastrophic or terrifying events and is also associated with the development of PTSD. Indirect
exposures are divided into two categories: events that are personally witnessed and events that
are experienced by significant others and conveyed to the child. Personally witnessed events
include domestic violence, accidents, disasters, the unexpected witnessing of a dead body, or
body parts, and death of a loved one as a result of an assault. Children who directly observe
parental or community violence, for example, are susceptible to the disorder (Famularo et al.,
1993). Events experienced by significant others and conveyed to the child include serious
accidents or injuries, unexpected death, or life threatening diseases of friends or family members.
Duration of trauma. It is evident that PTSD may develop as a result of single events or
multiple traumatic events of the same type (Formularo et al., 1996). Duration of the trauma
plays a significant role in the development of PTSD. Children exposed to single incident
traumas, such as assault, can develop PTSD. In situations of Type II trauma, children are
susceptible to repeated occurrences of the same trauma for an extended period of time. Youth
abused for long intervals (more than one year) presented with PTSD symptoms (Wolfe et al.,
1994). Children of war are also victims of various conditions that may last a significant period
of time. Circumstances, such as imprisonment, torture, kidnapping, or sexual assault are
traumatic events that may repeatedly occur in a victim of war and lead to traumatic responses
(Westermeyer & Wahmanholm, 1996).
Type of trauma. Definitions of the types of trauma in which children are exposed were
illustrated earlier in this paper. A discussion of type of trauma as a risk factor is necessary in
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order to understand which traumas are more likely to develop the disorder of PTSD in children.
A brief summary of the most common traumas will be reviewed in this section.
Natural disasters are a common type of trauma in children. In the aftermath of Hurricane
Andrew 106 children completed self-report questionnaires, findings yielded a
38.6% rate of PTSD in a low impact area of the hurricane and a 56.4% rate of PTSD in a high
impact area two months after the hurricane (Shaw et al., 1995). In another natural disaster study
9% of 33 children who were exposed to wildfires in southern California developed PTSD (Jones
et al., 1994).
In studies of abuse most victims were referred to clinical studies from community
agencies. PTSD was found in 18.2% of 95 sexually abused children (Merry & Andrews, 2004).
Pelcovitz et al., (1995) found that 11% of 27 physically abused adolescents developed PTSD.
In a study of physical assaults and violence, both direct and indirect exposures
contributed to PTSD. Clinical interviews were conducted with 16 children who witnessed the
murder of their parent. Findings indicated that all children developed PTSD (Malmquist, 1986).
In another study all ten children who witnessed the sexual assault of their mother developed
PTSD (Pynoos & Nader, 1998). Another study found a 36% PTSD rate in eleven children who
were attacked by a gunman while traveling in a van (Trappler & Friedman, 1996).
In studies of illnesses and injuries, there were significant findings in clinical samples.
There was a 14% PTSD rate in 57 children who were road traffic accident victims. In a study of
23 adolescent cancer patients, 35% met the criteria for PTSD. Lastly, PTSD was found in a
follow-up study of 64 pediatric leukemia survivors almost 7 years after treatment (Stuber et al.,
1996).
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Conceptual Framework
Figure 1 visually depicts the conceptual framework guiding this study. A traumatic event
in the left hand box of the model is a prerequisite to the traumatic symptoms detailed on the
right. Both the event and the responses are drawn from the DSM IV-TR criteria for PTSD in
children which orginated from the characteristics of Terr provided earlier in this literature
review. The features of the traumatic event and the child characteristics are the risk factors
associated with traumatic responses in children. Research outlining these risk factors in children
are discussed in the latter half of this chapter. The outcome of trauma severity is measured by
the trauma scale described in the methodology chapter of this dissertation. The outcome of
trauma severity is contingent upon the occurrence of a traumatic event, the associated risk factors
of the child and the event, and the trauma responses in the child.
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CHAPTER 3
METHODS
Introduction
The purpose of Chapter 3 is to describe the study’s procedures and methods. More
specifically, this chapter will describe details regarding: (1) initial information gathering and
preliminary communication with the study site, (2) the study site description, (3) the sampling
plan, (4) the operationalization of the independent and dependent variables (5) instrumentation
(6) the data collection procedures and (7) data analysis plan.
Initial Information Gathering Trip and Preliminary Communication with Study Site
During the Spring and Summer of 2002, the researcher visited the study site, Casa
Alianza, in Mexico City on two occasions to gather information regarding its programs for street
children and to determine the feasibility of conducting a research study at the agency. Meetings
were held with the agency director, Ricardo Camacho, and study possibilities were explored. In
addition, discussions were held with the orientation director in the department for volunteers and
the legal advocacy director of the agency in order to better understand Casa Alianza’s programs
and services. The researcher visited the agency programs and observed the children’s activities.
During this visit, examples of case record assessment forms were reviewed. Contact information
was exchanged during these visits in order to prepare for a future project with the agency.
In the subsequent years the researcher maintained contact with the agency and
information was sent to the director regarding study objectives. Communication continued with
the agency director regarding beginning dates for the study. The researcher was informed in July
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2004 that the agency director had changed. The new director, Sofia Almazán, was contacted and
the research goals and instruments for the study were sent to the agency for the new director’s
approval. The study was initially accepted by the agency in November 2004.
Upon receiving the approval from the University of Georgia’s Institutional Review Board
(IRB), the study dates were finalized with the agency director and the project was scheduled to
begin in February 2006. The researcher initially anticipated the study to last for two-months,
February and March 2006, however, data collection procedures extended the project through
April 2006. The reason for the month extension was to establish more time to obtain subjects
from the agency for the study.
Study Site
Casa Alianza is an independent nonprofit organization dedicated to assisting street
children and children at risk of the streets in four Latin American countries: Guatemala,
Honduras, Mexico, and Nicaragua. It is the Latin American branch of the United States
Covenant House, which opened in New York in 1969 and is considered the largest privatelyfunded childcare agency in the United States providing services and shelter to runaway and
homeless youth. Branches of the agency also operate in 14 major United States cities and in 2
Canadian cities. The organization is religiously based with a Christian mission recognizing the
needs of children and serving them with respect and unconditional love. Casa Alianza’s vision is
to rehabilitate street children and to assist children at risk of the streets to a more productive and
meaningful life where they can stay off the streets and move towards independence. The agency
serves as an advocate of children’s rights and cares for approximately 12,000 street children a
year in the four countries. Casa Alianza describes the children receiving services as abused or
rejected by family members in their own homes due to dysfunction and poverty. Furthermore,
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many children have been traumatized in their home, while others are considered victims of an
indifferent society on the streets.
Casa Alianza began in Mexico City in 1986. In 1988, the agency was incorporated as a
Mexican agency and the training of local staff developed. During this time, a needs assessment
was conducted to understand the plight of the population served. Casa Alianza Mexico began
working specifically with boys because the population of street boys outnumbered street girls
four to one. At that time, the program consisted of street educators and the boys’ crisis center.
The street educators’ responsibilities included building a relationship with the child on the street
and assisting them in entering the crisis centers for help. In the early 1990’s two group homes
and the family reintegration program were developed to meet the needs of higher functioning
children and children able to return to their families.
The program presently consists of the following three tiers: Outreach, Crisis Centers, and
Group Homes. The Outreach team is composed of street educators (educadores) and medical
staff who make contact with the street children in various areas of the city, including darkened
alleys, bus terminals, parks, and garbage dumps. See Figure 2. Services provided in this
program include emergency medical care, counseling, non-formal education, and friendship.
The goal of the street educators is to build a rapport with the children so that further assistance
can be offered to them in the crisis centers. The Outreach program serves about 3,000 children
each year in the four Latin American countries.
The Crisis centers (Refugio program) provide shelter and structure for the children in a
supportive environment. When the researcher initially contacted the agency in 2002, the crisis
centers housed both females and males in the same center. Currently, the two genders are
housed separately. The females are in a home-like setting on the Southside of Mexico City,
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while the males are housed in Central Mexico City in a building adjacent to the main office
setting. See Figures 3, 4 and 5. Services provided in these settings include the following: food,
medical attention, substance abuse and psychological counseling, and educational and vocational
training. The program is considered a refuge from the streets, where children are provided
security. The emphasis in this program is placed on restoring hope in the lives of the children.
This agency program has an open-door-policy and children are free to enter and leave as they
wish. The children who choose to stay in the program participate in a development plan (Plan de
Vida) where short-term goals are set. They are also involved in informal educational and
recreational activities. See Figures 6 – 9. Children are transferred to the next stage (Group
Homes) after completing a consistent 120 days in the Refugio program. The staff conducts an
assessment in order to determine their readiness to move to the next stage (Group Homes). Not
all children successfully complete their time in the crisis centers. Half who enter return to the
streets after a few nights of shelter. The attrition rate is often due to substance use and other
psychological issues. Those who return to the streets are served again in the outreach program
before reentering the crisis center. This may happen several times before they permanently enter
the facility. Those who finally choose to stay are in this tier for approximately four months.
The final program at the agency is the group home (Casa Hogares). See Figure 10.
Children are residents of a group home and learn how to live in a family-like environment. They
learn to bond with a surrogate family consisting of supportive and nurturing staff. In this stage,
children participate in long-term treatment and educational goals by supportive and well-trained
staff. They also continue to develop educational and vocational skills. These gender specific
homes house up to 14 children who may reside there until they reach 18 years of age or until
they have completed school. Upon leaving the group home, the children have developed the life
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skills and training necessary for an independent life. Some of the children are encouraged to
pursue a higher education or vocational training.

Figure 2. Site where Casa Alianza outreach workers would meet street children.
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Figure 3. Casa Alianza Administrative and Refugio Programs.
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Figure 4. Family-like environment in female refugio program.
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Figure 5. Crisis program home for girls.
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Figure 6. Boys in refugio program.
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Figure 7. Girls in refugio program.
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Figure 8. Day of the Child activity at agency.
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Figure 9. Day of the Child piñata activity.
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Figure 10. Group home for boys.
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Sampling Plan
Subjects for the study were drawn from the crisis center (Refugio Program) and the
group homes (Casa Hogares). A decision not to recruit subjects from the outreach program was
made upon consultation with the agency director, who discussed both the logistical concerns in
obtaining data from a very mobile population and the possible inaccuracies in the data retrieved
from the outreach program due to subjects’ substance abuse influence on the streets.
The study’s sampling frame included all children served in the crisis and group home
tiers at Casa Alianza from February 24 through April 28, 2006. This decision was made after
reviewing agency statistics on the numbers of children housed at the agency in the previous
months. The presumption was that not all children would be interviewed during the scheduled
time frame for the following reasons: 1) children not consenting to an interview, 2) children on
family visits with the objective of reunification, 3) children who left the program prior to the
interview either through reunification or a return to the streets, 4) children who entered the
program after the cut off date of April 24, 2006, 5) children who came in for a service only, such
as hygiene or a meal, 6) children never targeted due to intense work and school obligations, 7)
children cognitively unable to respond to the questions of the study as determined by the
researcher, 8) children in the hospital during the time period of the interview.
Despite these concerns, an attempt to interview all children in the scheduled time frame
was adhered to by the researcher. It was understood that the agency sample obtained would
provide a picture of street children and children at risk of the street for the study purposes.
According to the research, Latin American street children may enter street life with their
families for work in the markets as early as age 5 (Rizzini, 1996). The average age of street
children in Latin America, who are considered ‘in the streets,’ is between the ages of 10-14
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(Rizzini & Lusk, 1995). In the original proposal of this study, street children and those at risk
between the ages of 7-18 years old were to be interviewed because the research measure being
utilized was designed for this age group. Upon receiving current agency statistics on age at the
time of the study, a decision was made to target the actual ages of the children entering the
agency and using the services offered. The age range of the children was from 11-19 years. This
range was typical of the population entering the agency on a regular basis. Younger children who
entered generally were reunified with families more quickly or referred to other services.
Additional concerns in recruiting subjects for the interviews related to children’s ability
to respond to the questions asked. A pilot study was conducted on a sample of 5 children, two
females and three males at various age ranges, to determine if there was an understanding of the
questioning in the instruments used in each age range. This pilot study was based on the initial
population at the agency when the study began and determined the age ranges that would be able
to fully understand the questionnaire. Besides capability to respond depending on age, another
determinant for participation of subjects was the researcher’s clinical judgment when beginning
the interview of the child’s cognitive ability to understand and accurately answer the questions.
Data from children who demonstrated the inability to answer the questions were discarded.
Cognitive functioning was assessed by the researcher through the evaluation of the child’s
thought processes and speech in the interview.
Inclusion Criteria
The inclusion criteria determined which children were eligible to participate in the study.
The eligible participants were all children aged 11 to 19 years residing at the agency from
February 24 through April 28, 2006 who were at risk of the street or who had lived in the street
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prior to entering the agency. Information was obtained from agency statistics and staff to
determine if children fell into these categories.
Exclusion Criteria
Children who were excluded from the study were as follows: 1) children on family visits
with the objective of reunification (7 children), 2) children who left the program prior to the
interview either through reunification or a return to the streets (46 children), 3) children who
entered the program after the cut off date of April 24, 2006 (4 children), 4) children who came in
for a service only, such as hygiene (3 children), 5) children never targeted due to intense work
and school obligations (18 children), 6) children cognitively unable to respond to the questions
of the study as determined by the researcher (0 children), 7) children in the hospital during the
interview period (2 children).
Data Collection Procedures
The data collection was conducted at the agency sites by the researcher following
approval by the University of Georgia Institutional Review Board (IRB) (See Appendix). The
agency was the authorized to provide consent for the children to be interviewed. The children
gave verbal assent to the researcher to participate in the study prior to the interview. The agency
workers determined the best times to interview the children since the children were involved in
various educational and recreational activities at the agency.
Prior to interviewing the children, the researcher spent one week at the agency with the
children participating in activities in order to develop rapport. This interaction allowed the
children to familiarize themselves with the researcher’s presence in order to feel more at ease
with the researcher in the interview.
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Interviews were conducted individually with each child. The approximate interview time
was 1-1.5 hours with each child and depended on the child response time and information
gathered. Ability to respond more quickly was generally associated with age. The children were
given a choice to divide the interview time into two sittings due to the length of the interview and
the children’s attention span. Younger children generally opted to be interviewed in two sittings,
while older children completed the interview in one sitting.
Participants were read the first two questionnaires, the Background and Life Events
Questionnaire. The researcher used process recording to gather the answers to the questions.
The interview was semi-structured providing the researcher the ability to expand on questioning
in certain areas. Children whose responses to the Life Events Questionnaire indicated no
evidence of trauma were not interviewed further because the remaining questionnaire was only
applicable to children who had experienced a traumatic event. For those children who identified
a specific trauma, the researcher continued the interview by using the audiotaped Spanish version
of the When Bad Things Happen Scale (WBTH scale) recommended by the instrument’s
developer, Richard Fletcher (personal communication, April 2004). Children were provided an
explanation for questions if needed due to literacy or other apparent comprehension issues. The
study was conducted over a ten-week period with an attempt to interview 100 children. Children
were compensated for their time with their choice of an educational gift provided by the
researcher. Examples of gifts were notebook pen/pencil/eraser sets and drawing sketchbook and
markers. Gifts were of assorted themes allowing children a choice based on color, cartoon
characters, sport, etc. Additional compensation was provided to the agency for each child
interviewed totaling $10 per child for the director to purchase clothing for each child.
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Instrumentation
The Background Questionnaire, developed by the researcher for this study, is a semistructured questionnaire designed to gather demographic information on the child including
gender, age, and state of origin as well as information regarding family relationships, reasons
for leaving home, length of time in the streets, present relationships with family, family
economic situation, and length of time and reason for entering agency. The questionnaire
consisted of both open and closed ended questions. Five of the open-ended questions
allowed for the researcher to probe based on the child’s answers. Questions from this
instrument were used to gather information on several risk factors for PTSD, including age,
gender, and the nature of the child’s relationship with the perpetrator. An assistant to the
researcher was hired on a contractual basis to translate the questionnaires for the study
The Life Events Questionnaire is based on the Life Events Checklist of the Clinician
Administered PTSD Scale for Children and Adolescents (CAPS-CA; Newman & Ribbe,
1996). It has been modified with permission from the author to assess possible traumatic
events in the lives of street children. The instrument’s modification added circumstances to
the original questionnaire that pertain to street children. Examples include questions 6 and 7,
which relate to violence by family members and the police. The instrument is a checklist and
designed to precede the CAPS-CA measure. The CAPS-CA is an assessment and diagnostic
tool used by clinicians in a structured interview format for clinical practice. The CAPS-CA
shows internal consistency on the three subscales for PTSD. For re-experiencing, alpha was
.81, for numbing and avoidance alpha was .75; and for arousal alpha was .79. These results
indicate substantial homogeneity among the items on the CAPS-CA subscales. The Life
Events Questionnaire in this study is used separately as a quantitative measure. It does not
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precede the clinical questionnaire component of the CAPS-CA, which is administered
following the checklist in clinical practice. The purpose of the instrument is to gather data on
traumatic events at one point in time in this cross-sectional study. The instrument allows for
the child to recall traumatic events throughout his/her life and indicates type of exposure
among five choices. The questionnaire’s responses suggest if the event was directly or
indirectly experienced or if the event was never experienced. The researcher’s use of this
instrument was to quantify responses of types of traumas experienced by the children. It also
allowed for information to be obtained on direct or indirect exposure to the trauma. Direct
exposure was defined as any event that happened to the child. Indirect exposure was any
event that the child saw, heard or learned about that happened to another person. The Life
Events Questionnaire is primarily a quantitative measure, but does allow the researcher to
probe for details regarding various traumas in a semi-structured format. The measure is
generally used by mental health clinicians in practice and has no established reliability and
validity. In a structured interview, this questionnaire precedes the CAPS conducted with
children from ages 8-18 who experienced one or more types of trauma. The questionnaire
was translated from English to Spanish and back translated from Spanish to English by a
bicultural translator who assisted with the project.
The When Bad Things Happen Scale (WBTH) (Fletcher, 1992) is used to further
assess trauma and the diagnosis of PTSD by measuring the severity of trauma-related
symptoms. The measure is recommended by the National Center for Post Traumatic Stress
Disorder as a reliable and valid measure for children with an established Spanish version.
The first part of the questionnaire consists of an open-ended question relating to the child’s
description of the worst incident that he or she could recall in his or her lifetime. Children
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are asked to respond to a disturbing event, preferably in the last 5 years due to the children’s
inability to recall events too far in the past. With this questionnaire, the risk factor of
duration was examined as the child elaborated on the event’s occurrence as a single or
multiple traumatic event.
The quantitative component of the WBTH scale contains 90 questions, 58 measuring
the symptoms of PTSD and the remaining 32 measuring associated symptoms affecting
children. For the purposes of this study only those items measuring PTSD symptomatology
were examined. The instrument focuses on the prevalence of symptoms and their severity in
relation to the trauma. The instrument differs from others measuring PTSD in that two or
more questions are asked for each DSM-IV-TR symptom measured. The answers are
reported on a 3-point Likert scale using the following choices 0 = never, 1 = some, and 2 =
lots. The Spanish version of the instrument was back-translated by a translator who was
under a contract as an assistant to the researcher. The measure was modified to incorporate
the Tu rather than the Usted form of Spanish, which signifies a personal rather than formal
approach and is more commonly used with children.
Reliability and validity of the English version of the WBTH scale are as follows. The
internal consistency for the full PTSD scale excluding the associated symptoms is Cronbach
Alpha .92 (Fletcher, 1996). The internal consistency for Criteria A (4 items), B (16 items),
C (23 items), and D (15 items) are .70, .89, .70, and .82 respectively (Fletcher, 1996). These
preliminary results indicate that this measure is an internally consistent measure of PTSD.
Convergent validity was studied by the correlation of the WBTH scale and a semi-structured
interview for children by Fletcher, (1996) measuring PTSD (.87, p < .001). The measure was
also correlated with a 20-item PTSD scale derived from Achenbach’s (1991) Child Behavior
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Checklist (.54, p< .01). Other correlations were with the Childhood PTSD Reaction Index by
Pynoos et al.(1992) at .84 (Moller-Thau & Fletcher, 1995) and the Parent Report to the
child’s responses indicating good internal consistency at .89 (Fletcher, 1996). Although the
psychometrics have not yet been established for the Spanish version of this scale, there are
few scales measuring PTSD in children that have Spanish versions with psychometric
support.
Independent Variables for the Study
The following independent variables are the risk factors used in this study for PTSD
symptomatology and trauma exposures. They are classified as features of the child and
features of the traumatic event.
Features of the Child
Age. The variable age is considered a risk factor for PTSD. The age of the child at the
time the trauma was experienced was recorded on the WBTH scale and is a continuous
variable in this study.
Gender. The gender variable is defined as the sex of the child who experienced the
identified trauma. Gender was dichotomously coded in this study as 0 = male and 1 = female.
Relationship. The relationship between the victim and the perpetrator variable relates
to the child’s relationship with the perpetrator of the trauma. The variable relates to all
children who were victims of a physical or sexual trauma. On the WBTH scale, children
identified their trauma and if they were victims, they identified the perpetrator. The
perpetrators of the traumas were either known or unknown to the child. Variables were
coded dichotomously as 0 = no relationship to the perpetrator and 1 = relationship to the
perpetrator.

70
Features of the Traumatic Event
Type. The type of trauma variable defines the kind of trauma experienced by the child
as reported on the WBTH scale. The types of traumas reported as risk factors were as
follows: 1) sexual abuse/assault, 2) physical abuse/assault, and 3) death. All variables were
dichotomously coded based on occurrence 0 = no and 1 = yes.
Mode of exposure. The mode of exposure variable is the manner in which the
traumatic event was experienced. Direct exposure involves an event directly happening to the
child, while indirect exposure consists of an event that was witnessed or heard about
involving a significant other. This information was gathered from the WBTH scale. The
variables were coded as 0 = not direct, 1 = direct.
Duration. The duration of the trauma refers to the length of time the trauma was
experienced. Single event traumas occur one time only while multiple exposures to the same
trauma occur more than once. The information for this variable was gathered in the WBTH
scale and was coded as 0 = not single event, and 1 = single event.
Dependent Variable for the Study
Trauma Symptom Severity. This dependent variable is defined as the degree of severity
for each cluster of PTSD symptoms (B, C, D) and is measured by the trauma score, which is a
continuous variable on the WBTH scale.
Data Analysis Plan
The data analysis plan included the univariate, bivariate, and multivariate procedures.
Data was entered and analyzed by the researcher in SPSS 15.0 version. Univariate data included
data from all three questionnaires, including the demographic and background information on the
child, life trauma exposures, and worst events as reported by the children. Descriptive statistics
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were analyzed in SPSS and frequencies, percentages, means, and standard deviations were
reported.
Various predictors of childhood trauma were identified and analyzed in order to assess if
they predict post trauma severity scores in the children as identified by the WBTH PTSD scale.
Bivariate procedures included correlation analyses conducted on all predictor variables in order
to examine relationships and determine significance for a multivariate analysis. Independent ttests were also conducted to determine the relationships between the independent and dependent
variables and to determine which variables were significant for a multiple linear regression
model. Simple linear regression was used to analyze the significant predictor variables resulting
from the t-tests and to measure the effect of the slope, or established parameter, signifying the
amount of change in the dependent variable for every unit change in the independent variable.
Multiple regression analyses were conducted on pairs of predictor variables in order to
understand relationships between predictor variables and the dependent variable. Due to low
sample size and the exploratory nature of the study, the analyses were conducted on all possible
pairs of predictor variables and the dependent variable as recommended by a statistician who
provided consultation services for the project (J. Kotlerman, personal communication, October
22, 2007).
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CHAPTER 4
RESULTS
This chapter will focus on the results of the study of 100 street children and children at
risk of the streets served by Casa Alianza from February 24, to April 28, 2006. There were a
total of 181 children receiving services during this time period. Children were excluded from the
study for a variety of reasons that are listed as follows: 1) Twenty-five percent were not
interviewed due to leaving for the streets prior to the interview or being reunified with their
family, 2) Four percent were on family visits with the objective of reunification with their
families, 3) Two percent entered the agency after the cut off date of the study, 4) Two percent
entered the facility only for hygiene services, 5) One percent of the children were in the hospital,
6) Ten percent were not targeted due to work or school schedules. Thus 44% of the total 181
children were excluded from the study. Of the 101 children who met the inclusion criteria for
the study, 100 participated in the study interview, while one refused. Thus, data was collected on
55% of the children at the agency during the time period with a response rate of 99%.
The purpose of the research study was as follows: 1) to understand the population of
children at Casa Alianza in terms of demographics and to report their circumstances related to
family of origin and street life 2) to obtain information on the traumatic exposures experienced
by the children of the agency 3) to assess the traumatic responses and severity level to one
reported worst traumatic event and 4) to ascertain which risk factors were predictors of trauma
frequency and severity associated with the worst event the children reported.
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Descriptive Statistical Analyses
Demographic and Street Life Characteristics
Analyses of demographic information including age, gender, and relevant information
pertaining to the child’s departure from his/her family of origin, time spent in the streets and
average age of departure are presented in Table 1. Results for time spent on the streets were
gathered using the exact child responses and categorizing them in three-month intervals for
children on the streets for less than a year and in three-year intervals for children residing in the
streets over one year. Compiled results indicate that over one-third, or 36% of the children,
spent a year or less in the streets, 17% spent anywhere between 1-6 years in the streets, another
11% were on the streets between 6 to 9 years, while 4% reported being on the streets for 9 years
or longer with the longest length of time being 11 years. Twenty-one percent of the children
reported never living in the streets and were considered children at risk of the streets due to their
family or economic situation.
Family Composition, Caregiver Relationships and Perception of Social Support
Figure 11 reports information regarding the family composition of the child prior to
entering street life. Over one-half, or 53%, of the children resided in two-parent homes, either
reconstituted, adoptive, or with biological caregivers. Sixteen percent were from single-parent
homes, while 31% resided with grandparents, relatives, or other acquaintances.
Figure 12 reports the child’s relationship to the primary caregiver. Forty-five percent of
the children reported positive relationships with their primary caregiver. Nearly one-fourth
indicated poor relations, while 29% described their relationship as fair.
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Table 1
Demographic and Street Life Characteristics of Children at Casa Alianza (N=100)
_____________________________________________________________________________
N

%

M

SD

_____________________________________________________________________________
Age

100

15.50

1.71

11.24

3.01

Gender
Male

72

72

Female

28

28

Age Left Home

100

Time in the Street
≤ 1 month

9

9

≤ 3 months

11

11

≤ 6 months

5

5

≤ 9 months

3

3

≤ 1 year

8

8

≤ 3 years

15

15

≤ 6 years

2

2

≤ 9 years

11

11

9 years or longer

4

4

Does Not Know

2

2

Never

21

21

_____________________________________________________________________________
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Missin
4.0%
Very Poor

Very W ell

8.0%

17.0%

Poor
14.0%

W ell
28.0%
Fair
29.0%

Figure 11. Family Composition Prior to Entrance into Streets (N=100)

Other
3.0%
Adoptive parents
2.0%
Relatives
12.0%

Biological Parents
17.0%

Mother Only

Grandparents

14.0%

16.0%

Father Only
2.0%
Reconstituted Family
34.0%

Figure 12. Nature of Relationship to Primary Caregiver (N=100)
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The perception of social support in the child’s home environment is illustrated in Figure
4. Nearly one-third of the children admitted not feeling support from anyone in their home. Over
one-fourth of the children reported relying on a biological, adoptive, or stepparent for support.
Twenty-seven percent felt support from relatives, such as grandparents, aunts/uncles, and older
siblings, while nearly 10% stated support from more than one of the family members mentioned.
Reasons for Leaving Home
Children described reasons for leaving home either based on family or individual
circumstances. Sixty-six percent of the children reported leaving their homes for family reasons.
The primary reason was abuse, which accounted for 44% of the cases. Other reasons for leaving
home included familial problems (9%), economic conditions of the family (5%), academic

Unknown/Missing
3.0%
More than one/other
13.0%

Parent(s)
26.0%

Nobody
31.0%
Relatives
27.0%

Figure 13. Perception of Support in Home Environment (N=100)
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opportunities for children (3%), death of parent(s) (2 %), deficient parenting of children (2%),
and abandonment by parent(s) (1%). Fourteen percent of the children cited individual reasons for
leaving home, which included substance abuse addictions (5%), runaway reasons (1%), a
preference for the streets (4%), and feelings of boredom (3%). Two percent did not know or did
not report a reason, while 7%were unwilling to specify the reason they left home. Twelve
percent of the children admitted more than one of the above reasons for leaving.
Traumatic Event Exposures
Table 2 reports a list of traumatic event exposures in street children based on the Life
Events Questionnaire. The category “not sure” was eliminated due to insignificant responses.
The most commonly experienced traumas were physical abuse/assault (76.8%) migration from
one place to another (61.6%), and death of a loved one (59.6%).
Worst Event Information
The worst event information as reported on the When Bad Things Happen Scale is
illustrated in Table 3. Seventy percent of the 100 children reported a worst event, while 66%
completed the WBTH scale assessing severity of trauma. Nearly 36% of the 70 children
indicated death of a family member or friend as their worst event, 24% reported their most
disturbing trauma as sexual abuse/assault, while 21% stated physical abuse/assault as their worst
trauma. Death was the most frequently reported worst event by males (45%), while sexual
abuse/assault was most prevalent among females at nearly 19%.
Predictor Variables
There are different predictors of trauma severity in children and this section will explore
the risk factors associated with the characteristics of the individual and the trauma in the sample
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Table 2
Traumatic Events Experienced by Street Children (N = 100)
Traumatic
Event

Happened to Me
N

Frequency

Saw

%

Frequency

Heard/Learned
%

Frequency

%

Never
Frequency

%

Disaster

98

15

15.3

3

3.1

4

4.1

76

77.6

Fire or Explosion

99

7

7.1

17

17.2

3

3.0

72

72.7

Vehicle Accident

99

18

18 .2

13

13.1

4

4.0

64

64.6

Other Type of
Accident

99

28

28.3

1

1.0

1

1.0

69

69.7

Exposure to
Chemicals

99

8

8.1

1

1.0

1

1.0

89

89.9

Physically
Attacked

99

76

76.8

0

0

0

0

23

23.2

Attacked with
a Weapon

99

47

47.5

2

2.0

0

0

50

50.5

Sexual Abuse

99

30

30.3

0

0

0

0

69

69.7

Fighting or War

99

28

28.3

21

21.2

1

1.0

49

49.5
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Table 2 continued
Traumatic
Event

Happened to Me
N

Frequency

%

Saw
Frequency

Heard/Learned
%

Frequency

%

Never
Frequency

%

Lack of Basic
Needs

99

43

43.1

1

1.0

0

0

55

55.6

Near others
Deprived

99

24

24.2

15

15.2

0

0

60

60.1

Forced to Stay
Against Will

98

4

4.1

0

0

0

0

94

95.9

Death Related
Illness or Injury

99

16

16.2

1

1

1

1

81

80.8

Violent Death
or Dead Bodies

99

0

0

14

14.1

0

0

85

85.9

Death of a
Loved One

99

59

59.6

1

1.0

0

0

39

39.4

Badly Hurting
Someone

99

16

16.2

0

0

0

0

83

83.8

Moving from one
place to another

99

61

61.6

0

0

0

0

38

38.4
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Table 2 continued
Traumatic
Event

Happened to Me
N

Frequency

%

Saw
Frequency

Heard/Learned
%

Frequency

%

Never
Frequency

%

Being Arrested
by Police

96

38

39.6

0

0

0

0

58

60.4

Other Bad or
Scary Event

99

7

7.1

2

2.0

0

0

90

90.9
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Table 3
Worst Event by Gender as Reported by Children on WBTH Scale (N = 70)
Male
Frequency

Female

Traumatic Event

N

%

Sexual Abuse/Assault

70

4

5.7

Physical Abuse/Assault

70

12

Death

70

Accident

Frequency

Total
%

Frequency

%

13

18.6

17

24.3

17.1

3

4.3

15

21.4

21

30.0

4

5.7

25

35.7

70

5

7.1

0

0

5

7.1

Incarceration

70

2

2.9

0

0

2

2.9

Kidnapping

70

1

1.4

0

0

1

1.4

Change In Family

70

2

2.9

0

0

2

2.9

Lack of Basic Need

70

1

1.4

0

0

1

1.4

Emotional Abuse

70

1

1.4

0

0

1

1.4

Abandonment

70

1

1.4

1

1.4

1

1.4

82
of street children studied. The risk factors include: sexual abuse/assault, physical abuse/assault,
death, indirect/direct exposure to the trauma, single/multiple exposure to the same trauma,
relationship to the perpetrator, gender, and age the traumatic event occurred. The predictor
variable relationship to the perpetrator was removed from the analyses due to not all children
reporting worst events in which they were a victim.
Criterion Variable
The outcome variable of trauma severity was measured by the WBTH scale. The range of
severity scores for the sample was 24-97, (M = 57.3, SD = 16.92). Increases in scores on the
trauma scale signified greater trauma severity in the children. Table 4 describes the descriptive
statistics for the WBTH subscales and the total scale. The range of scores for trauma severity
and reliability are listed.
Correlation Analysis
Spearman Rho correlation analyses were conducted on all of the predictor variables to
assess for multicollinearity. The correlation coefficients are presented in Table 5. According to
Newsom (2005) predictor variables can be correlated with one another up to r =.80.
Multicollinearity problems between the variables occur if the correlation is greater than .80. The
variables direct/indirect exposure and death had a correlation of r = -.94 indicating high
multicollinearity, or that the variables were essentially measuring the same concept. Death was
the eliminated variable in this study because all death reported by the children were indirect
traumas. Indirect and direct exposure was an important variable that remained in the study
because it described more fully the other types of traumas in which the children were exposed.
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Table 4
Descriptive Statistics of Trauma Severity and Reliability Scores based on DSM IV-TR Criteria
on the WBTH scale
______________________________________________________________________________
DSM IV Criterion
N
M
SD
Alpha
Range
______________________________________________________________________________
A
65
4.21
1.99
.34
1-9
B

66

15.71

7.35

.88

0-32

C

62

22.02

6.61

.74

6-38

D

65

15.86

4.01

.53

6-25

Total Scale
61
57.33
16.92
.90
24-97
______________________________________________________________________________
Table 5
Correlation Coefficients between Predictor Variables
______________________________________________________________________________
Predictor Variables
1
2
3
4
5
6
7
______________________________________________________________________________
1. Gender
1.0
2. Sexual Abuse/Assault Victim

. 59** 1.0

3. Direct/Indirect Trauma Exposure .21

.49** 1.0

4. Single/Multiple Trauma Exposure -.41** -.39** -.37** 1.0
5. Physical Abuse or Assault

-.08

-.29*

.34** -.09

6. Death

-.24* -.46** -.94** .35

1.0
-.39** 1.0

7. Age event occurred
-.21
-.11 -.18
.35** -.10 .14
1.0
______________________________________________________________________________
Note (N=66)
**p<.01 two-tailed
*p<.05 two-tailed
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Trauma Type
Sexual Abuse/Assault
Twenty-six percent of the 66 children who responded to the WBTH scale reported
sexual/abuse or assault as their worst event. The remaining 74% reported another worst event.
Nine percent of males reported sexual abuse/assault as their worst event, while sexual
abuse/assault was reported by 65% of females. Forty-one percent of the victims reported the
trauma occurring more than once by the same perpetrator, while 59% reported a single incident
of the event by either a known or unknown perpetrator. All children reporting sexual
abuse/assault were direct victims.
Physical Abuse/Assault
Twenty percent of the children who responded to the WBTH scale reported physical
abuse/assault as their worst event. The remaining 80% reported another traumatic event.
Twenty-two percent of all males and 15% of all females were physically abused. Of those
physically abused/assaulted, 92% reported being direct victims. Among those who have
experienced physical abuse, 77%, reported a single traumatic incident of abuse by one known or
unknown perpetrator, while 23% reported multiple incidents of physical brutality by a single
perpetrator.
Death
Thirty-eight percent of the children who responded to the WBTH scale reported death as
their worst event. Forty-six percent of the boys and 20% of the girls reported death as their most
disturbing event. Of those reporting death as their worst event, 100% were not directly exposed
indicating they were indirectly exposed to the death of a significant family member or friend. Of
those who did not report death as their primary trauma, 95% were directly exposed to either
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forms of abuse mentioned, while 5% were indirectly exposed to physical abuse. These results
indicate a high inverse correlation between indirect/direct exposure to the trauma and death at
r = -.94. These two predictor variables essentially measured the same concept, resulting in the
exclusion of death in further analyses.
Trauma Exposure
Mode of Trauma Exposure
Fifty-nine percent of the children who responded to the WBTH scale were direct victims
to the trauma reported, while 41% were indirectly exposed. Females reported more direct trauma
exposures than males at 75% versus 52% respectively. Of those reporting an indirect traumatic
event, 81% were male and 19% were female.
Duration of Trauma Exposure
Eighty-three percent of the children responding to the WBTH scale reported single
incident traumas, while 17% reported multiple exposures to the same trauma. Seven percent of
the males and seventy-three percent of the females reported multiple exposures to the same
trauma. Single incidents of trauma were reported more frequently by those children who were
victims of abuse/assault. For sexual abuse/assault victims, 59% were single incidents. In regards
to physical abuse/assault victims, 77% experienced a single exposure. Fifty-one percent of those
exposed to a single traumatic incident were direct victims, while 100% of those exposed to
multiple incidents were direct victims of a traumatic event that occurred by the same perpetrator.
All children who reported indirect exposure only had a single event to the trauma.
Independent T-tests
Independent T-tests were conducted between the risk factor variables for trauma and the
trauma severity score as measured by the WBTH scale. Table 6 reports the descriptive statistics,
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p-value, and t-statistic for each variable. The purpose of the independent t-tests was to determine
which independent variables would be significant for the multivariate analysis as recommended
by Abu-Bader (2006). The independent t-test models were conducted without the Bonferroni
adjustment due to the exploratory nature of the study and the small sample size.
Results from the T-tests indicate the following significant predictors of scoring higher on
the PTSD scale when equal variances are not assumed: Being sexually abused/assaulted p = .00,
being exposed to direct trauma p = .03, having multiple trauma experiences p =.02, and being
female p=.01. Below is an explanation of each predictor variable.
Sexual Abuse/Assault and Trauma Severity
The average score for trauma severity was higher when sexual abuse victims (M = 69.06,
SD = 13.75) were compared to those not sexually abused/assaulted (M = 53.27, SD = 16.09),
t(64) = 3.90, p = .00 (two-tailed).
Physical Abuse/Assault and Trauma Severity
There was no significant difference in the scores on the trauma scale for street children
who were physically abused/assaulted (M = 55.15, SD = 14.50) and those who experienced
another type of trauma (M = 57.87, SD = 17.54), t(64) = .57, p = -.58 (two-tailed). This finding
suggests that the mean differences between the two groups could have been obtained by chance.
Direct/Indirect Trauma Exposure and Trauma Severity
The average score on the trauma severity scale for those who were direct victims of
trauma (M = 61.23, SD = 15.68) was higher than those who were indirect victims (M = 51.70,
SD = 17.34), t(64) = 2.28, p = .03 (two-tailed).
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Single/Multiple Exposure to the Trauma and Trauma Severity
The average severity scores for children who had multiple exposures to the same type of
trauma (M = 68.18, SD = 15.59) was higher than those children exposed to a single traumatic
event (M = 55.16, SD = 16.45), t(64) = -2.50, p = .02 (two-tailed).
Gender and Trauma Severity
The average severity scores for females (M = 65.80, SD = 15.51) was higher than for
their male counterparts (M = 53.65, SD = 16.31), t(64) = 2.88, p = .01 (two-tailed).
Correlation Analysis for Continuous Variables
Age Event Occurred and Trauma Severity
A Spearman correlation was calculated to examine the relationship between the
continuous variable of age the event occurred and trauma severity. The findings from the
Spearman correlation were insignificant r = -.051.
Simple Linear Regression
Simple linear regression was conducted on each significant predictor variable and the criterion
variable. The significant predictor variables were identified from the above analyses. Results
are outlined in Table 7. The purpose of the analysis was to examine the differences between the
independent and dependent variables. Simple linear regression was used to analyze the
significant predictor variables resulting from the t-tests and to measure the effect of the slope, or
the established parameter between the variables. The parameter in simple linear regression
signifies the amount of change in the dependent variable for every unit change in the
independent variable.
The analyses indicate that there are significant relationships between each predictor
variable and the criterion variable trauma severity. The slopes of sexual abuse/assault, gender,
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Table 6
Independent T-Tests for Predictor Variables

Variable
N
M
SD
t
p-value
______________________________________________________________________________
Sexual Abuse/
Assault

66

Yes

17

69.06

13.75

No

49

53.26

16.08

Physical Abuse/
Assault

66

Yes

13

55.15

14.50

No

53

57.87

17.54

Indirect/
Direct Exposure

66

Direct

39

61.23

15.68

Indirect

27

51.70

17.34

Single/
Multiple Trauma

66

Single

55

55.16

16.45

Multiple

11

68.18

15.59

Gender

66
Male

46

53.65

16.31

Female

20

65.80

15.51

3.90

.00

-.58

.57

2.28

.03

-2.50

.02

2.88

.01

______________________________________________________________________________
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Table 7
Simple Linear Regressions of Predictor Variables with the Dependent Variable Trauma Severity
(N = 66)
_____________________________________________________________________________
Variable
β
t
p-value
_____________________________________________________________________________
Sexual abuse/
Assault

.41

3.61

.00

Gender

.33

2.82

.01

Single/Multiple
Exposure to trauma

-.29

-2.42

.02

Direct/Indirect
.28
2.33
.02
Trauma Exposure
_____________________________________________________________________________
single/multiple exposure to trauma, and direct/indirect trauma exposure indicate increases (or
decreases) on trauma severity.
Findings show the following for the predictor variables in relationship to the criterion
variable. The effect of sexual abuse/assault (b = .41, p = .00) is significant indicating the greater
the percentage of street children who were sexually abused/assaulted, the higher the trauma
severity score. The effect of gender (b = .33, p = .01) is significant indicating that females have
higher trauma severity scores. The effect of single/multiple trauma exposure (b = -.29, p = 02)
is significant indicating higher multiple exposures with higher trauma severity. Lastly, the mode
of exposure to the trauma (indirect/direct) was significant (b = .28, p = .02) signifying that direct
exposure to the trauma, increases trauma severity scores.
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Multivariate Analyses
Multiple Regression Analyses
The assumptions for multiple regression were examined before proceeding with the
analyses. They are numbered as follows: 1) The sample of street children was a representation
of the population in which generalizations could be inferred. 2) The criterion variable of trauma
severity was a continuous variable and measured at an interval level of measurement. 3) The
independent variables in the study were coded into dummy variables with the exception of the
continuous variable age. The reason for the dummy coding was to prepare the nominal variable
for entrance into the multiple regression analysis. 4) The assumption of normality was analyzed
through visual inspection of histograms of the dependent variable and the examination of the
frequency distribution for the dependent variable. The normality curve residuals (actual and
predicted scores) indicated an equal distribution of scores for the dependent variable of trauma
severity (M = -1.7, SD = .96). 5) The assumption of homoscedascity was examined using a P-P
plot of standardized residuals. The plot indicated that the variances of errors were the same
across all levels of the independent variables. 6) The assumption of multicollinearity was
examined through correlation analyses of the predictor variables. High collinearity was found
between the death and indirect/direct trauma exposure (-.94) resulting in the removal of the
variable death due to the two variables essentially measuring the same concept. 7) The sample
size for generalizable results as defined by the formula (N ≥ 50 + 8m, where m = number of
factors) was needed for the multiple regression analysis (Abu- Bader, 2006). The original
sample size of 100 street children was reduced to 66 based on those reporting a worst trauma.
This sample size was insufficient for all four significant predictors to be entered into the
regression model (N ≥ 88). Additionally 3 predictors were insufficient for the above formula, (N
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≥ 74). Thus, upon the recommendation of a statistical consultant on the project, J. Kotlerman,
(Principal Statistician and Statistics Core Manager at the University of California Los Angeles
Department of Medicine Statistics Core) (personal communication, October 24, 2007), 6 separate
models of the possible pairs of significant variables from the above analyses were examined
using multiple regression (N = 66). The recommendation was based on the insufficient power
due to sample size for all the variables to be entered simultaneously. In addition, the exploratory
nature of the study allowed for an examination among pairs of variables to determine which
variables would show significance in the models. The results are outlined in Table 8.

Table 8
Summary of Multivariate Regression Analyses for Combinations of Two Predictor Variables and
Trauma Severity (N = 66)
_____________________________________________________________________________
Variable
β
t
p
_____________________________________________________________________________
Model 1
Sexual abuse/
Assault

.33

2.34

.02

Gender

.14

.97

.34

Sexual abuse/
Assault

.35

2.86

.01

Single/Multiple
Exposure to trauma

-.15

-1.24

.22

Model 2
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Table 8 continued
_____________________________________________________________________________
Variable
β
t
p
_____________________________________________________________________________
Model 3
Sexual abuse/
Assault

.36

2.76

.01

Direct/Indirect
Trauma Exposure

.10

.78

.44

-.22

-1.69

.10

.20

1.56

.12

Single/Multiple
Exposure to trauma

-.18

-1.42

.16

Gender

.26

2.00

.05

.22

1.84

.07

Model 4
Single/Multiple
Exposure to trauma
Direct/Indirect
Trauma Exposure
Model 5

Model 6
Direct/Indirect
Trauma Exposure

Gender
.29
2.41
.02
___________________________________________________________________________
Findings from the 6 combinations of multivariate analyses show that gender and sexual
abuse/assault are significant with all other combinations of variables except with one another. In
model 1, sexual abuse/assault takes precedence (p = .02) over gender (p = .34) in the
multivariate analysis. Sexual abuse/assault is also significant in models 2 and 3 as listed in Table
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8. Similarly, gender is significant in models 5 and 6. There is no significance in model 4 with the
variables indirect/direct trauma exposure and single/multiple traumas.
Sexual Abuse/Assault and Gender
In a simultaneous model of multiple regression, it was revealed that sexual abuse/assault
was a significant predictor of trauma severity (F = 6.99, p < .01). With a beta of .33,
sexual/abuse assault (p < .05) was a stronger predictor of trauma severity than gender accounting
for 15.6% of the variance in trauma severity.
Sexual Abuse/Assault and Single/Multiple Trauma Exposure
In Model 2, among the predictor variables of sexual abuse/assault and single/multiple
trauma exposure, sexual abuse/assault was a significant predictor of trauma severity (F = 7.34, p
< .01). With a beta of .35, sexual abuse/assault (p < .05) was stronger than single/multiple
trauma exposure accounting for 16.3% of the variance in trauma severity.
Sexual Abuse/Assault and Direct/Indirect Trauma Exposure
In Model 3, sexual abuse/assault was a significant predictor of trauma severity
(F = 6.78, p < .01). The beta parameter of .36 demonstrates that sexual abuse/assault
(p < .05) was a stronger predictor of trauma severity than direct/indirect trauma exposure
accounting for 15.1% of the variance.
Single/Multiple Trauma Exposure and Indirect/Direct Trauma Exposure
Model 4 showed no significant predictors of trauma severity (F = 4.20, p > .01). The
betas for single/multiple exposure and indirect/direct exposure were -.22 and .20 respectively.
There were no significant predictors of trauma severity in this model (p > .05).
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Single/Multiple Trauma Exposure and Gender
In the regression analysis of Model 5, gender was a significant predictor of trauma
severity (F = 5.06, p < .01). With a beta of .26, gender (p < .05) was a stronger predictor of
trauma severity than single/multiple trauma exposure accounting for 11.1% of the variance.
Direct/Indirect Trauma Exposure and Gender
In Model 6, gender was a significant predictor of trauma severity (F = 5.81, p < .01).
With a beta parameter of .29, gender (p < .05) was a stronger predictor of trauma severity than
direct/indirect trauma exposure accounting for 12.9% of the variance.
The sample size of this study greatly influences the significance of the predictor
variables in the regression models. Statistical power is lost for every new variable in the model.
Thus, in the small sample size of this study, one variable was significant in each model with the
exception of Model 4. Additionally, there are differences in the bivariate and the multivariate
models in regards to significance of the predictor variables. In the independent t-tests, all
predictor variables except physical abuse/assault, which was eliminated in further analyses, were
significant. Similarly, in the simple regression model all variables showed statistical
significance. However, in the multiple regression models, the significant variables are not all
significant when simultaneously entered. Sexual abuse/assault and gender are the only variables
that are significant in all the models except Model 1 (when they are entered together), where
sexual abuse/assault is significant. The explanation of differences includes the small sample size
in the multivariate analyses resulting in a low power due to the loss of two degrees of freedom
for every new variable in the model.
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CHAPTER 5
DISCUSSION
Introduction
Street children have been understudied in the area of their mental health. The many
adversities they experience as a result of family issues and circumstances relating to street life
can potentially impact their psychological functioning. A rigorous literature review was
conducted revealing the lack of research on the psychological functioning of street children as a
result of family and street based trauma. This study focuses on this gap by discussing the types of
traumatic exposures street children experience and the impact of one defined worst event on their
mental health.
The present study is exploratory and based on a sample of street children served by a
Mexico City agency. It describes the numerous traumatic exposures experienced by the street
child. The study utilizes a cross-sectional design and examines trauma based on a worst life
event. Analyses of information relating to the child and family background are identified. This
study captures the children’s traumatic experiences and their overall mental functioning.
Additionally, it examines risk factors associated with trauma severity.
Study Findings
Characteristics of street children were examined in relation to demographics and
background. The composition of children in the present study was consistent with the overall
street children population globally in which males are predominant (Wright & Wittig, 1993;
Lusk et al., 1989; Aptekar, 1994; Valverde & Lusk, 1989). In this study males were more
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prevalent than females making up 72% of the agency sample, while females were the remaining
28%. The age range of the children at the time of the interview was 11-19 years with an average
age of 15.5. These findings are consistent to previous agency samples of street children
(Monteiro, 1998; D’Abreu et al., 1999; Gojman de Millán & Millán, 2004; Collymore, 2002;
Rizzini, 1996; Wright & Wittig, 1993). The average age of a child when he/she they left home
was 11 in the present study. This finding was similar to the literature indicating children often
leaving home in their prepubescent years (Wright & Wittig, 1993; Peralta, 1992).
The composition of the family in the present study mirrors the circumstances faced by
street children in Latin America. Half of the children in the present study resided with one
parent or in homes with one stepparent. These findings are consistent with the literature
indicating that street children generally reside in single or reconstituted environments prior to
entering street life (Brown, 1987; Lalor, 1999). The literature clearly shows that a dysfunctional
family environment often contributes to family disintegration, one of the primary reasons
children (especially males) enter the streets (Pineda, et. al., 1978; Aptekar, 1988; Adams et al.,
1985; Felsman, 1979).
In the present study 45% of the children reported a positive relationship with their
primary caregiver. The difficulties reported in their home environment were generally associated
with their relationships with stepparents or other extended relatives. These relationships were
consistent with previous studies, which indicated family issues as reasons children escaped from
their homes to the streets (Bikel, 1979; Peralta, 1992; Lusk, 1989; Le Roux, 1997).
Descriptive statistics report the child’s situation, family of origin issues, and street
circumstances. The reasons children left home for the streets were found to be consistent with
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the existing literature and related primarily to abusive home environments (Le Roux & Smith,
1998; Lusk et al., 1989).
Respondents in this study were asked to report various traumatic exposures in their
lifetime. Findings indicated multiple trauma exposures in most children with differing modes of
exposure. These finding were similar in the literature indicating children having multiple
incidents of physical and sexual abuse (Adams et al., 1985; Le Roux, 1997, 1998; McLloyd &
Wilson, 1991; Gardiner, 2002). The most common traumas reported in this study were physical
abuse/assault, migration, and death. The abovementioned events are consistent to the reasons
children leave their homes as defined in the literature (McLloyd & Wilson, 1991; Le Roux,
1998; Wright & Wittig, 1993). More specifically the reasons are as follows: 1) family pathology,
such as child abuse, 2) frequent relocation due to migrant labor, and 3) family disruption
including events such as death, separation, or divorce (Pineda et al., 1978; Rizzini & Lusk, 1995;
Lalor, 1999; LeRoux & Smith, 1998).
Worst event traumas were identified by the children in the WBTH scale and consisted of
the three following types of traumas: physical abuse/assault, sexual abuse/ assault, or the death of
a significant other. The events children reported were both directly or indirectly experienced and
occurred once or multiple times by the same or an unknown perpetrator.
Risk factors were studied relating to the worst events reported by the children. The
researcher was especially interested in which risk factors were significant in the prediction of
trauma severity. The variables consisted of direct/indirect trauma exposure, single/multiple
exposure to the same trauma, gender, relationship to the perpetrator if a victim, age the trauma
occurred, and the type of trauma, including sexual abuse/assault, physical abuse/assault, and
death. The risk factors chosen for the study were identified risk factors in children who had
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experienced different types of trauma (Goenijan et al., 1995; Saigh et al., 1991; Wolfe et al.,
1994; Mc Leer et al., 1988; Brown et al., 2004; Cohen et al., 2004).
Findings from bivariate and multivariate analyses indicated female gender and sexual
abuse as significant factors for trauma severity in children. Females in the study had higher
trauma severity scores than males. Additionally, of the children who reported sexual abuse, 65%
of children were female. The risk factors are significant with the literature indicating that
females are more susceptible to an elevated trauma response and PTSD diagnosis following a
terrifying event due to the type of traumas experienced. Additionally, the type of trauma
experienced by females was often sexual victimization, which is a type of trauma most likely to
lead to traumatic stress (Breslau et al., 1999).
Study Limitations
Self-Report Instrument and Reliability
The trauma instrument used in this study had issues with internal consistency for the A
and D criteria for PTSD. It is unclear of the origin of this problem, but there is evidence that
supports controversies in the area of Criterion A and PTSD assessment in trauma scales. There
is difficulty in defining positively what a traumatic event is because it is a subjective experience
based on the individual (Maier, 2007). Diagnosis of PTSD generally is based on criteria B-F for
clinical practice indicating that Criterion A for diagnostic purposes is generally not useful or
viewed as dispensable (Breslau & Kessler, 2001; Kilpatrick et al., 1998). Suggestions support
eliminating Criterion A from the definition of PTSD without losing diagnostic accuracy (Maier,
2007). These reasons may explain the low alpha scores in the present study.
As for criterion D, the symptoms relating to hyperarousal, may be cultural, although there
is no explanation as to why the internal consistency scores were low on this subscale. Some
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cultural groups may admit or express emotions differently (Marsella et al., 1996; Nader et al.,
1999). It is likely that respondents in this study were not accustomed to responding to questions
regarding anger and anxiety. In addition, emotional expression particularly in the Latino culture
is often expressed through physical rather than emotional symptoms, which may be a reason for
inconsistency in the responses (Shiang, 2000). Another possible factor may relate to the
emotional sophistication, or “streetwise responses” of a child, which interfere with the true
expression of emotions on a rating scale (Carrion et al., 2002).
As a result of these issues, trauma symptomatology for each subscale and for a full
trauma diagnosis was not analyzed as outcomes. Rather, trauma severity scores in relation to the
risk factors were used in the analyses.
Street Children Samples
According to the literature street children populations may be difficult to assess in
empirical studies for the following reasons. Street children may be unfamiliar with surveys due
to limited exposure to written information. Additionally, they may lack understanding of
questionnaires and hesitate to ask questions (Hutz & Koller 1999). In this study, efforts were
taken to alleviate these challenges by verbally reading questions to the children in a semistructured interview format. Any questions and concerns of the child were clarified in the
interview. For the trauma questionnaire, an audio taped version was used allowing the child to
both listen and read the questions and responses.
Research studies may be difficult to obtain with this population due to the population’s
high mobility, (Blanc et al., 1994) and the attrition rates from agencies who serve them (Lusk,
1992). The study’s small sample size can be attributed to the children’s short tenure at the
agency and their migration throughout the city and country. The open door policy observed by
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the agency permitted children to leave when they desired presenting issues for the researcher in
obtaining a larger sample size.
The limited sample size is also associated with various issues in sheltered populations of
street children. Programs serving street children have difficulty attracting the population due to
the children not entering voluntarily. This results in agencies having to use incentives, such as
hot meals and a safe place to sleep in order to attract the children (Lusk, 1992). Another related
issue for the low numbers in this study relates to the population’s addiction to inhalants and other
street drugs (Forester et al., 1996; Inciardi et al., 1998; Jansen et al., 1992). Street children with
substance abuse issues at Casa Alianza received agency services for a few days and then
departed for the streets. This issue was a limitation in obtaining more children for the study due
to the children’s return to the streets.
Overall the small street children sample at this agency resulted in reduced power in the
multivariate analyses. This contributed to certain risk factors not demonstrating statistical
significance in a multivariate analysis. With larger samples of street children, the relevant risk
factors from the bivariate analyses could have been significant in this agency sample.
Risk vs. Protective Factors
This study focuses on the risk factors of street children in relation to trauma severity. It
neglects to report the resiliency of the children and their coping. Protective factors can be
addressed in future studies to assist shelters in understanding the children’s positive coping
despite the adversities faced. Studies addressing these factors can assist clinicians in developing
strength-based approaches to treatment.
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Implications for Practice and Future Research
Results from the present study emphasize traumatic exposures faced by street children
and the impact these exposures have on their mental health. Data from this study could possibly
assist shelters, non-governmental and governmental organizations, and international advocacy
groups for street children. The study emphasizes the necessity for identifying psychological
problems in street children in an effort to fund, develop, and provide more effective programs for
them.
The study’s contributions to policy relate to the United Nations’ Convention on the
Rights of the Child to provide street children “the right to a standard of living adequate for their
mental development” (United Nations, 1989). Street children programs that operate with the goal
of contributing to all aspects of functioning, including the psychological component, are essential
in improving their lives. Casa Alianza, the site for this study, emphasizes serving street children
with various needs. Results from this study assist this agency in understanding the population it
serves more fully. It also educates funding sources in order to provide more comprehensive
services. The dissemination of results of this agency population can benefit the organization in
fundraising for new or improved psychological programming to serve the children.
Although exploratory in nature, this study contributes to further research identifying the
psychological issues of street children served in shelters. It provides future avenues of research
on other agency populations throughout the world. More specifically, findings from this study
report results of trauma exposure, placing special attention on the vulnerable population of
sexually abused girls, in an effort to provide more comprehensive services for them. An
example would be an intensive sexual abuse treatment and trauma recovery program.
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The study’s findings also contribute to micro clinical practice in the field of social work.
The importance of identifying potential risk factors of trauma in street children is essential in the
initial intake process at agencies. Information such as the type of trauma, its duration, and mode
of exposure provides social workers pertinent facts to properly triage children to appropriate
clinical services that can assist them with issues pertaining to the trauma. Therapeutic services
guided by more comprehensive treatment goals based on identified traumas can assist
practitioners in intervening appropriately to reduce the severity of symptoms.
This study also contributes to international advocacy organizations for street children.
Not only does it raise further awareness of the problem areas and circumstances of street
children, it also provides more in depth information of the psychological impact these problems
have on the functioning of these children. With little information in the academic literature on
the mental health of street children and no information on the effects of trauma in the lives of
these children, this study is an important contributor to the street children population globally. It
contributes immensely to street children databases by enhancing the literature regarding the
children’s mental health. Additionally, it provides further knowledge of the psychological health
of street girls, a minority with vulnerable needs primarily as the result of sexual victimization.
Conclusion
The primary strength of this study is the introduction of a global child welfare issue that
has not been examined in the literature. Although exploratory in nature, this study provides an
understanding of the impact of trauma in street children globally. It raises awareness of
traumatic exposures and reports disturbances in psychological functioning as a result of trauma.
Specifically, the study identifies risk factors for trauma severity, including female gender and
sexual victimization. It provides knowledge for various disciplines and serves as a tool for
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clinical practice, policy, agency administration, and research. Its preliminary findings are
beneficial for further research in the study of trauma in street children.
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IRB APPROVAL
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APPENDIX B
CONSENT FORM

Purpose:
The purpose of this dissertation research project with the University of Georgia School of Social
Work is to understand the prevalence of trauma in the lives of street children. The street children
being studied are those who are truly abandoned or orphaned by their parents/families and those
considered “children of the streets” who do not have contact with their parents, but are receiving
services from an agency.
Description of participation:
Interviews will be conducted with the children in two sessions of one hour each. The children
targeted for the study will be between 7-18 years of age. They will be asked to verbally consent
to the interview and can withdraw at any time. With a signed consent from the agency the
children will be allowed to participate in the study.
Children will be asked questions relating to life events they may have experienced
or viewed as happening to another person close to them. They will be asked to describe events
that had happened to them, their frequency, and their physical and psychological feelings relating
to the event including any symptoms they experienced. The child will be debriefed by the
researcher at the end of each interview.
Risks and Benefits:
There will be no direct benefits for the children participating in the project. Some discomfort
may be experienced by the children when discussing certain experiences.
Compensation:
No financial compensation will be given to the participants. Children will be given a educational
gift for their time. The agency will be given the results of the study.
Confidentiality:
The privacy of each child will be protected through coding interview forms. Fictitious names
will be used in the qualitative component of the final product in order to ensure confidentiality.
All data including audiotapes will be stored in a locked filing cabinet. Audiotapes will be used
in order to aid researcher in translation. The researcher will only have access to these tapes and
they will be destroyed upon completion of the project.
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Rights Regarding Decision to Participate:
The agency will give consent to the researcher for the children to participate in the study. Each
child will verbally consent to the interview and can change their mind at any time and withdraw
from the study at any time in which all records will be destroyed at the request of the child.
Voluntary Consent:
By signing this consent form, I certify that I have read the proceeding or it has been read to me
and that I understand this consent. My questions (if any) as agency director of the children being
interviewed have been answered. A copy of this consent form along with the names of the
children being interviewed will be given to me. My signature below indicates that I consent to
have the children participate in this project.
Agency Director (print or type full name):____________________________________
Signature of Director: ___________________________________ Date: ___/___/_____

I certify that I have explained to the above individual the nature and purpose of the project as
well as the potential benefits and risks associated with participating in the project. I have also
answered any questions that have been raised and witnessed the above signature.
Researcher signature:____________________________________ Date: ___/____/_____
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APPENDIX C
BACKGROUND QUESTIONNAIRE - ENGLISH
1) How old are you?
2) Sex

M F

3) What city and state are you from?
4) Can you tell me about your familya) How many brothers and sisters do you have?
b) Who took care of you when you lived at home?
___ Both biological parents
___ Mother only
___ Father only
___ One biological parent and one stepparent
___Grandparents ( paternal or maternal)
___ Relatives (older sibling(s), aunt/uncle, cousin)
___Other
c) How did you get along with this person?
____ very good

____good

d) Who else lived with you?

____fair

___poor

____very poor
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e) Out of those who lived with you at home, who would you feel most
comfortable in asking for help when you were in trouble? Why?

5) Can you tell me what type of work your parent or relative did?

6) Can you tell me why you left home?

7) How old were you when you left home?

8) How long have you lived on the streets?

9) Do you see your family at all now?

10) What brought you to this agency?

11) How long have you been at this agency?
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APPENDIX D
BACKGROUND QUESTIONNAIRE - SPANISH

Cuestionario sobre Antecedentes
1) Cuántos años tienes?
2) Sexo M

F

3) En qué ciudad y estado naciste?
4) Puedes contarme acerca de tu familiaa) Cuántos hermanos y hermanas tienes?
b) Quién cuidaba de ti cuando vivías en tu casa?
__Ambos padres biológicos
__ Sólo la madre
__Sólo el padre
__Uno u otro padre o madre biológico y el padrastro o madrastra
__Abuelos (paternos o maternos)
__Parientes (hermanos/as mayores, tía/tío, primo)
__Otros
c) Cómo te llevabas con esta persona?
___muy bien ____bien
d) Quién más vivía contigo?

____regular _____ mal ____muy mal
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e) De todas las personas que vivían contigo en casa, con quién te sentías más
a gusto o a quién le tenías más confianza, para pedirle ayuda si estabas en
problemas? Porqué?
5) Puedes decirme qué trabajo tenía tu padre o madre o pariente?

6) Puedes decirme porqué te fuiste de tu casa?

7) Cuántos años tenías cuando te fuiste de tu casa?

8) Hace cuánto tiempo que vives en las calles?

9) Actualmente tienes algún contacto con tu familia?

10) Qué te trajo a esta agencia?

11) Hace cuánto tiempo estás en esta agencia?
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APPENDIX E
LIFE EVENTS CHECKLIST - ENGLISH
Listed below are things that sometimes happen to people. I will read this aloud and together let’s
mark the boxes that describe things you have lived through or seen. For each event let’s check
one or more of the boxes to show if the event: a) happened to you; b) you saw it happen to
someone else; c) you learned about it happening to someone close to you; d) you are not sure if it
fits; or e) it never happened to you or anyone close to you. Be sure to think about your whole life
growing up as you go through the list of events.
Event
1) Disaster (for example, a flood, hurricane,
tornado, or earthquake)
2) Fire or explosion
3) Vehicle accident (for example, a car, bus,
truck, or boat accident; train wreck, or plane
crash)
4) Bad accident at school, home, or while playing
5) Being near dangerous chemicals, leaking gas,
or radiation; being made sick from poison
6) Being slapped, kicked, hit, bit, attacked or
beaten up (family members, police)
7) Being attacked with a weapon, (for example,
belt, bottles, knife, gun, or bomb); or being told
you would be hurt with a weapon (but you were
not hurt after all) (police)
8) Someone touching your body in a way you did
not want to be touched; being made to touch
someone’s body; someone saying or trying to
touch your body (but the touching never
happened) (family members or someone you
knew or did not know)
9) Living in the area where there was fighting in
the streets or a war going on
10) Not having enough food, water, clothing, not
having a home; being left for many days without
food or anyone to take care of you
11) Being near dying, hungry, or homeless
people; being around kids without adults to care
for them
12) Being forced to stay someplace against your
wishes ( kidnapping, being stolen)
13) Illness or injury that might have caused death
14) Violent death or dead bodies
15) Death of someone close to you
16)Badly hurting someone on purpose or by
accident
17) Moving from one place to another
18) Being arrested by the police
19) Any other bad or scary event

Happened
to me

Saw it

Heard/
Learned
about it

Not sure

Never
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APPENDIX F
LIFE EVENTS CHECKLIST - SPANISH
LISTA DE ACONTECIMIENTOS EN LA VIDA
Acontecimiento
1) Disastre (por ejemplo inundación, huracán,
tornado, terremoto
2) Incendio o explosion
3) Accidente en vehículo (por ejemplo auto,
camión de redilas, o bote; accidente en ferrocarril
o avión)
4) Un accidente grave en la escuela, casa, o
mientras jugabas
5) Estar cerca de químicos peligrosos, fuga de
gas, o radiación,; o enfermo por envenamiento
6) Haber sido abofeteado, pateado, golpeado,
mordido, atacado o haber recibido una golpiza
(por miembros de la familia, policía)
7) Haber sido atacado por un arma (por ejemplo,
cinturón, botellas, cuchillo, pistola, o bomba); o
haberte dico que ibas a ser atacado con un arma
(pero finalmente no lo fuiste)
8) Alguien tocando tu cuerpo de una forma que
no querias que lo hiciera; hacer que tocaras el
cuerpo de alguien; alguien que te dijo o trató
de tocar tu cuerpo ( pero el tocamiento nunca
occurió) (miembros de la familia o alguien que tú
conocías o no)
9) Haber vivido en un área donde había peleas en
las calles o una Guerra
10) No haber tenido suficiente alimento, agua,
ropa, o tener casa; haber sido dejado sin alimento
por varios días o sin nadie que te cuidara
11) Haber estado cerca de gente moribunda,
hambrienta o sin hogar; haber estado cerca de
muchachos sin tener algún adulto que los cuidara
12) Haber sido forzado a permanecer en algún
lugar contra tu voluntad (sucuestro, robo)
13) Enfermedad o herida que pudo haberte
causado la muerte
14) Muerte violenta o cadavers
15) Muetre de alguien cercano a ti
16)Herir gravemente a alguien a
propósito o accidentalmente
17) Mudarse de un lado a otro
18) Haber sido arrestado por la policía
19) Cualquier otro acontecimiento o cosa mala o
aterradora

Me pasó
a mi

Lo Ví

Escuché/
Me Enteré

No estoy
seguro

Nunca
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APPENDIX G
WHEN BAD THINGS HAPPEN - ENGLISH
WBTH-COCM-SPANISH 1

WHEN BAD THINGS HAPPEN1
CUANDO OCURREN COSAS MALAS2
DIRECTIONS
The following questions find out about something bad that happened to you. Your answers
will help us see how you feel about what happened. There are no right or wrong answers.
Try to write what happened to you on the following lines. If you need more space, you may
use the back of this page. Then answer the questions on the following pages. Answer by
putting an X under NEVER, or under SOME, or under LOTS. Be sure that you mark each
question only once.
Thank you.
Copyright © 1992, Kenneth Fletcher, Ph.D.

Your name ___________________________________________
Use the rest of the page to describe this bad thing:

1 Copyright:
2 Translation

Kenneth Fletcher, Ph. D.
into Spanish by Gustavo Jimenez e-mal jimenezgustavo@usa.net

Age ___________________
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WBTH-COCM-SPANISH 2
NEVER
1. Were you scared of the bad thing?
2. Did you think you might get hurt?
3. Were you afraid of dying?
4. Did you think someone else might get hurt?
5. Do you think about the bad thing even when you
don’t want to?
6. Do thoughts of the bad thing just pop into your head?
Things like pictures, or sounds or smells from the bad
thing?
7. Is there anything about the bad thing you keep
thinking about? Even when you don’t want to?
8. Do you have nightmares or tormented dreams about
the bad thing?
9. Do you dream about monsters or other scary things at
night? For example, feeling trapped, or weird, or scared,
but can not run?
10. Since the bad thing happened, do you dream that you
die?
11. Since the bad thing, do you have bad dreams, that
later you can not remember what they were about?
12. While awake, do you imagine or dream about the
bad thing?
13. Do you have recurrent memories about what
happened, as in a movie that repeats itself over and over
again?
14. Do you ever feel like the bad thing is still
happening?
15. Do you ever act as if the bad thing is happening
again?
16. Does it bother you when certain things make you
think of the bad thing?

SOMETIMES

TOO OFTEN
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WBTH-COCM-SPANISH 3
NEVER
17. Does it bother you when you see someone who
reminds you of the bad thing? Or when you go
somewhere that makes you remember it?
18. Does it bother you when you experience the same as
when the bad thing happened?
19. Do you try to forget all about the bad thing?
20. Do you try not to feel anything about the bad thing?
Like you are a robot or a machine without any feelings?
21. Do you ever feel like what happened was a bad
dream and not real? Like it never happened?
22. Do you wish you could turn off feelings that remind
you of what happened?
23. Do you try to push away thoughts about the bad
thing and try to think about other things?
24. Is it easy to be around people who make you think
about the bad thing?
25. Is it difficult for you to do things that makes you
think about the bad thing?
26. Do you keep away from places or things that make
you think of the bad thing?
27. Do you forget parts of the bad thing?
28. Do you still remember everything that happened?
29. Since the bad thing happened, do you do things that
you used to think you were too old for?
30. Are there certain games you used to play but now
you don’t since the bad thing happened?
31. Do you feel that you don’t want to play with other
kids since the bad thing happened?

SOMETIMES

TOO OFTEN
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WBTH-COCM-SPANISH 4
NEVER
32. Do you feel different since the bad thing happened?
33. Do you perhaps feel more alone since the bad thing
happened?
34. Do you sometimes feel like you can not feel
anything? As if you were a robot, or made out of stone?
35. Are you perhaps good at hiding your feelings since
the bad thing happened?
36. Do you think you will live many years as most
people?
37. Do you think you will get marry when you grow up?
38. Do you think you will have children of your own
when you grow up?
39. Do you think you will have your own job when you
grow up?
40. Is it hard for you to plan in advance? Even for
parties, holidays or special events?
41. Do you try to live just one day at the time?
42. Is it easy for you to go to sleep at night?
43. Is it easy for you to go back to sleep if you wake up
in the middle of the night?
44. Do you get angrier now sometimes than before the
bad thing happened?
45. Do you get so mad that you blow your top? Or you
feel like hitting or kicking something?
46. Do you lose your temper more now than before the
bad thing happened?
47. Is it easy for you to pay attention to things you have
to do at home or school?
48. Is it easy for you to finish things you start? Like
games, or homework or TV shows?

SOMETIMES

TOO OFTEN
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WBTH-COCM-SPANISH 5
NEVER
49. Is it easy for you to keep mental control at school or
at work?
50. Is it easy for you to remember things since the bad
thing happened?
51. Do you feel nervous or very tense, without any
apparent reason?
52. Is it easy for you to sit quiet when you have to, at
school or home?
53. Do you keep your eyes opened to problems these
days?
54. Are you “nervous” because something bad might
happen?
55. Are there situations that take you by surprise and
make you startle these days?
56. Do you jump when you hear a hard noise?
57. Do you feel bad when reminded of the bad thing that
happened?
58. Do you feel sicker these days than before the bad
thing happened?
59. Do you feel scared or afraid since the bad thing
happened?
60. Do you worry too much since the bad thing
happened?
61. Do you worry that the bad thing might happen
again?
62. Do you have sometimes difficulty to breath, even
while you are sitting or without intensive running or
play?
63. Do you ever feel like your heart is beating strongly,
or like if your heart is going to blow-up? Even while
you are sitting or without intensive running or play?
64. Do you feel sadder now than before the bad thing
happened?
65. Do you feel so sad now that you feel like crying?
66. Do you feel you were happier before the bad thing
happened?
67. Do you feel that something that happened before the
bad thing was a warning to you that the bad thing was
going to happen?

SOMETIMES

TOO OFTEN
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WBTH-COCM-SPANISH 6
NEVER
68. Since the bad thing happened, do you think you can
tell the future?
69. Do you believe you could have tried harder to avoid
the bad thing, or not letting it hurt you?
70. Do you believe that others were more hurt than you
because of the bad thing?
71. Do you believe that the bad thing would not have
happened if it not were for you?
72. Do you believe that what happened is your fault?
73. Do you pretend that something different happened
from what it really did?
74. Do you pretend that the bad thing had other
consequences different from the ones it had?
75. Do you feel like hurting yourself since the bad thing
happened?
76. Have you tried to hurt yourself since the bad thing
happened?
77. Have you tried to kill yourself since the bad thing
happened?
78. Do you sometimes stay “blank” or with a “block
out” from the things that are happening around you?
79. Does it happen to you that time goes by and you can
not remember what happened during the time you where
absent?
80. Does it ever happen that you think that things are not
real? Like everything is a dream?
81. Do you do things that surprise you, and then you ask
yourself, how is it that I did that?
82. Does it happen that you fight now more than before
the bad thing happened?
83. Do you make up stories or not tell the truth more
now than before the bad thing happened?
84. Have you taken something that did not belong to you
since the bad thing happened?

SOMETIMES

TOO OFTEN
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WBTH-COCM-SPANISH 7
NEVER
85. Do you like to do unsafe things since the bad thing
happened, like taking risks where you or someone else
might get hurt?
86. Do you like to take more risks now than before the
bad thing happened, like crazily riding the bike?
87. Do you eat a lot more since the bad thing happened?
88. Do you eat a lot less since the bad thing happened?
89. Have you lost a lot of weight since the bad thing
happened?
90. Have you gained a lot of weight since the bad thing
happened?

SOMETIMES

TOO OFTEN
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APPENDIX H
WHEN BAD THINGS HAPPEN - SPANISH
WBTH-COCM-SPANISH 1

WHEN BAD THINGS HAPPEN1
CUANDO OCURREN COSAS MALAS2
INSTRUCCIONES

Las preguntas siguientes averiguan cosas acerca de algo malo que te ocurrió.
Tus respuestas nos ayudarán a saber cómo te sientes tú acerca de lo que
ocurrió. No hay respuestas correctas o incorrectas. Trata de escribir que te
ocurrió en las líneas a continuación. Si necesitas mas espacio, puedes usar el
reverso de esta hoja. Luego, contesta las preguntas en las páginas que siguen.
Contesta poniendo una X bajo NUNCA, o una X bajo ALGO o bajo
MUCHISIMO. Asegúrate que contestas una sola vez cada pregunta.
Muchas Gracias
Copyright 1992, Kenneth Fletcher, Ph. D.

Tu nombre----------------------------------------------------------------------- Edad ----------------------Usa el resto de esta pagina para describir esta cosa mala

1 Copyright:
2 Translation

Kenneth Fletcher, Ph. D.
into Spanish by Gustavo Jimenez e-mal jimenezgustavo@usa.net
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WBTH-COCM-SPANISH 2
NUNCA
1. ¿Te dio miedo la cosa mala?
2. ¿Pensaste acaso que saldrías herido?
3. ¿Tuviste miedo que morirías?
4. ¿Pensaste que otra persona saldría herida?
5. ¿Piensas todavía en la cosa mala aun cuando tu no
quieres?
6. ¿Te ocurren pensamientos de la cosa mala, aun cuando tu
no lo desees? Por ejemplo ¿imágenes, sonidos u olores de la
cosa mala?
7. ¿Hay algo de la cosa mala en la que todavía sigues
pensando? ¿Aun cuando no lo desees?
8. ¿Tienes pesadillas o sueños tormentosos, acerca de la cosa
mala?
9. ¿Sueñas con monstruos u otras cosas que te dan miedo en
la noche? Como por ejemplo ¿sentirte atrapado? ¿O te
sientes raro? ¿O tienes miedo, pero no puedes correr?
10. ¿Desde que ocurrió la cosa mala ¿sueñas con que te
mueres?
11. Desde que ocurrió la cosa mala ¿tienes malos sueños,
que no puedes recordar que eran?
12. ¿Imaginas o sueñas despierto con la cosa mala?
13. ¿Te ocurren recuerdos reiterados de lo que ocurrió como
una película que se repite una y otra vez?
14. ¿Sientes acaso que la cosa mala aun esta ocurriendo?
15. ¿Actúas a veces como que la cosa mala, esta ocurriendo
nuevamente?
16. ¿Te molesta cuando ciertas cosas te hacen pensar en la
cosa mala?

ALGO

MUCHISIMO
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NUNCA
17. ¿Te molesta cuando alguien te recuerda la cosa mala? ¿O
cuando vas a un lugar que te la recuerda?
18. ¿Te molesta cuando experimentas lo mismo como
cuando ocurrió la cosa mala?
19. ¿Tratas de olvidar todo acerca de la cosa mala?
20. ¿Tratas acaso de no sentir nada acerca de la cosa mala,
como si tu fueras un robot o una maquina sin sentimientos?
21. ¿Sientes a veces que lo que ocurrió fue tal vez un mal
sueño y no fue real? ¿Como que eso nunca ocurrió?
22. ¿Te gustaría poder acallar los sentimientos que te
recuerdan lo que ocurrió?
23. ¿Tratas a veces de deshacerte de los pensamientos de la
cosa mala y tratas de pensar en otras cosas?
24. ¿Es fácil para ti estar con personas que te hacen pensar
acerca de la cosa mala?
25. ¿Es difícil para ti hacer las cosas que te llevan a pensar
en la cosa mala?
26. ¿Te mantienes alejado de lugares o cosas que te llevan a
pensar en la cosa mala?
27. ¿Olvidas partes de la cosa mala?
28. ¿Recuerdas acaso todo lo que ocurrió?
29. Desde que ocurrió la cosa mala, ¿haces cosas que tu
pensabas que ya estas viejo-a para hacer esas cosas?
30. ¿Hay tal vez juegos que tu jugabas que ya no juegas
desde que ocurrió la cosa mala?
31. ¿Sientes acaso que ya no quieres jugar con otros chicos
desde que ocurrió la cosa mala?

ALGO

MUCHISIMO
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NUNCA
32. ¿Te sientes diferente desde que ocurrió la cosa mala?
33. ¿Te sientes tal vez más solitario desde que ocurrió la
cosa mala?
34. ¿Sientes a veces que no puedes sentir nada? ¿Como que
eres un robot? ¿O como que estuvieras hecho de piedra?
35. ¿Eres tu tal vez bueno para ocultar tus sentimientos
desde que ocurrió la cosa mala?
36. ¿Crees que llegarás a vivir largos años, como la mayoría
de las personas?
37. ¿Crees que te casarás cuando seas mayor?
38. ¿Crees que tendrás hijos propios cuando seas mayor?
39. ¿Crees que cuando seas mayor tendrás un trabajo propio?
40. ¿Te cuesta planificar con anticipación?, incluso para
fiestas, días festivos o eventos especiales
41. ¿Tratas de vivir solo un día a la vez?
42. ¿Te es fácil ir a dormir por la noche?
43. ¿Te es fácil volver a dormirte si te despiertas en medio
de la noche?
44. ¿Te enfureces ahora más en algunas ocasiones, que antes
que la cosa mala ocurriera?
45. ¿Te enfureces tanto que explotas? ¿O sientes ganas de
golpear o dar un puntapié a algo?
46. ¿Pierdes el control ahora mas que antes que ocurriera la
cosa mala?
47. ¿Te es fácil prestar atención a las cosas que hay que
hacer en casa o en la escuela?
48. ¿Te es fácil terminar las cosas que comenzaste? Como
juegos, tareas o deberes escolares o ver un show de TV

ALGO

MUCHISIMO
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NUNCA
49. ¿Te es fácil mantener el control mental en la escuela o en
tu trabajo?
50. ¿Te es fácil recordar cosas desde que ocurrió la cosa
mala?
51. ¿Te sientes nervioso o muy tenso, sin razón aparente?
52. ¿Te es fácil sentarte tranquilo cuando debes hacerlo en la
escuela o en la casa?
53. ¿Mantienes tus ojos abiertos por posibles problemas en
estos días?
54. ¿Estas “nervioso” porque algo malo podría ocurrir?
55. ¿Hay situaciones que te toman por sorpresa y que te
hacen sobresaltarte en estos días?
56. ¿Saltas cuando escuchas un ruido fuerte?
57. ¿Te sientes mal cuando te recuerdan la cosa mala que
ocurrió?
58. ¿Te sientes más enfermo ahora que antes que ocurriera la
cosa mala?
59. ¿Te sientes asustado o miedoso desde que ocurrió la cosa
mala?
60. ¿Te preocupas demasiado desde que ocurrió la cosa
mala?
61. ¿Te preocupa que la cosa mala volverá a ocurrir?
62. ¿Te cuesta a veces respirar bien, incluso cuando estas
sentado y sin correr o jugar intensamente?
63. ¿Sientes a veces que el corazón te late con fuerza, o que
tu corazón va a explotar? ¿Incluso cuando estas sentado, no
estas corriendo ni has jugado intensamente?
64. ¿Te sientes más triste ahora, que antes de la cosa mala?
65. ¿Te sientes ahora tan triste que te gustaría llorar?
66. ¿Sientes que eras más feliz antes que ocurriera la cosa
mala?
67. ¿Sientes que algo que ocurrió antes de la cosa mala era
una advertencia para ti de que la cosa mala iba a ocurrir?

ALGO

MUCHISIMO
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NUNCA
68. Desde que ocurrió la cosa mala, ¿crees tu que puedes
predecir (adivinar) el futuro?
69. ¿Crees que podrías haber tratado de evitar mas la cosa
mala, o impedir que te dañara?
70. ¿Crees que otros fueron lastimados mas que tu por la
cosa mala?
71. ¿Crees que la cosa mala no hubiera ocurrido si no fuera
por ti?
72. ¿Crees acaso que lo que ocurrió es tu culpa?
73. ¿Aparentas que ocurrió algo diferente de lo que ocurrió?
74. ¿Aparentas que la cosa mala tuvo otras consecuencias
distintas de las que tuvo?
75. ¿Sientes ganas de hacerte daño, desde que ocurrió la cosa
mala?
76. ¿Has tratado de hacerte daño a ti misma-mismo, desde
que ocurrió la cosa mala?
77. ¿Has tratado de matarte desde que ocurrió la cosa mala?
78. ¿Quedas a veces “en blanco” o con una “laguna mental”,
de lo que esta ocurriendo a tu alrededor?
79. ¿Te ocurre acaso que pasa el tiempo y no puedes
recordar lo que ocurrió durante el tiempo que estuviste
ausente?
80. ¿Te ocurre que piensas que las cosas no son reales, como
que todo es un sueño?
81. ¿Haces cosas que te sorprenden? y luego te dices a ti
mismo: ¿cómo es que yo hice eso?
82. ¿Te ocurre que peleas ahora más que antes que ocurriera
la cosa mala?
83. ¿Inventas ahora mas fantasías o no dices ahora la verdad
que antes que ocurriera la cosa mala?
84. ¿Has tomado algo que no te pertenece desde que ocurrió
la cosa mala?

ALGO

MUCHISIMO
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NUNCA
85. ¿Te gusta hacer cosas peligrosas desde que ocurrió la
cosa mala, como aventuras en las que tu u otro se pueden
herir?
86. ¿Te gusta correr más riesgos ahora que antes que
ocurriera la cosa mala, como andar en bicicleta en forma
alocada?
87. ¿Comes tu muchísimo mas desde que ocurrió la cosa
mala?
88. ¿Comes tu muchísimo menos desde que ocurrió la cosa
mala?
89. ¿Has perdido tu muchísimo peso desde que ocurrió la
cosa mala?
90. ¿Has aumentado tu muchísimo de peso desde que ocurrió
la cosa mala?

ALGO

MUCHISIMO
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APPENDIX I
RATING SCALE FOR WHEN BAD THINGS HAPPEN SCALE
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