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Abstract: Children living in institutions experience separation from their birth parents and other caregivers. Further, they 

also suffer from the effects of abuse and neglect which led to their institutionalization as well as effects of institutional care 

despite the fact that their physical needs like food, clothing and shelter are adequately met. The purpose of this study was to 

establish the prevalence of symptoms of anxiety disorder, depression and post-traumatic stress disorder (PTSD) among 

adolescents with a history of abuse and neglect living in charitable children’s institutions (CCIs) in Nairobi County, Kenya. 

Three purposely selected CCIs in Nairobi, Kenya, housing 341 adolescents aged between 13-18 years were studied. Of these, 

232 adolescents provided informed consent or assent depending on age, reported sociodemographic data and answered 

questions about experiences of abuse and neglect. They also completed the Harvard Trauma Questionnaire (HTQ), Beck’s 

Anxiety Inventory (BAI) and Beck’s Depression Inventory II (BDI-II). Of the 232 respondents, 63.2% had experienced abuse 

and neglect. Analyses of mental health symptoms indicated that symptoms of anxiety had the highest point prevalence of 

84.1%, followed by those of depression at 50.4% and PTSD at 21.6%. Due to the abuse experienced, adolescents living in 

CCIs represent a vulnerable group in terms of mental health and psychological support adapted to the needs of this group 

should be provided. 
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1. Introduction 

With the United Nations Convention on the Rights of the 

Child (UNCRC) formulated on 20
th

 November 1989 and 

ratified by 196 countries worldwide, among them Kenya, the 

legal status of children and adolescents changed [1]. In all 

countries of the treaty, children now have a right to 

fulfillment of their developmental needs. Although child 

abuse and neglect are incompatible with these rights, they 

continue to be a global problem [2] with negative effects on 

mental health up to years later [3]. 

Despite the fact that the Government of Kenya has put 

systems in place to protect children and adolescents from 

abuse and neglect, they are still at risk of abuse and neglect 

with some groups more so than others [4]. Risk factors for 

abuse and neglect of children and adolescents in Kenya, 

include, but are not limited to, geographical locations (such 

as Northern, North Eastern, Coastal areas), informal urban 

settlements, cultural practices such as female genital 

mutilation and early girl child marriage, socio-cultural factors 

that bring about gender inequality; low social and economic 

status, male sex for physical abuse and female sex for sexual 

abuse, violence and harmful practices, children lacking 
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parental care and living in large families [4]. 

A national survey conducted in Kenya by Violence 

Against Children in 2010 found levels of violence (physical, 

sexual, emotional) to children and adolescents prior to 18 

years to be 26% (females) and 32% (males) [5]. A study 

conducted in rural Kenya among 13-20 year old high school 

students found that 94.8% had been exposed to potentially 

traumatic events like rape (9.8%), physical assault (22.5%), 

sexual abuse (19.8%), physical abuse (27.8%), bullying 

(32.2%) and childhood neglect (25.3%) [6]. 

To protect children and adolescents from any form of 

maltreatment and make provision for their care and 

protection, the Kenyan governemnt passed a Children’s Act 

in 2001 [7]. The act highlights the rights of children, parental 

responsibilities, administration of children’s services and 

children’s institutions mandated to care for them. Such 

institutions include rehabilitation schools, remand homes and 

charitable children’s institutions (CCIs). Whereas it is the 

wish of the government of Kenya that each child is brought 

up in the care of loving and caring parents, in situations 

where family-based care, foster care, guardianship or 

adoption, is not possible, children often are sent to live in 

CCIs. CCIs are meant to provide temporary safe places for 

children at risk of harm. A CCI is an institution that has been 

established by a person, a corporate or a religious 

organization and has been granted approval by the Children’s 

Department to manage a program for care, protection, 

rehabilitation or control of children [7]. 

Typical reasons why children go to live in CCIs are losing 

their caregiver or being abused or neglected by the caregiver 

without any extended family member stepping in to provide 

for the child’s basic needs. At present, there are 830 CCIs 

distributed across Kenya caring for more than 42,000 

children [4]. The present study took place in Nairobi County 

which has the highest number of CCIs (approximately 400) 

in Kenya. While it is plausible to assume that children and 

adolescents who arrive at the CCI have had many adverse 

experiences, little is known about how many of them suffered 

abuse and how this affects their mental health. 

In general, abuse and neglect negatively affect the 

development of children and adolescents by interfering with 

their physiological and psychological development. It often 

leads to suffering, reduced quality of life, development of 

internalizing and externalizing behaviors and a multitude of 

long-term mental and physical problems [8], [9]. Those 

effects have been found to appear and worsen in adolescence 

which is characterized by physical, cognitive, social and 

emotional changes [10]. With regard to mental disorders, 

studies found that people exposed to maltreatment, abuse and 

neglect often develop PTSD [11-14]. Moreover, anxiety 

disorders and depression are among the most common 

psychological disorders in children and adolescents and may 

result from abuse and neglect [14-17]. 

However, little is known about the prevalence of 

symptoms of PTSD, depression and anxiety disorders among 

abused and neglected adolescents living in CCIs in Kenya. A 

reason for this is that, geographically, most research centered 

on developed regions such as North America and Europe 

with scarce data being available for Africa, South America 

and Asia. Therefore, the purpose of this study was to 

establish the prevalence of symptoms of anxiety disorder, 

depression and PTSD among adolescents with a history of 

abuse and neglect living in CCIs in Nairobi County, Kenya. 

Further, contribute to the knowledge regarding abused or 

neglected adolescents in Kenya. 

2. Methods 

2.1. Sample 

Research was conducted in three purposely selected CCIs 

due to the large number of adolescents they had. Children 

were allocated to the CCIs on the basis of children’s court 

orders, referrals by religious organizations or individuals 

wherever there was a place. Further, the CCIs had similar 

characteristics as they were all in Nairobi County. The three 

CCIs were caring for 1149 children. Of these, 341 

participants were in the eligible age range 13-18 years, with 

232 providing informed consent or assent. The CCI 

administrator’s provided informed consent on behalf of 

adolescents below age 18. Adolescents aged 18 years 

provided informed consent while those below 18 years 

provided assent. The participants’ mean age was 15.3 years 

(SD= 1.7) with 117 boys (50.4%) and 115 (49.6%) girls. The 

selected CCIs had schools, which the adolescents living in 

the homes attended. Through the head teachers, the school 

administration made an announcement of the intended 

research to the adolescents during a special assembly. 

Subsequently, a meeting was organized between the 

researchers and the adolescents. The researchers introduced 

themselves to the participants and explained the purpose of 

the study. Participants had the opportunity to ask questions 

about the research and signed informed consent and assent 

forms. 

2.2. Procedure and Methods 

Assessment was conducted in groups of 15-20 participants. 

The questionnaires were distributed in each group, then the 

researcher together with trained assistants read aloud each 

question and gave the participants time to answer it before 

moving on to the next question. This procedure was adopted 

to improve the understanding of the questions and guide the 

participants through the process in an ordered manner to 

reduce missing values. It also gave participants an 

opportunity to ask questions if they had difficulty 

understanding any particular item. 

2.2.1. Socio-demographic Information 

Information on socio-demographic variables was collected, 

asking for sex, age, when the adolescents came to live in the 

respective institution and what class they attended. The 

participants were also asked the reason why they came to live 

in the CCI. With regard to their families of origin, the 

questionnaire asked whether they knew their parents and, if 
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so, whether their parents were living together and if the 

parents had ever received any psychiatric treatment. In 

addition, the adolescents were asked about the love and care 

they felt to have received from their mother/ father or other 

caregiver. Finally, they were asked whether they had 

experienced any kind of abuse (physical, sexual or emotional) 

or neglect in the past. 

2.2.2. PTSD 

Participants were administered the Harvard Trauma 

Questionaire (HTQ) to measure PTSD symptoms [18]. HTQ 

is a well-established instrument for the assessment of stress-

symptoms after trauma [30, 31]. The participants had to rate 

whether they experienced each of 16 symptoms in the last 

week from 1 (not at all) to 4 (extremely) with higher scores 

indicating a higher degree of symptoms of PTSD. The cut off 

for the presence of PTSD symptoms was set at a mean score 

greater than > 2.5 [18]. The HTQ was successfully used in a 

prior study in Kenya with an internal consistency of 

Cronbach’s α =.75 [6]. The reliability of HTQ in the present 

study was Cronbach’s α =.83. 

2.2.3. Depression 

Symptoms of depression were measured using Beck’s 

Depression Inventory-II (BDI-II) [21]. BDI-II consists of 21 

items relating to symptoms of depression and feelings of 

hopelessness. Each symptom is rated with individual answers 

scoring from 0 to 3, with higher scores indicating a higher 

degree of depressive symptoms. Cut off point for the 

presence of symptoms of depression was a score of 10 and 

above [22]. 

BDI’s reliability yielded a Cronbach’s alpha of .92 for an 

outpatient population (n=500; aged 13-80 years) (Beck et al., 

1996). BDI was successfully used in Kenya before [14], [20], 

[23]. Since item 21 (loss of sexual interest) may not be 

appropriate for a sample aged 13-18 years, the item was 

removed and – for the calculation of the sum score – replaced 

by the mean value of the person in the remaining items. The 

internal consistency of BDI-II in the present study was 

Cronbach’s α =.89. 

2.2.4. Anxiety 

Symptoms of anxiety were measured using Beck’s 

Anxiety Inventory (BAI) [24]. BAI consists of 21 symptoms 

of anxiety and participants had to indicate how much they 

had been bothered by these symptoms in the last month from 

0 (not at all) to 3 (severely - it bothered me a lot). Cut off 

point for presence of anxiety symptoms was a score of 8 and 

above [24]. 

BAI was validated against the Diagnostic and Statistical 

Manual of Mental Disorders (DSM-5) and successfully used 

in Kenya before [25]. In similar studies in Western countries, 

BAI demonstrated an internal consistency of Cronbach’s α 

=.92 with a 1 week test-retest reliability of BAI=0.75. In the 

present study, its internal consistency was Cronbach’s α =.89. 

2.2.5. Data Analysis 

It was calculated how many adolescents had suffered any 

kind of abuse or neglect by computing the frequency of the 

disjunction of sexual abuse, physical abuse, emotional abuse 

and neglect (termed any kind of abuse) and the number of 

adolescents who had not suffered any abuse (no abuse). This 

study did not establish whether the abuse happened prior to 

the adolescents coming to the CCI of after. The study just 

established that the participants had experienced abuse and 

neglect in their lifetime. We investigated group differences 

between adolescents who had suffered any kind of abuse and 

those without abuse regarding age, time living in the CCI and 

symptoms of anxiety, depression and post-traumatic stress by 

calculating independent t tests. If Levene’s test for variance 

homogeneity indicated unequal variances, the results of the 

Welch test are reported and the degrees of freedom adjusted 

accordingly. As measure of effect size, Cohen’s d is reported. 

Differences regarding sex and other non-parametric socio-

demographic data were tested with the Chi
2
 test. 

3. Results 

A total of 232 adolescents aged 13-18 years participated in 

the study. The adolescents had been at the CCI for 42.7 ± 

47.3 months (range: 1 to 193 months). Most knew their 

parents (n = 215; 92.7%; see Table 1). Fourteen percent of 

adolescents received medication for somatic illnesses, mostly 

chest complaints; none of them was treated for psychiatric 

disorders. Of the participants, 63.2% had experienced at least 

one type of abuse or neglect. According to the questionnaire 

and cut-off used (see methods section), the prevalence for a 

probable anxiety disorder was 84.1%, depression 50.4% and 

PTSD 21.6%. The adolescents who had experienced any kind 

of abuse did not differ from those who had not in sex or age, 

but they had been longer residents at the children’s home and 

showed a higher degree of symptoms of PTSD, anxiety and 

depression. (See Table 2). 

Table 1. Socio-demographic characteristics for the total sample and the group with and without abuse. 

Variables 
Whole sample (n = 232) Any abuse (n = 146) No abuse (n = 85)* 

Chi2 p 
f (%) f (%) f (%) 

Sex      

Male 117 (50.4%) 72 (50.7%) 37 (49.3%) 
0.037 .85 

Female 115 (49.6%) 70 (49.3%) 38 (50.7%) 

Medication      

Yes 32 (13.9%) 16 (11.3%) 14 (18.7%) 
2.193 .14 

No 199 (86.1%) 125 (88.7%) 61 (81.3%) 

Parents known to the child/adolescent      

Yes 215 (93.5%) 131 (92.9%) 70 (94.6%) 
0.227 .63 

No 15 (6.5%) 10 (7.1%) 4 (5.4%) 
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Variables 
Whole sample (n = 232) Any abuse (n = 146) No abuse (n = 85)* 

Chi2 p 
f (%) f (%) f (%) 

Parents treated by a psychiatrist      

Yes 48 (25.1%) 28 (23.7%) 15 (24.2%) 
0.005 .95 

No 143 (74.9%) 90 (76.3%) 75.8%) 

* One participant failed to answer the question whether he had experienced any abuse 

Table 2 Comparison of age, symptoms of anxiety, depression and PTSD levels of children who had experienced abuse and those who had not experienced any 

abuse by means of independent t tests. 

 
No abuse (n = 75) Any Abuse (n =142) 

t df p Cohen’s d 
Mean SD Mean SD 

Agea 15.6 1.5 15.2 1.8 1.765 168.941 .079 0.24 

Residency 31.0 45.3 49.2 47.3 -2.573 191 .011 0.39 

Anxiety (BAI) 16.7 12.1 23.0 12.7 -3.556 215 <.001 0.51 

Depression (BDI-II)a 10.2 9.6 13.1 11.0 -2.051 169.524 .042 0.28 

PTSD (HTQ) 30.6 9.4 33.9 9.5 -2.463 215 .015 0.35 

Notes: BAI: Beck’s Anxiety Inventory, BDI-II: Beck Depression Inventory II, HTQ: Harvard Trauma Questionnaire; 

 a Levene’s test indicated inequality of variance, therefore, the Welch test is reported and the degrees of freedom were adjusted accordingly. 

4. Discussion 

Our main findings showed that more than 60% of 

adolescents living in CCIs in Nairobi had experienced abuse 

and neglect and many suffered from a high level of mental 

symptoms. Moreover, we found that the adolescents who had 

experienced abuse and neglect had been resident at the 

homes for longer and exhibited higher levels of symptoms. 

Comparing the results with other studies has to take into 

account differences in definitions of abuse, measurements 

and samples. Many previous studies focused on different 

types of abuse and or neglect which may have been targeted 

at the children or witnessed by the children. However, our 

study looked at 4 types of abuses directed at the adolescents 

and its impact on their mental health. The present study 

found that 63.2% of participants had experienced at least one 

type of abuse and neglect. This dovetails with a study 

conducted in Western Kenya, which investigated 

maltreatment experiences of children prior to admission to a 

CCI and found that 66% had experienced at least one form of 

maltreatment [26]. 

The forms of maltreatment Morantz and colleagues 

identified include neglect, abandonment, physical and sexual 

abuse among others. This is an indication that the numbers 

found may be an accurate reflection of the situation with 

regard to children living in Kenyan CCIs. Our study did not 

establish whether the abuse and neglect experienced by 

adolescents living in CCIs happened prior to admission or 

after admission. However, the most common reason for 

admission to a CCI is abuse, thus it seems likely that in most 

cases the abuse and neglect had taken place prior to 

admission. Expectedly, our findings were higher than 

findings of adolescent samples in general Kenyan adolescent 

populations, who lived in their homesteads [5], [27], [28]. 

Significant associations were found between the length of 

time an adolescent stayed in the CCI and exposure to abuse 

and neglect similar to findings of a study conducted in Kenya 

where the age of admission of a child to a CCI was 

associated with previous maltreatment [26]. Reasons could 

be that these children had been rescued at an early age due to 

the severity of abuse or maltreatment they had been exposed 

to. In our study a possible explanation could also be that 

children who had experienced abuse were less likely to be 

discharged from the CCI because the situations that led to the 

abuse persisted. However, more research is needed to find 

out the trajectories of those children and adolescents and 

shed light on this association. 

Our study agrees with previous research showing that 

abuse and neglect are associated with mental illness [29], 

[30]. In the present study, adolescents with a history of abuse 

and neglect reported higher symptoms of PTSD, depression 

and anxiety compared to those who had not experienced any 

abuse and neglect. However, the prevalence of probable 

PTSD was higher (21.6%) in our sample than in a similar 

study conducted in Western Kenya (11.5%) among orphans 

or separated children living in 19 CCIs. This study used the 

Child PTSD checklist where a child was considered to have 

PTSD if they experienced 6 out of the 17 PTSD symptoms (1 

re-experiencing symptom, 3 symptoms of avoidance and 2 

for hyper arousal symptoms) on DSM-IV [31]. Our study 

used a cut off of >2.5 in HTQ scores which means that a 

child must have experienced more than half of the symptoms 

(8 items out of 16). 

Similarly, a study conducted in the general population 

among households in Maseno, Kenya, found a lower 

prevalence of PTSD at 10.6% when a participant scored six 

or more in the Trauma Screening Questionnaire [32]. 

However, in that study, PTSD symptoms were only assessed 

if the traumatic event had happened after the age of 16 years, 

while our study included lifetime events. It is important to 

note that the prevalence of PTSD in Maseno and Western 

Kenya, which are both rural areas in Kenya, are close 

together compared to findings of Nairobi which is an urban 

area which could be a risk factor for abuse and neglect itself 

[4]. 

A longitudinal study conducted in Kenya among 191 

children age 7-17 years who had experienced sexual abuse 

found that at baseline the prevalence of full PTSD was 95.3% 
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[33]. This finding could have been higher than this study 

because the research was done in the biggest referral hospital 

in Kenya. 

Similarly, other studies conducted in rural Kenya among 

secondary school students found higher prevalence of PTSD 

at 34.5% conducted in Central and Northern Kenya (also 

using the HTQ [6]. In another study among students in 49 

public secondary schools located in urban and rural areas, 

50.5% met full criteria (criteria A-E were met in DSM-IV-R 

for PTSD) and 34.8% met partial criteria (1 symptom was 

checked in each DSM-IV symptom criterion) using the Child 

PTSD checklist [13]. The studies explained the wide 

variations as being caused by socio-demographic factors and 

type of traumatic event experienced. 

However, one would expect that adolescents of the general 

population surveyed in secondary schools would show lower 

rates of symptoms of PTSD compared to adolescents living 

in CCIs. This has been attributed to bullying, which was very 

common in Kenyan schools [16]. One could hypothesize 

whether this may explain the high prevalence of PTSD in the 

high school sample. However, this would be highly 

speculative. Clearly, more research is needed to find out 

which factors contributed to results suggesting that 

adolescents in secondary schools in Kenya have such high 

rates of PTSD. Most studies concerned with trauma, abuse or 

neglect have concentrated on PTSD. This study went further 

to establish the prevalence of probable depression and 

anxiety disorders among adolescents who had a history of 

abuse and neglect. 

The prevalence of probable anxiety disorder in the present 

study (84.1%) was very high compared to other studies 

conducted in Kenya (12.9%) using multidimensional anxiety 

scale for children (MASC) and 49.3% using Ndetei-Othieno-

Kathuku scale (NOK) [16]. Other than differences in 

measures used, some of the reasons why the anxiety score for 

children living in CCIs would be higher than adolescents in 

the general population could be because adolescents living in 

CCIs are placed there as temporary places of care and 

protection. 

The placement is reviewed every 3 years within which 

they can be moved to another CCI, left in the same CCI or 

placed in foster care. In addition, the residents are expected 

to exit the CCI at the age of 18, which may be a source of 

anxiety to those adolescent who may not have a safe place to 

go. 

The prevalence of probable depression disorder in this 

study (50.4%) was higher than 43.7% prevalence found 

among 775 randomly sampled students in Nairobi, Kenya 

(Ndetei et al., 2008) and 26.4% prevalence found among 

1276 adolescents in public secondary schools in Nairobi, 

Kenya using Child Depression Inventory (CDI) [22]. The 

prevalence of depressive symptoms among adolescents living 

in CCIs was higher than that of adolescents attending 

secondary schools in Nairobi county because adolescents 

living in CCIs have experienced severe abuse and neglect 

which has led to them being removed from their homes 

compared to adolescents still living in their homesteads. 

However, a study conducted in Gaza among 81 orphaned 

children living in an institution found a higher prevalence of 

depression at 67.9% than this study [34]. This is because 

orphaned children living in an institution are considered 

vulnerable children as they struggle with issues of loss and 

grief as well as being institutionalized.. 

5. Conclusion 

Our findings indicate that adolescents living in CCIs 

experience abuse and neglect which is linked to higher 

symptoms of PTSD, depression and anxiety. More research is 

needed to suggest effective ways to intervene and prevent 

adolescents experiencing abuse, neglect or any form of 

maltreatment. Future studies should establish when the abuse 

or neglect most often occurs to inform policy makers on the 

best ways to timely protect adolescents at risk. Given the 

high levels of symptoms encountered, it may also be 

important that children living in CCIs have access to 

counseling that helps them to deal with traumatic experiences. 
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