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Introduction

Despite the fact that the phenomenon of child alasereceived considerable attention in
recent years by social policies implemented bystlage and the nongovernmental organizations,
thousands of children continue to be abuse andeoegl each year. In the past 20 years, the
Romanian Child Protection System has seen consi@enarogress in terms of: providing
psychological counseling services; reorganizing rtegidential centers and implementing the
foster care system and adoption procedures.

In Romania, the legislation on the Child Protecti®rying to clarify these issues and to
provide a legal support for identifying and redggcihe child abuse cases. Under this law, the
state institutions are obliged to prevent and mtotdildren from any act of violence, sexual or
psychological abuse and neglect. The law proh#uitg physical or humiliating punishment at
home or in an institution which should deal withldtprotection or education. Complaints and
referrals on child abuse can be made both by thé ahd/or by anyone near who has knowledge
about a child being in a risk situation.

According to statistics presented by the Romaniatiddal Authority for Child Protection
at the end of year 2009, 11686 cases of abuse, bemue referred to Child Protection Services.
Neglect has the highest frequency, 8101 childrelsoAthere were reported 1326 cases of
physical abuse, 1151 cases of emotional abusec&3&s of sexual abuse, 412 cases of child
labor exploitation, 35 cases of sexual exploitgtiand 89 cases of exploitation for crimes
committing.

Present research is based on two studies. Theiisafirst to identify mental disorders
exhibited by abused children (physical abuse, emati abuse, neglect and sexual abuse) and
second, to optimize the level of socio-emotionallslof abused children living in a residential
center.

Children placed in residential center face multiplaotional and behavioral problems
caused by the pathological relationship with thgarents and then due to the environmental
changes. We believe that emotional and behaviolems exhibited by children may be an
obstacle for them to be accepted in future fosderilies or even in the natural family, where is

possible.
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PART | - Theoretical part

CHAPTER I. Child abuse

This chapter describes the types of child abuselantegal aspects regarding child abuse
in Romania. Also in this section are outlined themRnian statistics concerning child abuse at
the end of year 2009.

CHAPTER II. Theoretical aspects related to child aluse
In this chapter there are discussed in detail ffexts of child abuse. Also, this chapter

CHAPTER III. Child abuse, a risk factor for developing reactive attachment disorders

Attachment disorders receive a special attentiom tduits increased rate of occurrence
among abused children. Diagnostic criteria and featations of abused children who have
reactive attachment disorders are discussed.

CHAPTER IV. Child abuse, a risk factor for attention deficit and hyperactivity disorder

Attention deficit and hyperactivity disorder is owé the most frequently diagnosed
disorders in preschool children. Studies show th#dt abuse is associated with attention deficit
and hyperactivity disorder.

CHAPTER V. Child abuse, a risk factor for developirg oppositional defiant disorder
Chapter V aims to highlight the impact of parensayle on the developing the
oppositional defiant disorder.

CHAPTER VI. Emotional resilience
Chapter VI describes emotional resilience withirusdd children and the impact of
intervention programs on this component.

CHAPTER VII. Rational emotive behavioural therapy with children

This section discusses the effects of REBT inteiganwith children and adolescents,
from pointing that there is a mutual relationshigtviieen inappropriate behaviours and the
environment.

CHAPTER VIII. You Can do It! Education Program

This chapter focuses exclusively on describing Yoe Can do It! Education Program
developed by Prof. Michael Bernard. This chaptecusses the theoretical foundations of the
program and its practical applications.

PART Il - RESEARCH

CHAPTER XI. Study 1. The clinical symptomatology ofpreschool abused children

IX.1. Study objectives
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Highlighting the types of disorders that are assted most commonly with a specific type of
abuse.

Highlighting the association relationship betwe#dme“characteristics of abuse episodes” and the
presence of reactive attachment disorder.

Highlighting the relationship between children'e &af abuse onset and the current level of global

functioning.

IX.2. Hypotheses

1. It is hypothesised that, within the study grothere are differences regarding the type of
mental disorder according to the type of abuse.

2. 1t is hypothesised that, within the study groaphigher frequency of abuse episodes is
associated more commonly with reactive attachmisiorders.

3. It is hypothesised that, within the study groafitachment disorders are associated with the
person who committed the child abuse.

4. It is hypothesised that, within the study grotie age of abuse onset is associated with
attachment disorders

5. It is hypothesised that, within the study grothere is a positive association relationship
between the age of abuse onset and current legbblodl assessment functioning.

6. It is hypothesised that, within the study grotingre is a causal relationship between the age of

abuse onset and current level of global assesdmnactioning.

X.3. Methodology
IX.3.1 Participants

All 57 abuse cases were referred to Cluj DepartnegénChild Welfare, by the local
authorities, or any other person who had knowlesdg®ut children in critical situations. After the
abuse was official documented, 57 children wereested by using the Structured Clinical
Interview for DSM-IV.

The traumas included physical abuse by one or paténts (N=18, 31.6 %), sexual abuse
(N=9, 15.8%), emotionally abused (N=15, 26.3%), aeglect (N= 15, 26.6%). Their ages
ranged from 3 to 6 years (mean= 4.7 years, SD=138)61.4%) were male and 22 (38.6%)

were female. Their ethnicity was: Romanian N= 3@&.1%0), Hungarian N= 4 (7%), Rroma N=
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21 (36.8%). 34 (59.6%) cases were from urban aesas 23 (40.4%) from rural areas.
20 children (35.1%) come from single parent famsili@é4 (59.6%) come from two parent families
( we specify that no account was taken of the tlaat the parents were married or not), and in
three cases (5.3%), children were living with g giarent.

Regarding the parents education, they have followanhly primary education (42.2% of
them have graduated more than 4 classes), als&oaff.parents have a university degree, 10.5%
have completed high school, and 21.1% have comphetveen 5 and 8 grades (years of study).

By the time of assessment, 28 children (49.1%) vedtending some form of preschool

education and 29 (50.9%) were not attending any foireducation.

IX.3.2. Procedure

We have used as assessment tools the diagnostisiecrof DSM-IV-TR, clinical
observation. Disorders that have been diagnosddantighest frequency are as follow: reactive
attachment disorder disinhibited type, reactivadktinent disorder inhibited type, ADHD and
oppositional defiant disorder. We also used theb&lld\ssessment Functioning Scale (GAF) for
each child.

Children were brought for psychological assessnmeate often by the non- abusive
parent or other person in the family or outsideegpecially when both parents were abusive
towards the child.

The evaluation was conducted over approximatelyh®brs over three sessions, with
each child. The evaluation results were recordeddividual assessment reports for each child.
Other information such as frequency of abuse epsodge of abuse onset, child's age, gender,
ethnicity, was obtained from parents or from cotisgl official reports prepared by social
workers.

Abuse was classified into four categories: physisakual abuse, emotional abuse and
sexual abuse. Types of abuse considered for tily stere classified by the social worker on the
basis of severity of abuse.

Frequency of abuse episodes were coded nominallyt @llows: single episode, one
episode / week, 2-3 episodes / week and the emsufdEbuse were repeated daily. Regarding the
variable “the abusive person”, several categorieseeviound: mother, father, both parents and a

person outside the family.
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IX.4. Results and discussion

In order to verify the hypotheses, we used SPS® 48Bd we used the following
statistical tests: chi-square test, phi and Cravhenefficient, linear correlation - Bravais-Pearson
r, independent samples t test and simple lineaessgn.

The evaluation of children have revealed the presei several types of symptoms

reactive attachment disorder disinhibited type 25,4%
reactive attachment disorder inhibited type 12,21%
ADHD impulsive type 3,5%

ADHD inattention type 4,7%

Oppositional defiant disorder 4,7%

The absence of disorders 9,16%
Figure 1. Main types of symptoms identified in study group

We found that attachment disorders are most freityyehis type of disorder was present
in 37 cases (56%) from a total of 57 cases. 25 {4dBiddren shown symptoms of reactive
attachment disorder disinhibited type and 12 (21&hildren shown symptoms of reactive
attachment disorder inhibited type, nine (16%)adreih did not show any symptoms which could
be attributed to a diagnostic category, four (7%i)dcen have ADHD diagnosis, inattention type
and 3 (5%) children have ADHD symptoms, impulsiypet, oppositional defiant disorder was
found in four cases (7%).

Hypothesis 1.Within the study group, we suppose that thereldferences regarding the
type of mental disorder according to the type afszb

In study group, the frequency of specific symptoafsreactive attachment disorder,
disinhibited type is higher within neglected chddrthan within children who were victims of
other forms of abusg3=17.064, p<0.01).
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tipul abuzului
Figure 2. The frequency of reactive attachment disordembibited type and the type of

abuse

In study group, the frequency of specific symptoafsreactive attachment disorder,
inhibited type is higher within emotionally abusedildren than within children who were
victims of other forms of abusg?€7.998, p <0,05).

14 tulburare reactiva de
atasament de tip inhibat
| absent
@ prezent

fizic sexual emotional neglijare

tipul abuzului
Figure 3. The frequency of reactive attachment disorderpitdd type, and the type of

abuse

In study group, the frequency of specific symptahsADHD impulsive type is higher
within physically abused children than within clhéd who were victims of other forms of abuse
(x2=11.791, p <0.01).

10
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Figure 4. The frequency of ADHD impulsive type and the ty@buse

In study group, the frequency of specific symptah@DHD inattention type is higher
within sexually abused children than within childreho were victims of other forms of abuse
(¥3=10.125, p <0.05).

154 ADHD inatent
W absent
B prezent

fizic sexual emational neglijare

tipul abuzului

Figure 5. The frequency of ADHD inattention type and thegyy abuse
In study group, the frequency of specific symptoohppositional defiant disorder is

higher within physical abused children than witbhildren who were victims of other forms of
abusey 2 =14.368 p <0.01).

11
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Figure 5. The frequency of oppositional defiant disorder dreltype of abuse

Hypothesis 2.It is hypothesised that a higher rate of abuseodpss is associated with a

higher occurrence of reactive attachment disorder.

In the study group, the attachment disorders wégaifeantly associated with the

“repeated daily” type of abuse € 0, 51 p <0.05).

15 tulburare de atasament

B nu exista
[ exista

singular panala § a 23
episnade datajzaptamana  orifsaptamana

repetat zilnic

Figure 7. Reactive attachment disorder and frequency ofelepisodes

Hypothesis 3.1t is hypothesised that the frequency of attachnaésdrders symptoms is

associated with the person who exercised the abuse.

12



Aspects of clinical symptomatology of preschool abused children. Applications of a program that aims to

improve the children’s socio-emotional skills.

The frequency of attachment disorder within cld@fdwwho have suffered a type of abuse
was significantly associated with the person whonmitted abuse. When the abuse was
committed by both parents & 0.38 p <0.05), a higher frequency of attachnuksdrders were

observed.

20— tulburare de atasament

B nu exista
M@ exista

ambii parinti alta persoana

Figure 8. The frequency of attachment disorder and theopergho committed child
abuse

Hypothesis 4. There are significant differences regarding thesgmnee of attachment
disorder and the age of abuse onset.

Average age of the abuse onset is 3.35 years imritg of participants who did not
exhibit attachment disorder and 2.1 years in tloeigof abused children who exhibit attachment
disorders (t test value is 2.402, p = 0.23). Wegmanthat the average age of abuse onset is lower
within children who have attachment disorders.

Hypothesis 5. It is hypothesised that, within the study groupere is a positive
association relationship between the children’sagbe time of abuse onset and current level of

global assessment functioning.

13
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Figure 9. Age of abuse onset and the level of current glassessment functioning

Examining Figure 9, we find a positive relatiompshbetween the linearity and
homoscedasticity of the data. The data supporhyipethesis (r = 0.65, p <0.01), that there is a
positive association relationship between the cais age at the time of abuse onset and the
current level of global assessment of functioning.

More specifically, as the age of children at therment of abuse onset is lower, the
current level of global assessment functioningvedr.

Hypothesis 6.It is hypothesised that, within the study grodygre is a causal relationship
between the children’s age at the time of abusetoasd current level of global assessment
functioning.

We intended to analyze the causal relationshiwdern two dimensions the children’s age
of abuse onset (predictor variable) and the lefeturrent global functioning, GAF scores
(criterion variable).

The value of R 2 =0.42, shows that childrens aigabuse onset explains 42% of current
level of current global functioning and that F istsstically significant (F = 41.23, p <0.01).
Standardized regression coefficint .655, t = 6.421, p <.001, shows that therestasstically
significant causal relationship between predictariable and criterion variable. Therefore, the

age of abuse onset affects the intensity of cusymiptoms.

IX.5. Conclusions

This study, made on children who suffered a typabuse within their natural family,
was able to reveal the existence of an associagbneen types of abuse and certain psychiatric
disorders. The specific symptoms of reactive attant disorder disinhibited type were found to

14
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occur more frequently within children who were resgéd than within children who were victims

of other types of abuse. It was also noted thaetigea significant difference in the presence of
impulsive type of ADHD symptoms within physicallpased children than within children who

suffered another type of abuse. The presence ajsijpgnal defiant disorder is more frequently
associated with physical abuse than other typesboke. The frequency of ADHD inattention

type is more common with sexual abuse than otheestyof abuse. The frequency of specific
symptoms of oppositional defiant disorder is higlvehin physically abused children than within

children who were victims of other forms of abube.study group, the frequency of specific

symptoms of reactive attachment disorder, inhibitgze is higher within emotionally abused

children than within children who were victims dher forms of abuse.

However, there are situations in which have bedgntified related disorders. For
example, ADHD impulsive type was noted as primaagdosis in three cases, and in six cases it
is co morbid with other diagnosis, without beingrsficantly associated with a particular
disorder . Also ADHD inattention type was notedfonir cases as primary disorder, and in four
cases the symptoms appear to be associated witdr dikorders, but did not correlated
statistically significant with a particular diagm®s The oppositional defiant disorder was
identified as another common disorder associatgufgiantly with reactive attachment disorder.

This study revealed also the existence of positagsociations between certain
characteristics of the abuse episodes and thermesd attachment disorders. The frequency of
attachment disorders in children who have sufferégpe of abuse tends to increase in situations
where abuse is exercised by both parents. Anotaeahle that has been identified to associate
positively with attachment disorders in abused dtkih is in cases where abuse has been
exercised daily. Significant differences were notedhin children who exhibit abnormal
attachment than within those who do not exhibaatment disorders in terms of age at the time
of abuse onset. The age of children at the timeboke onset, particularly the period 0-2 years, is
associated with later attachment disorder, alsoathes at the time of abuse onset predicts the
current level of functioning such as if the agéhattime of abuse onset is lower, the current level

of functioning is lower.

15
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IX.6. Limitations and future research

The limits of this study are primarily due to aalmumber of participants, then to the
assessment instrument and the lack of investigatigrarent-child relationship. Investigation of
more complex parent-child relationship has not bpessible due to poor cooperation of the
parents with the child protection institution. Ahet limit is that the types of abuse were taken
into account in a distinctive manner although inngnacases some types coexisted. This
classification was taken from each child's filessl&ication.

For this study were not taken into account subjedictors that might predispose to the
emergence of certain symptoms. Moreover, we considieng necessary to introduce variables
related to psychosocial characteristics of par@mtory of child abuse, substance abuse, socio-
economical status, educational level).

Also, as a future investigation we find usefuttmsider making a comparative study that
takes into account several age groups in a la@®@pk, to take account of internal factors and

have a control sample.

CHAPTER X. Study 2. Applications of a program for gptimising socio-emotional skills of

abused and neglected children living in a residerdl center.

This study design is a quasi-experimental one, tifpe of design was used because of
ethical reasons related to the inability to studyoatrol group formed by abused children placed
in a residential center, without performing psycutal intervention. Also, we could not
randomize the participants and the initial findirgsse produced different results from group to

group. The design type is pre-test - post-tesigefsir non-equivalent groups.

X.1 Objectives
1. Highlighting the differences of the socio-emaotbskills level (confidence, persistence,
organization, getting along and resilience) of dt@h who have suffered a form of abuse and

have been institutionalized in different environnsefin a residential center and in foster care).

16
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2. Optimising the level of socio-emotional skillsofifidence, persistence, organization,
getting along, resilience) of the children who h&meen abused in their natural families and had
been institutionalized in a residential center.

X.2 Hypotheses

1. We suppose that, abused children who are itistizlised a residential center have a
lower level of socio-emotional skills (confidencpersistence, organization, getting along,
resilience) than the level of socio-emotional skdf abused children placed in foster care.

2. We suppose that the level of socio-emotionalllsskfconfidence, persistence,
organization, getting along, resilience) of childrésing with natural non abusive families, is
higher than the skills level of abused childrercptain foster care.

3. We suppose that the level of socio-emotionalllsskiconfidence, persistence,
organization, getting along, resilience) of abusddldren placed in residential center is

significantly higher after the application of Yoa&Do It! Education Program.

X.3. Methodology
X.3.1 Participants

This study involved a total of 35 children, agedwsen 3.5 and 7 years. Groups can be
described as follows: 10 children who have beersatbun their biological families, and for at
least one year they have been living in a resideaéinter, 13 children who have been abused by
their natural parents and for at least one yeay tteve been living in foster care, 12 children
living with their natural non abusive families. Bildren from the residential center are boys and
four are girls aged between 4 and seven yearsy® $#fered physical abuse and 4 have been
neglected.
Regarding the group of abused children placed stefocare, their age is between 3.5 and 7
years, 5 children have been physically abusednsetvddren have been neglected and a child has

been sexually abused.

X.3.2. The quasi-experimental design
The quasi-experimental design is a pre-test-pas$tatee for non-equivalent groups.
1. Pre-test: setting the level of socio-emotiotdlssin the two groups of children: group

consisting of abused children in their natural feesiand who have been placed in residential

17
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center and the group composed of abused childréhnein natural families and who have been
placed in foster care. Also, we compared the le¥slcio-emotional skills of children abused in
their natural families placed in foster care wikte tlevel of socio-emotional skills of children
living in non abusive families.

2. Post-test: retesting socio-emotional skills wb tgroups of children, abused children
who have been placed in residential center andeabakildren placed in foster care after the

application of the program for children living inet residential center.

X.3.3. The evaluation and intervention procedure

To evaluate the level of socio-emotional skillsréhevas used the assessment procedure
from the YCDI program (You Can Do It! Educationsdged by Prof. Michael Bernard.

Evaluation datasheets were completed bythg&. parents for children living in natural
families; 2. the foster parent for children pladgedoster care and; 3. the caregiver for children
living in residential institutions.

The evaluators received clear instructions regardire procedure for evaluating and
rating the items. They were asked to observe beheali aspects contained in the five
dimensions in a variety of situations, for threeetge After this, the evaluators were asked to
complete the evaluation sheets.

The procedure involves five data sheets designeassess the dimensions considered
essential for social and emotional skills. Accogdie Michael Bernard B. (2004a, 2006), the
dimensions are:

a. Confidence: means knowing that you will likely $uccessful at many things. It means
not being afraid to make mistakes or to try sonmgtlmew. Accepting Myself. Not thinking badly
about yourself when you make a mistake. Takingsrigkinking that it's good to try something
new, even though you might not be able to do itnBéndependent. Thinking that it's important
to try new activities and to speak up even if alaat®s think you're silly or stupid.

b. Persistence means trying hard and not givingviien schoolwork feels like it's too
difficult or boring. | Can Do It. Thinking that yoare more likely to be successful than you are to

fail. Giving Effort. Thinking that the harder youyt the more successful you will be. Working

18
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Tough. Thinking that in order to be successfuhia tuture, sometimes you have to do things that
are not easy or fun in the present.

c. Organization means setting a goal to do yout imegour school work, planning your
time so that you are not rushed, having all yoyspsies ready, and keeping track of your
assignments’ due dates. Setting Goals. Thinking $edéting a goal can help you be more
successful at a task. Planning My Time. Thinkingubhow long it will take you to do the
schoolwork and planning enough time to get it done.

d. Getting Along means working well with teachersl aclassmates, solving problems
without getting too angry, and following the rulekthe classroom. Being Tolerant of Others.
Not making overall judgments of people’s charadiased on their differences or behaviour.
Thinking First. Thinking that when someone treats ypadly, you need to think about different
ways you can react and the impact of your actionthe other person’s feelings. Playing by the
Rules. Thinking that by following important schamhd home rules, you will live in a better
world where everyone’s rights are protected. Sdeesdponsibility. Thinking that it is important
to be caring, honest, and respectful, a good dtizaad to help build a world with fairness and
justice for all.

e. Emotional Resilience means knowing how to stoprself from getting extremely
angry, down, or worried when something “bad” happ. It means being able to calm down and
control your behaviour.

Psychometric properties of the assessment scatm@b-emotional skills: the internal
consistency and correlation between half (Spear@atiman) are presented in Table 1.

Table 1 Psychometric properties of the assessment statecm-emotional skills

Scale/ subscale Alpha Cronbach | Nr. items | Guttman Spearman | level
(split-half | (split-half)

Confidence 877 3 759 872 Good
Persistence .894 2 .894 .894 Good
Organisation .897 4 877 .878 Good
Getting along 934 5 .894 .946 Excellent
Resilience 927 2 927 927 Excellent

The values obtained show that scale has good aiteonsistency and the subscale for

"getting along" and "resilience”, the internal castency is excellent.
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The items are clearly formed and were not difficalassess. Therefore the instrument is

valid and we can rely on results obtained fronagplication.
After the initial assessment, the program startesdaim was to optimise the level of social-
emotional skills of the abused children placedasidential center. The program lasted for five
months and it consisted in weekly sessions of 40rtfutes. The program involved the use of
materials like: sheets, puppets, songs, and pablegted activities from the program.

The program involves the application of five unitenfidence, persistence, organization,
getting along and resilience, in total accordinghwspecifications made by Michael Bernard
(2004 b). Each of the unit consists in five modukssch containing a series of activities whose
content can be delivered in several ways. The semgeof activities within each unit are as
follows:

1. Activities providing children the definition ahe ability and providing examples of that
ability.

2. Activities involving the children practicing thieehaviours that exemplify the ability and
encouraging the children to practice positive selbalization.

3. Activities involving the use of self-verbalizati on children as they carry out behaviours that
reflect learned skills.

4. Activities in which children will have to idefyi different situations that might apply
the behaviours they have learned.

5. Activities in which children, regardless of acaseipport will have to apply skills learned in

different circumstances, seeking help only whely ¢an not handle the situation.

X.4. Results and discussion

Data processing was done through SPSS 13.0. We bsed the following statistical
tests: Mann-Whitney test and Wilcoxon test.
Hypotheses 1.

We suppose that, abused children who are institaliged in a residential center have a
lower level of the socio-emotional skills (confiden persistence, organization, getting along,

resilience) than the level of socio-emotional skif abused children placed in foster care.
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Table 2 TheMann Whitneyest values

Socio-emotional skills

Mann-Whitney U

Asymp. Sig. (2-tailed)

Being independent post-test - being independent pitest 30.5 .022
Taking risks post-test - taking risks pre-test 14 Q01
Accepting myself post-test - accepting myself prest 16 .001
Working through post-test - working though pre-test 30 .022
Giving effort post-test - giving effort pre-test 38 .079
Setting goals post-test - setting goals pre-test 20 .004
Active listening post-test - active listening preést 32 .034
Planning my time post-test - planning my time pre-st 33 .039
Take care of things post-test - take care of things 50 .325
Interaction with other kids post-test - interaction with other kids pre-test | 28 .016
Playing by the rules post-test - playing by the rids pre-test 30 .024
Conflict management post-test - conflict managememre-test 24 .008
School positive outcome post-test - school positieatcome pre-test 34 .037
Social responsibility post-test - social responsility pre-test 21 .005
Emotional self control post-test - emotional selfantrol pre-test 16 .001
Outcome self control post-test - outcome self coraf pre-test 22,5 .005

Socio-emotional skills

1-being independent 18

2-taking risks

. 16 i
3-accepting myself F*l’-\.ﬁ
4-working though 14 -

5-giving effort 12

6-setting goals

7-active listening Meah0

8-planning my time rank o |

9-take care of things

—g— Foster ca
—— Residentis

10-interaction with other kids

11-playing by the rules
12-conflict management

13- school positive outcome

o N b~ O

14-social responsibility
15-emotional self control

16-outcome self control Socio-emotional skills

1 23 45 6 7 8 9 1011 1213 1415 16

Figure 1. Graphic representation of the average rankingl$euf socio-emotional skills

of children who were abused in their natural fagsiland were placed in residential centers and

of those placed in foster care
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Analyzing the results of Mann-Whitney test, we g the socio-emotional skills level
differ significantly from abused children placed fmster care and those placed in residential
center (p <0.05, N1 = 10, N2 = 13, U value is lowmsan the critical U=35). Socio-emotional
competence level is higher at children placed steocare than the level of those placed in a
residential center. However, the dimension "to tedee of things" and the "giving effort” is not
significantly different from the same variable lepeesented by abused children were placed in
residential center.

Hypothesis 2. We suppose that the level of sociotemal skills (confidence,
persistence, organization, getting along, resikgraf children living with natural non abusive

families, is higher than the skills level of abuséddren placed in foster care.

Table 3. Mann Whitney test values

Socio-emotional skills Mann-Whitney |Asymp. Sig. (21
U tailed)
Being independent post-test - being independent pitest 40.5 .032
Taking risks post-test - taking risks pre-test 61.5 323
Accepting myself post-test - accepting myself presst 715 .700
Working through post-test - working though pre-test 58.5 .257
Giving effort post-test - giving effort pre-test 70 .647
Setting goals post-test - setting goals pre-test 63 .388
Active listening post-test - active listening predst 65.5 473
Planning my time post-test - planning my time pre-¢st 74 .817
Take care of things post-test - take care of things 34 .011
Interaction with other kids post-test - interaction with other kids pre-test 76 .903
Playing by the rules post-test - playing by the rds pre-test 73 q72
Conflict management post-test - conflict managemergre-test 67 .543
School positive outcome post-test - school positieeitcome pre-test 54 .165
Social responsibility post-test - social responsility pre-test 71 672
Emotional self control post-test - emotional selfantrol pre-test 77 .952
Outcome self control post-test - outcome self coraf pre-test 74 .816
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Analysis of the data in the two groups of abusettiadn placed in foster care for at least

one year and children from non abusive familiesaghthat the only difference between the mean

ranks is at the competence “to take care of thifjgs= 0.01, N1 = 13, N2 = 12, U value is 34, is

lower than the critical U-35). Children placed witbster care have a higher level at the

dimension “setting goals” than children from natdeanilies. Otherwise, no statistic significant

results were found in the two groups.

Socio-emotional skills

1-being independent
2-taking risks

3-accepting myself
4-working though

5-giving effort

6-setting goals

7-active listening
8-planning my time

9-take care of things
10-interaction with other kids
11-playing by the rules
12-conflict management
13-school positive outcome
14-social responsibility
15-emotional self control
16-outcome self control
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Socio-emotional skills

Figure 2. The socio-emotional skills mean ranks for botbugs

Hypotheses 3. We suppose that the level of socio-emotional skilconfidence,

persistence, organization, getting along, resik¢raf abused children placed in residential center

is significantly higher after the application of Y@an Do It! Education program.

To highlight the differences between initial andali level of socio-emotional skills,

Wilcoxon test was used.
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Table 4. Wilcoxon test values

Socio-emotional skills z gsi:gd?ig' (21
Being independent post-test - being independent pitest -2.762 | 0.006
Taking risks post-test - taking risks pre-test -2.99 | 0.004
Accepting myself post-test - accepting myself preest -2.919| 0.004
Working through post-test - working though pre-test -2.972 | 0.004
Giving effort post-test - giving effort pre-test -2810 | 0.005
Setting goals post-test - setting goals pre-test .889 | 0.004
Active listening post-test - active listening preest -2.85 | 0.004
Planning my time post-test - planning my time pre-¢st -2.889| 0.004
Take care of things post-test - take care of things -2.739 | 0.006
Interaction with other kids post-test - interaction with other| , ,,a | 5015

kids pre-test

Playing by the rules post-test — playing by the r@s pre-test -2.598| 0.004

Conflict management post-test - conflict managemerngre-test | -3.051 | 0.002

School positive outcome post-test - school positiveutcome

pre-test -3.162 | 0.002

Social responsibility post-test - social responsility pre-test -2.598 | 0.004

tEergtotlonal self control post-test - emotional self antrol pre- 2762 | 0.006

Outcome self control post-test - outcome self cordtpre-test | -2.919| 0.004

After implementing the program, the levels of seemotional skills of abused children
institutionalized in a residential center diffegmificantly from the initial assessment. Rank mean
difference is significant (p <0.05), the level betcompetences is higher after the application of

the program. Z scores are lower than the critiedle (8) for N = 10 and = 0.05
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3.1. The assessments results of the abused chptheed in foster care

Table 5. Wilcoxon test values

Socio-emotional skills z Asig.Sig. (2-tailed)
Being independent post-test — being independent ptest -2.000 .046

Taking risks post-test - taking risks pre-test -1.000 |.317

Accepting myself post-test - accepting myself preest -1.000 |.317

Working through post-test - working though pre-test -2.000 |.046

Giving effort post-test - giving effort pre-test -1.732 |.083

Setting goals post-test - setting goals pre-test -1.414 |.157

Active listening post-test - active listening predst -1.000 |.317

Planning my time post-test - planning my time pre-st .000 1.000

Take care of things post-test - take care of things -2.000 |.046

Interaction with other kids post-test - interaction with other

kids pre-test .000 1.000

Playing by the rules post-test — playing by the r@s pre-test [-1.000 |[.317

Conflict management post-test - conflict managememtre-test |-1.414 |.157

School positive outcome post-test - school positiveutcome

pre-test -1.414 |.157

Social responsibility post-test - social responsility pre-test -1.000 |.317

Emotional self control post-test - emotional self antrol pre-

test -1.000 |.317

Outcome self control post-test - outcome self cortl pre-test |.000 1.000

In three dimensions (being independent, workiraugh, take care of things) the results
shows significant differences between pre-testogl-test although the children placed in foster
care were not include in the program. In the aafsether dimensions, differences between

initial and final assessments were not statisticzitynificant.
3.2. InTable 6 are presented the results of the socio-emotidkiié devel of children

living in the residential center at the end of gregram (post-test) and children living in foster

care who have not been included in the program{tess).
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Table 6. Mann Whitney test values

improve the children’s socio-emotional skills.

Socio-emotional skills

Mann-Whitney U

Asymp. Sig. (2-tailed)

Being independent post-test - being independent ptest 61.500 .813
Taking risks post-test - taking risks pre-test 53.000 .392
Accepting myself post-test - accepting myself preest 62.500 .864
Working through post-test - working though pre-test 64.000 .946
Giving effort post-test - giving effort pre-test 46.000 .207
Setting goals post-test - setting goals pre-test 54.500 484
Active listening post-test - active listening preest 63.000 .894
Planning my time post-test - planning my time pre-st 63.000 .892
Take care of things post-test - take care of things 61.000 792
lgtsetraction with other kids post-test - interaction with other kids pre- 56.000 542
Playing by the rules post-test - playing by the rds pre-test 59.500 719
Conflict management post-test - conflict managemergre-test 54.000 468
School positive outcome post-test - school positieatcome pre-test  [59.000 .645
Social responsibility post-test - social responsility pre-test 62.500 .866
Emotional self control post-test - emotional selfantrol pre-test 48.500 .239
Outcome self control post-test - outcome self corat pre-test 61.000 .785

Socio-emotional skills

1-being independent

2-taking risks 16
3-accepting myself
4-working though 14

5-giving effort 1

6-setting goals
7-active listening Mean,

8-planning my time
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10-interaction with other kids
11-playing by the rules 6
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13-school positive outcome 4
14-social responsibility
15-emotional self control 2
16-outcome self control

0

1 2 3 45 6 7 8 9 10111213 141516

Socio-emotional skills
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Figure 3. Graphic representation of the mean ranks of segiotional skills levels
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Mean ranks levels of socio-emotional skills do ddter significantly between groups
although children placed in residential centeripgrated at the program and the children placed
in foster care did not. Although differences aré significant it can be seen that the average skill
level of children placed in residential center seemotional is lower than that of children placed
in foster care. Abused children placed in fosterecéor more than a year, reached a
developmental level of socio-emotional skills cles¢hat of children from non abusive families.

We conclude that the program, used for optimisivglevel of socio-emotional skills of
abused children placed in residential center, wsasful The results show a statistically
significant difference of the results after the leggce of the program. Nevertheless, the results
were not significantly different when comparing tinean ranks of children placed in residential
center who received the intervention and the meaksr of children placed in foster care, who

did not participated in the intervention program.

X.5. Conclusions

The results obtained support the research hypstties abused children, institutionalized
in residential centers (more than one year), ptedeficits in terms of socio-emotional skills
comparing to abused children that are placed stefocare (more than one year). The
developmental level of socio-emotional skills ofldten placed in foster care did not differ
significantly from the developmental level of soeimotional skills of children living with their
natural families.

As shown in previous studies, many abused childramifest behavioural problems.
Abused children who are institutionalized in resiile centers also face serious problems of lack
of attachment to one person, as this may growrtitialiproblems.

Also, the internalising or externalising behavaluproblems that arise as a result of
abusive treatment, may lead to the establishmetmangfer measures from a residential center to
another, and at some point these changes may woastiself triggers of new behavioural
disturbances that overlap the existing ones (Newtrownik and Landsverk, 2000). The
disturbances manifested by children before thegrehe welfare system are components of other
disturbances that arise in response to the exmeriehbeing in the welfare system.

Problems in the care and welfare system, includaak of residential stability and

psychotherapeutic limited resources, combined Wattk of parental support, often delay the
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process of assessment and appropriate intervemdiormental health problems (Arcelus,
Bellerby,, Vostanis, 1999; Barber Delfabbro, Coo@01).

This program aimed to optimise the social and emat skills level of abused children
placed in residential center. As is shown in teahsignificant differences between pre-test and
post-test assessment, the results appear to cottisnthe goal of this study was achieved.
However, the results were not significantly difiere/hen comparing the mean ranks of children
placed in residential center who received the vgetion and the mean ranks of children placed
in foster care, who did not participated in themention program.

We can say that children placed in foster care lthfferent situation in that they have the
possibility of developing a secure type of attachtrte the main carer who provides adequate
support for the development of child’s socio-emwdib skills. Furthermore this type of care

involves learning a model of behavioural pattejeceic to a functional family.

X.6. Limits and future research

The sample taken into account is limited in teohsiumber of participants, which does
not allow taking into account certain factors rethto the type of abuse.

Another limit is that there weren’t made multipleasurements by different carers of the same
child with the same instrument.

Also in this chapter we note that there may appemrfused variables relating in
particular to foster care perception of the chitdwhich they may consider that the child's skills
level is due to his/her intervention. We did note& the factors that contributed to higher results
at post-test within children placed in foster cdmat we specify that children placed in foster care
received, when needed, psychological interventionnd this time. Also the foster parent
contributed to this positive growth by moderatihg thild behaviour or emotional state.

We believe that it was not an ethical approacWhinch children have not benefited from
intervention as long as they needed. One futurearel direction is the periodic assessment of
children who have taken part of the program to lggh if the effects persist over time and to

engage the parents if the situation allows it.

CHAPTER XI. Case studies
X.1. lulia, 4.5 years of age

* lulia witnessed violence between her parents.
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* lulia is left in her father's care who is a fremily alcohol consumer and who commonly use a
high tone and inappropriate language towards her.
* lulia’s mother is very busy running a businesg sine experiences severe financial difficulties.
* lulia was brought for evaluation by her fatheheSeft his side easily, once entered in the
evaluation room she began asking questions liletlis your house? Can | stay here until my
mom comes to pick me up?”
* In terms of behaviour, Julia shows anger and egggon when her emotional needs are not
satisfied, or when her mother’s behaviour is cogtta her wishes (e.g.: Mom wants to leave the
toys room).
* During the evaluation lulia showed symptoms of WD (symptoms confirmed by the
psychiatrist).

lulia’s Mother acknowledged that the negative bétavand emotional manifestations of
her daughter are triggered by the family’s tensi@asshe decided to leave lulia’s father and to
take Iulia with her. After the psychological coulisg procedure was finished, they leaved the

country.

XI.2. Elena, 7 years of age

* Elena was physically abused by her mother's ey

» Both mother and her boyfriend have expresseavtiiag to leave Elena in the Child Protection
Care System. They both are alcohol consumers.

» Elena’s father is also a heavy drinker and aevibilman; he has two other children in care
institutions.

» Elena stayed with her mother; she had multiplatimships ended due to domestic violence
and alcohol consumption.

» Elena was left alone for a long period of timey Imother worked at various farms. Lately,
Elena, was taken care by an old lady, previoukdbElena was in her aunt’s care.

» Her mother said that she is determined to gien&laway because she can not manage Elena’s
aggressive behaviour.

 Elena’s teacher said that she is aggressive ttsméne other children and she can not keep up
with school requirements.

» Elena was taken in foster care.
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* After establishing the placement, Elena appayestcepted easily the family rules. Later, the
foster carer described the following issues: atosthshe hit a colleague and expressed her
intention to destroy her things; she was furiousmwishe failed in academic tasks. Another
problem identified by the foster carer was thainBleefused to recognize her guilt when she hit a
girl in the park.

» The foster carer was extremely concerned thaematay be taken away by anyone as Elena
shows indiscriminate sociability to all personsttitame into contact with her, even with
strangers.

» The foster carer tried to reduce this behaviasiag direct intervention during Elena’s crisis,
but this type of intervention nurtured Elena’s ange

* Elena and the foster carer were included in anselling program but the foster carer had
resigned from the institution.

* Elena was placed in a residential center andhgtseincluded in the You Can Do It! Educational
Program.

Figure 1. Graphical representation of the resuitaioed by Elena

—e— Pretest

—=— Post-test

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16
Socio-emotional skills

* During the program, Elena was responsive to hervention an she made efforts to deal with

activities and program requirements.
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* Elena has reached a positive development of d@o-®motional skills level. Only in terms of
“conflict management”, the level remained the saimg, this can also be on behalf of many
conflict situations that appeared among children.

* In one situation Elena improved her competenmeshing from a "development in progress”
stage to a "strongly reinforced" stage (to takes adrthings). This competency she has acquired
is also due to the fact that no high cognitive mogonal effort is required and the immediate
result was reinforced by others not involved in phegram (caregiver, cook).

* Helena and other children participated in indidt counselling sessions, in which the
psychologist has applied techniques used in thgrane and has given the feed-back indicated by
the program.

* Helen's emotional and behavioural problems maurrespecially in the context in which a
person to give her care will be found, therefohe, program continues, and Helen will continue
to receive individual counselling.

* We believe that an emotionally stable environnaert especially the presence of a primer care
giver would reduce both the intensity and frequenicyndesired behaviours.

» We continue to seek a solution for providingab# environment for the child.

XI.3. Conclusions

Children described in these case studies have iexged highly pathogenic care
situations, being exposed to many development emgdls. These symptoms are not included in
the diagnostic criteria for reactive attachmenbudisr, but are shown by most children exposed
to trauma. These atypical symptoms have posed gnaséic dilemma. There were used more
diagnoses attached to the reactive attachmentdgisaliagnosis (ADHD, oppositionist defiant
disorder).

It is the researcher’s duty to determine whetherghs a multitude of symptoms that
contribute to a single explanation or whether ict flaese children have multiple diagnoses on
Axis |.

Since there are cases of inadequate care on agontifrom lack of experience to severe
abuse by parents, it is imperative that the rebedemonstrates the relevance and usefulness of
keeping the etiology. The question of developmemisdarchers is that these children suffer from
attachment disorder or a syndrome of abuse. Fram gerspective, the defining feature of

attachment disorder is a profound disturbance oérngechild relationship (Zeanah et al., 2001).
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Zeanah (2001) proposed a set of criteria for aftett disorders, so the diagnosis requires an
assessment of child-parent relationship. This taten is different from the current DSM
criteria, which focus on disorders of social netking and pay little attention to child-caregiver
relationship. In Elena’s case, this relationshigm qaot be investigated. However, hetero-
aggressive behaviours have tried to be reducethplementing the You Can Do It! program and
to some extent it has been done. In lulia’s cageitlestigation of the type of parent child

relationship was possible and interventions hawmlyeade in order to change this relationship.

GENERAL CONCLUSIONS

This research made on preschool children who dfehild abuse was able to reveal the
existence of a positive association between tygeabase and certain psychiatric disorders
(reactive attachment disorder, ADHD, ODD). Alsog thtudies revealed the existence of a
positive association between the abuses exertédthyparents and / or the children’s age of 0 to
2 years at the abuse onset and the presence olfiratat disorders. The children’s age at the
abuse onset was proven to be a predictor for thmeeruglobal level of functioning of the
children. Such as the children’s age at the omssletver, the current level of functioning is lower.

Starting from revealing the behavioural problenfistiee abused children, particularly
those placed in residential centers and the fattttiey need to be more successful in cognitive
tasks, and to reach a higher level of emotional i»eing, we decided to optimize their socio-
emotional skills by including them into Michael Bard You can do It! Educational Program.
From the statistical and practical point of view tlesults were significant.

In conclusion we consider that these studies brbagpositive approach for clinical
psychologists who work with abused children by g information about clinical symptoms
of abused children and by showing a working modiéh@rvention meant to improve children’s

socio-emotional skills.
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