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Abbreviation/acronym Description

APMS Adult Psychiatric Morbidity Survey

CFA Confirmatory factor analysis

CFI Comparative Fit Index

CIS-R Clinical Interview Schedule — Revised

COS Core outcome set

COSMIN COnsensus-based Standards for the selection of health
Measurement INstruments

DVA Domestic violence and abuse

OMI Outcome measurement instrument

RCADS Revised Children’s Anxiety and Depression Scale

RMSEA Root mean square error of approximation

SPSS Statistical Package for the Social Sciences

SRMR Standardised root mean square residual

SWEMWBS Short Warwick—Edinburgh Mental Wellbeing Scale

TLI Tucker-Lewis Index
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WEMWBS

Warwick—Edinburgh Mental Wellbeing Scale

WLSMV

Weighted least squares mean and variance adjusted
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EXECUTIVE SUMMARY

Background

The domestic abuse core outcome set (DVA-COS) is an agreed set of five outcomes intended for use
in evaluations of interventions or services for children and families with experience of domestic
violence and abuse (DVA, hereafter referred to as domestic abuse). A COS is a minimum standard
for measurement in intervention studies, the purpose of which is to overcome heterogeneity in
outcome selection and measurement. The aim of a COS is to maximise the value of a body of
evidence by facilitating comparison between and synthesis across studies, thus reducing research
wastage. Since the development of the DVA-COS, work has been undertaken to identify, select, and
validate outcome measurement instruments (OMIs) to measure the core outcomes. The Warwick—
Edinburgh Mental Wellbeing Scale (WEMWBS) was previously identified as acceptable by
stakeholders to capture two outcomes: child and caregiver emotional health and wellbeing. This
work seeks to extend those findings by validating the measure for use with domestic abuse-
experienced populations.

Aims

Foundations, the national What Works Centre for Children & Families, commissioned two work
packages to develop and integrate previous work to outline and validate OMIs for use to assess
outcomes comprising the DVA-COS. Work package 1 seeks to identify three OMIs, and this report
focuses on work package 2, which aimed to validate the Short WEMWBS (SWEMWBS) for use with
children and young people (aged 11 to 18) who have experienced domestic abuse. The studies that
make up this work package used mixed methods to examine the acceptability, content validity,
structural validity, internal consistency, and measurement invariance for the scale in children and
young people experiencing domestic abuse. We also report a validation study of the WEMWBS for
adults with experience of domestic abuse.

Methods

The above aims were addressed across four individual studies: two planned and two
supplementary. First, a qualitative ‘think aloud’ study assessed the acceptability of the SWEMWBS
with children and young people who had experienced domestic abuse. The remaining three studies
were quantitative analyses of secondary data on using the SWEMWBS and WEMWBS with
children and young people and adult samples.

e Study A: a qualitative think aloud study that involved interviews and a focus group to gather
feedback from children and young people with domestic abuse experience on use of the
SWEMWABS.

e Study B: examined cross-sectional data collected by the OxWell Student Survey to validate
the SWEMWBS with children and young people affected by domestic abuse.

e Study C: examined anonymised longitudinal service data to validate the SWEMWBS with
children and young people affected by domestic abuse.
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e Study D: validated the WEMWBS with adults who have experienced domestic abuse using
cross-sectional data from the Adult Psychiatric Morbidity Survey (APMS).

Key findings

Our findings demonstrate the validity and acceptability of the SWEMWBS and WEMWABS in
domestic abuse-experienced child and adult populations respectively. Study A indicated that the
SWEMWABS is broadly acceptable for use with children and young people, while raising important
considerations regarding respondents’ interpretation of the measure’s items as well as the
emotional impact of the measure on this population. Studies B and C demonstrated robust
psychometric validity2 of the SWEMWBS with children and young people affected by domestic
abuse, and Study D showed robust psychometric validity of the WEMWBS with adult victims of
domestic abuse.

These are significant findings given the limited number of measures that have been evaluated for
use with this population across practice and research contexts. Moreover, this represents an

important step forward in the implementation of the DVA-COS, which we hope will help to unify
outcome measurement in domestic abuse research and evaluation, as well as service monitoring.

Recommendations

We recommend that the SWEMWBS and WEMWBS be used to measure wellbeing in the context of
evaluation studies (of any quantitative design) seeking to assess the impact of child-focused
domestic abuse interventions. To enhance the acceptability of the measure to children and adults
we suggest minor adaptations for use in the domestic abuse context. Finally, we recommend the
development of guidelines for practitioners and researchers about how to use the tools in a ‘care-
first’ way and how to guard against the tools being used for screening or triaging, or rationing care,
as well as guidance for commissioners on how to interpret and use evidence, generated by the
completion of the SWEMWBS and WEMWABS, for the basis of decision making. This guidance
needs to reflect the balance between the benefits of data-driven decision making and the risk of
unduly narrowing the breadth of services or thwarting innovation in the sector. The OMTI’s
implementation (including the use of guidance) should be closely monitored and evaluated, to
inform any associated refinements and to develop an in-depth understanding of the process and
outcomes associated with embedding routine measurement in practice. Further work is also
required to identify an alternative OMI or adapt the SWEMWBS for appropriate use with children
under the age of 11.

2 Psychometric validity refers to whether a psychometric scale (such as the SWEMWBS) measures what it
purports to measure. See Kimberlin and Winterstein (2008) for more detail on validity and reliability of
measurement instruments.
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BACKGROUND

It is widely recognised that domestic violence and abuse (hereafter referred to as domestic abuse)
is common and can have long-term health and wellbeing consequences for children and their
families (Evans et al., 2008; Vu et al., 2016; Walker-Descartes et al., 2021). In 2023, over 800,000
children and over 450,000 adults in England and Wales experienced domestic abuse (Foundations,
2023).

Children can be deeply affected by domestic abuse even without direct physical harm or witnessing
abuse firsthand. Simply knowing that a trusted caregiver is experiencing domestic abuse can cause
significant stress. This exposure, whether through its aftermath, a sibling’s account, or changes in
parenting, is increasingly recognised as a form of maltreatment, such as a form of emotional abuse
or within the wider umbrella of adverse childhood experiences (Callaghan et al., 2018; Holden,
2003; Katz et al., 2020; Lawson, 2019; Macmillan et al., 2009).

Children exposed to domestic abuse are two to four times more likely to experience significant
mental health issues, including anxiety, depression, aggression, and trauma symptoms, compared
to children who have not been exposed (Kitzmann et al., 2003). Even where difficulties do not meet
diagnostic criteria, they can cause substantial distress and impairment. Early adjustment
difficulties, particularly behaviour problems, partly mediate the link between childhood domestic
abuse exposure and negative adult outcomes (Dargis and Koenigs, 2017; Springer et al., 2003).

In 2021, the UK introduced a landmark Domestic Abuse Act (Domestic Abuse Act, 2021) that
recognised children as primary victims of domestic abuse who may require support (Carlisle et al.,
2024), thus increasing the policy imperative to offer acceptable and effective interventions.
However, the evidence for effective interventions that aim to address the impact on children and
their families is limited (Allen et al., 2022). The usefulness of existing evidence is in part
restricted by the variety of outcomes measured and the range of outcome measurement
instruments (OMI) used in the context of evaluative research, which makes it difficult to compare
interventions or to synthesise findings across studies. Systematic reviews repeatedly highlight
these challenges and recommend greater consistency in outcome measurement and reporting
(Hameed et al., 2020; Livings et al., 2023; Weeks et al., 2024).

The role of core outcome sets

One way to address the challenge of outcome priority and diversity is to develop a core outcome set
(COS) — a small number of outcomes that service users/survivors, practitioners/service providers,
commissioners, policy makers, and researchers agree are the most important to be measured in
academic research and programme evaluation (Williamson et al., 2012, 2017). Widespread use of a
COS can improve the quality of evidence by increasing consistent measurement of outcomes and
reducing reporting bias (Kirkham et al., 2013).

Funded by the National Institute for Health and Care Research via the Children and Families
Policy Research Unit, in 2019 an adapted core outcome methodology was used to develop a COS
for use in evaluating targeted psychosocial interventions aimed at improving outcomes for children
exposed to domestic abuse. Following a two-year consensus process involving over 300 survivors

10
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of domestic abuse, practitioners, and researchers, we identified five outcomes to be included in the
COS: 1) child emotional health and wellbeing; 2) feelings of safety; 3) caregiver emotional health
and wellbeing; 4) family relationships; 5) freedom to go about daily life (Howarth et al., 2021;
Powell, Feder, et al., 2022; Powell et al., 2023, 2025). The outcome set represents a minimum
measurement standard for quantitative evaluation of child-focused domestic abuse interventions
(Krause et al., 2021). The expectation is that these outcomes would be reported in trials and
practice-based evaluations, and where certain outcomes are not considered relevant to a particular
intervention, the rationale for not measuring them would be reported.

Despite the promise of COSs for improving evidence quality, much of their potential impact has not
yet been realised; studies show use in trials and systematic reviews to be low (Hughes et al., 2022;
Williamson et al., 2022). One of the key barriers to COS uptake is a lack of guidance on how to
measure outcomes. Therefore, for the DVA-COS, or any other, to make a material impact on the
quality of evidence on effectiveness, it is critical to identify OMIs that can be used to assess
outcomes in the context of research and evaluation. Published guidance provides a standardised
process by which OMIs for outcomes included in a COS should be selected (Prinsen et al., 2016).

A number of reviews have highlighted a lack of well-validated tools designed or validated for use in
the domestic abuse field (O’Doherty et al., 2014), with the greatest number of tools tending to focus
on the measurement of domestic abuse itself (e.g. types of abusive behaviour, severity, cessation),
rather than on broader outcomes such as wellbeing (Carlisle et al., 2024, 2025). The same can also
be said of adjacent fields and associated literature, such as child maltreatment (Fallon et al., 2010;
Georgieva et al., 2023; Saini et al., 2019). Moreover, many of the tools used in the domestic abuse
field have been widely criticised for having limited evidence with respect to psychometric
properties, acceptability, and feasibility (O’'Doherty et al., 2014).

In 2021 the Home Office funded a rapid review of OMIs used in practice settings that mapped to
the outcomes of the DVA-COS (Clark et al., 2023; Powell, Feder, et al., 2022). Using an adapted
consensus process involving survivors and practitioners, the study identified the Short Warwick—
Edinburgh Mental Wellbeing Scale (SWEMWBS) and the WEMWBS as acceptable tools to
measure child and caregiver emotional health and wellbeing, respectively (Powell, Feder, et al.,
2022). These tools were recommended for further exploration for three key reasons. First, they
were well validated and being used in intervention trials. Second, both tools were already being
used by two national domestic abuse organisations, Women’s Aid and SafeLives (Stanley et al.,
2021), and therefore, frontline services were familiar with them. Third, Powell, Clark, et al (2022)
also found that survivors appreciated that the WEMWBS and SWEMWBS were brief, as well as
clearly and positively worded (Clark et al., 2023). While the work of Powell and colleagues (2022)
identified some minor concerns among participants, these were mainly over its acceptability with
younger age groups due to inaccessible language. Collectively, the measures were promising as
OMIs for the DVA-COS, with minor concerns deemed surmountable through the addition of a free
text box and careful trauma-informed guidance for the use of the tool in research and practice
settings.

Overview of the WEMWBS

The WEMWBS was developed in 2007 as a positive measure of mental wellbeing that could be
used with the general population (Tennant et al., 2007). Positive mental health and wellbeing is
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comprised of two distinct aspects: the hedonic (also known as subjective wellbeing), which focuses
on feeling good, and the eudemonic (also known as psychological functioning), which focuses on
functioning well (Ryan and Deci, 2001). The WEMWBS scale is comprised of 14 items that cover
both facets of mental wellbeing — hedonic (e.g. feelings of optimism, cheerfulness, relaxation) and
eudemonic (e.g. energy, clear thinking, self-acceptance, personal development, competence, and
autonomy) (Tennant et al., 2007). Although the scale was initially validated with an adult
population, it was later validated for children and young people aged 13+ (Clarke et al., 2011).
Moreover, it was identified in a review by Waite and Atkinson (2021) as one of the few suitable
measures for universal mental health and wellbeing screening among secondary-school-aged
children and young people.

To provide a more accurate interval scale for mental wellbeing, a shorter, seven-item version
(SWEMWRBS) was later developed using the Rasch measurement model and, although it is a more
restrictive view because it focuses mostly on eudemonic wellbeing, it presents stronger
psychometric properties (Stewart-Brown et al., 2009). Its brevity makes it less arduous to complete
and it is also validated for use with younger children, aged 11+ (McKay and Andretta, 2017;
Melendez-Torres et al., 2019).

The WEMWBS was initially created to measure wellbeing at the population level, but it has been
shown to be responsive to change at both the group and individual level, so it is now used in a wide
variety of healthcare and non-clinical settings (Maheswaran et al., 2012; Shah et al., 2021). Large-
scale population surveys, such as the Health Survey for England, have incorporated the WEMWBS
to track mental wellbeing trends at a national level (Ng Fat et al., 2017). Additionally, the
SWEMWABS has been used in randomised controlled trials evaluating a wide range of interventions
and programmes aimed at improving mental health, including evaluating a wide range of
interventions (Blodgett et al., 2022; Shah et al., 2021). The measure is also commonly used in the
context of research with vulnerable groups such as looked-after children (Anthony et al., 2022).
Moreover, through our work with domestic abuse services, we know that SWEMWABS is already
partially implemented in some domestic abuse service settings as a means of gathering outcome
data from adults and children (Powell, Feder, et al., 2022).

The WEMWBS and SWEMWRBS have several key strengths that highlight their potential as OMIs
for the DVA-COS. Most notable is the positive framing of items. As our previous work highlights,
OMISs that are positively worded are favoured by individuals with domestic abuse experiences, with
negatively worded items identified as potentially re-traumatising (Clark et al., 2023; Powell, Feder,
et al., 2022; Shah et al., 2021). Furthermore, the growing use of the scales internationally and
across disciplines highlights a general acceptance of the scales (e.g. Arnull and Stewart, 2021;
Bartram et al., 2011, 2013; Cilar et al., 2020; Dong et al., 2016; Fung, 2019; Konaszewski et al.,
2021; Koushede et al., 2019; Paton et al., 2023; Shah et al., 2021; Soraci et al., 2024; Trousselard et
al., 2016; Yadav et al., 2025; Zayed et al., 2023). The scales are also very concise, making them a
feasible addition to intervention evaluations, even where they are not the primary outcome. The
SWEMWRBS has demonstrated sensitivity to change, particularly in individuals with lower baseline
wellbeing, making it suitable for evaluating the efficacy of interventions for individuals that have
experienced domestic abuse, who are known to experience mental health difficulties at a higher
rate than the general population (Blodgett et al., 2022; Evans et al., 2024; Oram et al., 2022;
Trevillion et al., 2016).

12
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Despite its strong psychometric properties and widespread use, the WEMWBS has some
limitations. One critique is the psychometric impact of its positive wording, which, although it is
beneficial in many contexts, may lead to ceiling effects — where individuals with already high
wellbeing scores have limited room to show improvement (Melin et al., 2022). However, when
used to evaluate interventions, ceiling effects are argued to be minimal, probably due to the nature
of interventions targeting individuals with lower levels of wellbeing (Maheswaran et al., 2012).
Additionally, the SWEMWBS, despite its brevity, places greater emphasis on functioning rather
than subjective wellbeing, meaning it may not fully capture the emotional aspects of mental health
(Stewart-Brown et al., 2009). Finally, and potentially linked to the functioning focus of the
SWEMWABS, some service providers involved in our programme of work raised concerns that they
observed defensive reporting when the SWEMWABS is initially completed by service users at the
point of entry to a service. Defensive reporting is a form of social-desirability bias in which
respondents respond in a way that is ‘socially favoured’, usually overestimating positive self-
descriptions (Tourangeau et al., 2000). This can be an unconscious positive self-bias or an
intentional attempt to conform to what is desirable. In the context of families who have
experienced domestic abuse, it is possible that survivors may feel the need to indicate they are
functioning well, owing to fear of the possible consequences of less optimal functioning, such as
social service involvement and child protection proceedings (Rose et al., 2011). Research has
demonstrated that social-desirability bias does not significantly impact reports of relationship
satisfaction in intimate-partner violence contexts (Visschers et al., 2017) or in self-report wellbeing
measures more generally (Caputo, 2017). However, there has not been empirical research (to our
knowledge) exploring these wellbeing measurement concerns in the context of families who have
experienced domestic abuse.

COnsensus-based Standards for the selection of health Measurement INstruments (COSMIN)
guidance suggests that an OMI can be provisionally included in a COS if there is at least high-
quality evidence for good content validity and for good internal consistency (if applicable), and if
the OMI seems feasible (Prinsen, Vohra, Rose, et al., 2016). As we outline above, the WEMWBS
and SWEMWBS meet these criteria for inclusion in the DVA-COS (Clarke et al., 2011; Koushede et
al., 2019; Stewart-Brown et al., 2011; Yadav et al., 2025). However, studies that properly evaluate
the measurement properties of the WEMWBS and SWEMWRBS with domestic abuse populations
are lacking.

It is important that an OMI is validated for the intended population to ensure there is no risk of
measurement bias. Individuals with domestic abuse experience are a vulnerable and unique
population. The social stigma that can be experienced among this population could result in
specific sensitivity to the language used in the scale, as well as social desirability in responding.
These potential differences in the interpretation and completion of the scale could lead to
systematic error in data collection and assessment (Hays, 2008). Following from this, analysis of
reliability is sample-dependent and, therefore, must also be assessed with the domestic abuse
population to fully adhere to COSMIN guidance.

Current study

This study, funded by Foundations, the national What Works Centre for Children & Families,
sought to consolidate and build on our previous work (outlined above), and was undertaken to
identify and validate OMIs with which to measure the DVA-COS (Prinsen et al., 2016; Powell,

13
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Clark, et al., 2022; Powell, Feder, et al., 2022). The current study was formed of two work
packages:

Work package 1 aimed to identify OMIs to measure three of the five outcomes that comprise the
COS: feelings of safety, family relationships, freedom to go about daily life (Bains et al.,
forthcoming).

Work package 2, reported here, aimed to validate the SWEMWBS for use with children and
young people who have experienced domestic abuse. The studies comprising this work package
sought to examine content validity, structural validity, internal consistency, and measurement
invariance for the scale in children and young people experiencing domestic abuse. We used a
mixed-methods design because this approach increases validity (McKim, 2017).

14
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Figure 1: Schematic of full study (go to accessibility text)

The DVA-COS includes 5 outcomes:

1) Child Emotional Health and Wellbeing
2) Caregiver Emotional Health and Wellbeing
3) Feelings of Safety
4) Family Relationships
5) Freedom to go about Daily Life

WP2: Validate the
(SYWEMWABS for mental
wellbeing outcomes

WP1: Identify OMI’s for
outcomes 3, 4 and 5.

Study A: Think Aloud
- acceptability of
SWEMWBS

Stage Al: Defining
concepts

Stage A2: Identifying Study B: Validity of
candidate measures SWEMWEBS in (DVA)
CYP using OxWell

Stage B: Appraisal of ‘kEh'?l-der Study C: Validity of
studies and sment of SWEMWBS in DVA
sibility and

properties of OMI’'s Service (over time)

Study D: Validity of
S in (DVA)
ng APMS

D: Consensus
Process

The present research involved four individual studies: two planned and two supplementary (see
Howarth et al. (2025) for the research protocol). These studies included: a qualitative think aloud
study and a quantitative analysis of large-scale OxWell Student Survey data, both undertaken to
evaluate the SWEMWBS with children and young people with experience of domestic abuse. The
protocol identified two additional avenues for supplementary analyses: (1) to validate the Stirling
Children’s Wellbeing Scale as an additional OMI (for use with younger children) for the core
outcome of child emotional wellbeing, and (2) to validate the WEMWBS with adults who have
experienced domestic abuse. During this project, an opportunity was also presented to analyse the
validity of the SWEMWABS with children and young people within domestic abuse services. As a
result, the decision was made to include supplementary analyses validating the SWEMWBS with
children and young people within domestic abuse services and validating the WEMWBS with
adults who have experienced domestic abuse. Figure 2 gives an overview of each of the four studies.
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In this programme of study, domestic abuse experience in children and young people refers to
witnessing domestic abuse, while domestic abuse experience in adults refers to direct victimisation.

Figure 2: Overview of methods (go to accessibility text)

A — Think aloud study

B — OxWell: Evaluating the
psychometric properties of the
SWEMWRBS in children who have
experienced domestic abuse

C — Supplementary analyses:

Evaluating the psychometric

properties of the SWEMWBS
with children in domestic abuse

«Focus group and interviews with young people with lived
experience of domestic abuse

«Framework and thematic analysis of transcripts

«Sample: 17,801 CYP aged 11—18 (1,215 had experienced domestic
abuse)

«Comparison of demographics and SWEMWBS scores across
samples

«Reliability: internal consistency, split-half reliability
«Validity: convergent validity, factor analysis, measure invariance

«Sample: 268 CYP who have partaken in a domestic abuse service
«Comparison of SWEMWBS scores across service timepoints
«Reliability: internal consistency, split-half reliability

service settings +Validity: factor analysis, measure invariance

*Rapid review for secondary data source
«Sample: 6,621 adults aged 18—95+ (1,625 domestic abuse victims)

»Comparison of demographics and WEMWBS scores across
samples

«Reliability: internal consistency, split-half reliability
«Validity: convergent validity, factor analysis, measure invariance

D — Supplementary analyses:
Evaluating the psychometric
properties of the WEMWABS in
adults who have experienced
domestic abuse

Objectives

Study A: To explore the feasibility and acceptability of the SWEMWBS among children and young
people who have experienced domestic abuse using think aloud methodology.

Study B: To evaluate the construct validity, internal consistency, measurement invariance, and
convergent validity of the SWEMWABS in a cross-sectional sample of children and young people
who have experienced domestic abuse.

Study C: To examine the construct validity, internal consistency, measurement invariance (across
time), and responsiveness of the SWEMWBS with children and young people who have
experienced domestic abuse through secondary analysis of data from a domestic abuse service
provider.

Study D: To investigate the construct validity, internal consistency, measurement invariance, and
convergent validity of the WEMWRBS in a cross-sectional sample of adults who have experienced
domestic abuse.
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A. THINK ALOUD STUDY

Aim

Think aloud methodology asks individuals to verbalise their interpretation of an OMI (Boateng et

al., 2018). This method was employed to assess the feasibility and acceptability of the SWEMWBS
among young people with lived experience of domestic abuse. The study aimed to understand how

respondents interpret and respond to the SWEMWBS items, identify potential challenges in
comprehension, and explore emotional responses to the scale.

Method

Participants

Nine female participants aged 13—24 were recruited through previously established networks with
domestic abuse organisations, whereby participants were members of lived experience groups or
current service users. Participants represented diverse regions across the UK, including individuals
from greater London, south-west England, and north-east England. Demographic data was
collected for eight participants, with one participant not providing demographic data. A small
sample size is acceptable for think aloud interviews, because informative data can be generated
with as few as five participants (Patel-Syed et al., 2024).

Table 1. Age and ethnicity of participants

Characteristic %

Age

13—15 years 3 33%
16—18 years 3 33%
19—24 years 2 22%
Missing data 1 11%
Ethnicity

White: English/Welsh/Scottish/Northern Irish/British 5 56%
Mixed/multiple ethnic groups: White and Asian 1 11%
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Characteristic N %
Asian/Asian British: Indian 1 11%
Black/African/Caribbean background 1 11%
Missing data 1 11%

Procedure and materials

The study was initially advertised to young people through gatekeeper organisations. Each
interested participant who made contact was offered an information sheet and an online briefing
session with the researcher to ask any questions before consenting to participate. Participants were
given the option of a focus group or an individual interview. One domestic abuse service arranged
for an in-person focus group of five participants. The remaining four interviews were facilitated
online via Microsoft Teams. Informed consent was given at the beginning of each session.

Each session began with participants completing the Short Warwick—Edinburgh Mental Wellbeing
Scale (SWEMWBS) without intervention from the researcher. The time taken to complete the scale
was recorded for each individual participant. Following completion of the SWEMWBS, the
participant was asked a series of questions (see Appendix A) to identify difficulties they may have
experienced when completing the scale. This approach has been used in similar studies and with a
domestic abuse population (Evans et al., 2015; Tourangeau et al., 2000). The interview schedule
addressed each item in turn and sought to understand how responder interpretation may differ
from the scale developer’s intention for the tool. The same questions were used in the focus group,
and opportunity was given to each participant to provide their response. To conclude the session,
participants were asked to rate each item on a scale of 0 to 10 to indicate how upset each item
made them, 0 being not upset and 10 being extremely upset. The interviews and focus group
ranged from 31 to 50 minutes in duration.

Data analysis

All interviews were audio recorded, either with a Dictaphone or on Microsoft Teams, and
transcribed. Framework analysis was used to analyse the transcripts and was completed by two
researchers using an Excel template. The framework included seven broad themes, with four
themes reflecting the categories of difficulties as set out in Evans et al. (2015). These difficulties
were:

1. Comprehension: the participant did not understand or was not certain how to interpret the
meaning of the item

2. Recall: the participant was not confident on their memory of the scenario that fitted the

corresponding item

Judgement: the participant was unable to assess the frequency within the timeframe

4. Response mapping: the participant was not able to respond accurately using the given
response scale or they used this incorrectly.

@
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The remaining three themes in the framework were contextual information, recommendations,
and direct comments regarding the response scale. Contextual information included any relevant
information that could not be categorised using one of the above difficulties — this was thematically
analysed separately. After both researchers had individually analysed the transcripts, their analyses
were compared, and any discrepancies addressed (see Appendix B for overview of analysis).

An acceptability score was calculated per item by averaging participants’ rating for each item.

Ethics

Ethical approval was granted by the University of Sussex’s Sciences and Technology Cross-School
Research Ethics Committee (reference ER/EHH24/3 and ER/EHH24/6).

Informed consent was obtained from all participants as well as from parents of participants under
the age of 15 years old, which is in keeping with Gillick competences (Griffith, 2016). Consent
forms, demographic questionnaires, and recordings were all stored separately to ensure
anonymity. Audio recordings were deleted after transcripts were received and checked for
accuracy. The transcripts were anonymised before analysis. Each participant was given time to
debrief with the researcher or, where applicable, a representative of the domestic abuse service.
They were also given a following support sheet with signposting to support services.

Results

Acceptability

The SWEMWABS took between one to three minutes for participants to complete, demonstrating it
is acceptable because it was not overly burdensome. Largely, the SWEMWBS was acceptable, as
indicated by low mean acceptability scores, meaning that the items broadly did not cause upset
(see Table 2). The highest mean score was attributed to the item “I've been dealing with problems
well”. Participants who were not active service users ranked items as less upsetting than
participants currently using services. Furthermore, active service users reported “I've been feeling
close to other people” to be the most upsetting item.

3 Children under the age of 16 can demonstrate they have the competence to understand the consequences of
their decisions and therefore are able to provide their own consent.
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Table 2. Item-level acceptability score per item*

I've been feeling optimistic about the

future 7 0 0 0 2 0 0 0 6 1.67
I've been feeling useful 1 o) o) 3 1 3 - 2 6 1.78**
I've been feeling relaxed 2 o) 1 3 o) o) o) o) 4 1.11

I've been dealing with problems well 3 0] 3 5 2 4 0] 3 7 3.00

I've been thinking clearly 2 0] 3 5 1 6 1 0] 6 2.67
I've been feeling close to other people | 3 0 1 2 1 3 0 0 8 2.00
I've been able to make up my own 3 o) o) 4 3 1 o) 1 5 1.89

mind about things

* Acceptability score: 0 (not upset at all) to 10 (very upset).

** Mean was calculated with only eight participants because P7 provided a rating of 1 or 2 for “I've
been feeling useful”.

Cognitive difficulties

Participants demonstrated ‘comprehension’ and ‘response mapping’ difficulties; however, no
‘recall’ or judgement’ difficulties were identified. Every participant experienced ‘comprehension’
difficulties on one to four items (M=2.6 items), although there were no ‘comprehension’ difficulties
on the items “I've been feeling relaxed” and “I've been feeling close to other people”. Seven
participants experienced ‘response mapping’ difficulties on one to two items (M=0.8 items).
Response mapping was only reported on three items (“I've been feeling optimistic about the
future”, “I've been feeling useful”, and “I've been thinking clearly”).
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Comprehension difficulties

Use of unfamiliar words

The first item contained the word “optimistic”, which was unfamiliar to younger participants. This
resulted in them being unable to understand and thus respond to the statement.

Ambiguity of wording and interpretation

The wording of five out of seven items was perceived as ambiguous and therefore participants’
interpretations of these items varied. For the item “I've been feeling optimistic about the future”
respondents were not clear on the parameters of “future”; this led to some considering their
immediate future, whereas others defined future as looking further ahead at later adulthood and
career prospects.

There was also uncertainty over the interpretation of “I've been feeling useful” and “I've been
thinking clearly”. Participants varied in their understanding of which contexts and scenarios this
might apply to. For example, should “thinking clearly” be associated with a specific problem and, if
not, how do you determine thinking clearly on a day-to-day basis? Similarly, participants were not
sure to which context usefulness might apply:

“I wasn’t quite sure of what this one might cover. So, like, in general I think
useful means you're kind of adding value to something or you’re doing something
for someone else ... ”

— Participant 8

As the above quote outlines, participants rationalised usefulness by the degree to which they
supported others or were useful within a situation. An added complexity participants documented
when answering this item was whose perception of “useful” they would hold in mind, with different
responses being attributed to family, friends, or work/school.

For two items, it was not clear how severe the participants’ example should be. For example,
participants were uncertain of the scale of the problems inferred in “I've been dealing with
problems well”:

“ ... I think day-by-day that one can alter, and it depends on what problem it is.”
— Participant 6

This interpretation would change the response to the item — if a problem was understood as small
and therefore surmountable, then the response was more likely to be positive compared with more
existential or more enduring problems. This difficulty was also experienced with “I've been able to
make up my own mind about things”; this item was reported to be ambiguous over whether this
statement applied for daily decisions, “ ... what you wanted for breakfast ... ” (Participant 7),
compared with more complex decisions.

Subjective interpretation

Participants also found that “I've been dealing with problems well” was subjective and therefore
could be misinterpreted. Participants felt that a person’s strategy for dealing with a problem might
be considered maladaptive by others. For example:
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“Your ‘well’ might be, I don’t know, doing yoga or something, and my ‘well’ might
be, I don’t know, drinking a pint or something ... ”
— Participant 9

This question was perceived as implicitly judgemental, due to the perception that there are good
and bad ways to respond to a problem. Therefore, responses could be shaped by social desirability,
particularly in the context of early help seeking, before trust and rapport have been established.

Response mapping difficulties

No applicable response option

There were two items where participants felt they would have preferred an “I don’t know” option,
and participants responded with a 3 on the Likert scale in its absence, because this was considered
the most neutral option. The need for this response option might be resolved in part if the
‘comprehension’ difficulties are addressed. For example, a definition could be provided for
“optimistic”. However, regarding “I’ve been feeling optimistic about the future” there were
participants who reported not thinking about or considering themselves to have future:

“That one’s a bit difficult because I don’t, I don’t see a future if that makes sense?
... I don’t see myself reaching to like that future point.”
— Participant 9

In these instances, there was no option for the participant to accurately reflect this feeling. This
may be more common in a population who have experienced domestic abuse, and therefore their
future feels less certain, especially for those entering a service.

Contextual information

Previously weaponised by person who harms

Participants reported that three items elicited discomfort in the context of experiences of domestic
abuse, because these concepts could be weaponised by the person who harms. For example,
regarding the item “I've been feeling useful”, it is a common experience to be called “useless” in an
abusive relationship. Similarly, if a person’s value in the abusive relationship was based on their
usefulness this might be upsetting:

“It’s hard to characterise a person [as] useful. It seems almost a, almost a touch
of dehumanising in the question.”
— Participant 6

If a person was forced to do chores in the abusive relationship, they might want to distance
themselves from this experience and the notion of “usefulness”:

“I was kind of like a slave basically ... I always like had to make myself useful in
order to ... be liked at that point or like not turn against.”
— Participant 9

This might lead to defensive reporting, where a person completing the outcome measure might not
respond truthfully out of fear of ramifications (Rose et al., 2011), particularly when they do not
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trust the service provider. Similar concerns were raised with respect to “I've been thinking clearly”.
Gaslighting, a form of psychological abuse where the person that harms causes the victim to
distrust their perception of reality (Solace Women’s Aid, 2025), is common in abusive relationships
and so this item might also upset some individuals. One participant highlighted that in the context
of help seeking because of domestic abuse, you might not want it on record that you are thinking
unclearly — for example:

“ ... you never want to ... report that you’re not thinking clearly because you can
see how that can be used against you ... maybe in a court perspective ... ”
— Participant 6

Finally, although some felt the item “I've been able to make up my own mind about things” might
also be weaponised, one participant felt that this item can demonstrate the success of an
intervention responding to domestic abuse:

“ ... like a nice, privileged thing to say that you are able to have freedom of
thought and opinion.”
— Participant 6

Inappropriate to ask in context of domestic abuse

Participants questioned the appropriateness of two items in a domestic abuse context. The first
item, “I've been feeling optimistic about the future”, was perceived as upsetting to those in the early
stages of help seeking. This was because they were accessing support while still having difficult
experiences. For those in the process of separating from the person that harms, the future may feel
particularly uncertain. With respect to the item “I've been dealing with problems well”, it was felt
that the complexity of the situation and the lack of control over the person who harms may mean
that problems could not be easily dealt with by the individual:

“Coming from an outside force something that’s kind of not in your control ...
how can you deal with a problem well that maybe you didn’t create or you had no
effect on?”

— Participant 6

The context for completing SWEMWRBS

Many participants reported that their response would vary depending on their experiences directly
before the completion of the scale:

“...it’s dependent on situation factors in your day maybe, but I think it depends
also on your state ... ”
— Participant 6

Similarly:

“Yeah, I think so. I think deadlines and external pressures or expectations would
be the things that would change my mind or answer on that one.”
— Participant 8
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This is not controlled or altered by the wording of the scale, but perhaps something that should be
considered in the presenting of the scale or the interpretation of the answers.

Discussion

This study assessed the feasibility and acceptability of the SWEMWABS for young people affected by
domestic abuse. It demonstrated that the measure was not burdensome to complete, taking no
more than three minutes. This supports previous literature that found the SWEMWBS to be brief
enough for use with children and young people (Clark et al., 2023; McKay and Andretta, 2017).
This is of particular importance for domestic abuse settings because many services are reluctant to
complete lengthy measures, particularly in the current funding climate where they are under-
resourced (Carlisle et al., 2024).

Results also suggest that the SWEMWRBS is broadly acceptable to this population. The average
acceptability score was 3 or below out of 10, indicating that items did not cause any major distress
to individuals. This is supported by Children Affected by Domestic Abuse4 (CADA) evaluation
findings that demonstrated a high completion rate for the SWEMWBS for young people aged 13 to
17 (Barter et al., forthcoming). This also resonates with our previous work, and that of others,
suggesting this measure is largely acceptable to children and young people with experience of
domestic abuse (Clark et al., 2023; Powell, Feder, et al., 2022; Shah et al., 2021). The one
participant who found the OMI to be most distressing was the individual still actively accessing the
service. This could suggest that individuals new to domestic abuse services require additional
support when first being introduced to the measure. This strengthens work package 1’s call for
trauma-informed guidance to supplement the implementation of the DVA-COS (Bains et al.,
forthcoming).

No participants demonstrated ‘recall’ or judgement’ difficulties, suggesting that they were
confident in their recollection of instances to respond to all items as well as the frequency in the
given two-week timeframe. Participants reported that the addition of an “I don’t know” response
would make the OMI more acceptable. In the measure’s current form, participants tended to use
the middle option, “some of the time”, as indicating neutral response, which participants did not
feel accurately reflected their experience. The developers of the SWEMWBS stipulate that no
changes should be made to the measure’s response categoriess, so this is not an adaptation that can
be easily made.

The main difficulty experienced by participants was ‘comprehension’, primarily due to ambiguous
wording and concerns from participants that their interpretation of the items might differ from
others’. This highlights the need to validate the measure within populations affected by domestic
abuse, particularly through the evaluation of measurement invariance. Another difficulty included
the definition of “optimistic”, which was unknown to the younger participants in the sample.
Previous studies have similarly identified young people’s lack of familiarity with the word
“optimistic”, which may result in difficulties completing the measure (Clarke et al., 2011). While

4 Kimberlin and Winterstein, 2008.

5 See: https://warwick.ac.uk/fac/sci/med/research/platform/wemwbs/using/faq

24


https://www.gov.uk/government/news/new-funding-to-support-child-victims-of-abuse
https://warwick.ac.uk/fac/sci/med/research/platform/wemwbs/using/faq

/1

previous studies have identified the wording of the SWEMWABS as clear (Clarke et al., 2011),
participants found five out of seven items ambiguous, and identified one as being very subjective,
which could result in differing interpretations. Another factor raised by participants, which could
alter the response to the OMI, was the influence of events preceding completion of the measure,
which could include a stressful journey or difficult day at school; therefore, consideration should be
given to how this can be countered in the implementation of the measures via guidance given to
practitioners.

There was limited research into the use of the SWEMWBS with a domestic abuse population;
therefore, this study expands this evidence base. The participants commented on the ways in which
their experience of domestic abuse impacted their interpretation of the OMI, which centred on
concepts that had previously been weaponised by the person who harms. There were two items,
“I've been feeling optimistic about the future” and “I've been dealing with problems well”, that
participants felt were less appropriate in the context of domestic abuse. Given the limited scope to
adapt the measure, this feedback needs to be considered when developing trauma-informed
guidance to support the implementation of the measure. This could simply take the form of
practitioners or researchers acknowledging that completion of the measure may have felt difficult
and offering the opportunity to voice concerns or distress, as well as offering subsequent support to
respond to the distress caused. This consideration may be most important when individuals are
new to a service, or even a study, to ensure they do not experience distress as a result of the
measure that causes them to disengage. It is important that developed guidance should be
evaluated after implementation; this should inform future refinement and improvement to the
guidance.

Limitations

The sample size for this study was small, and although this is acceptable for cognitive interviews,
the participants were not wholly representative of the population. Although attempts were made to
recruit participants from, by, and for services, the majority of the participants were of White
ethnicity; thus, future research should seek to recruit more ethnically diverse participants. Future
studies should recruit young people from Black, south Asian, and east Asian ethnicities as well as
other minoritised groups such as Gypsy, Roma, and Irish Traveller and individuals with physical
and mental disabilities. To properly reflect the perspectives of any one group, separate think aloud
studies may be required for each minoritised group of interest. All participants in this study were
female; therefore, results are limited to this perspective and further efforts should seek to engage
young males and other gender identities to further test the measure. Many of the participants were
engaging with services in an advisory capacity, meaning their experience of domestic abuse was
more historical. This is a limitation, because the SWEMWBS in practice would be used with both
this population and those newly engaging with domestic abuse services.

Participants’ responses to the interview questions might have been impacted by social desirability.
This may include them providing answers that they perceived to be helpful, causing them to find
fault or comment on the measure where they would not have had a problem when completing the
measure alone. Additionally, five participants took part in a focus group; this might have caused
some individuals not to be as honest or vocal as if they speaking to the researcher one on one.
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Conclusion

Overall, this study indicates that the SWEMWB is broadly acceptable for use with young people
who have experienced domestic abuse. Some relatively minor adaptations could enhance the
acceptability of this measure for use in the domestic abuse context; this must be weighed against
the potential to undermine the validity of the tool. Moreover, these findings highlight the need to
assess the acceptability of measures with a domestic abuse population because their experience are
unique and tools designed for the general population may not be appropriate for use in this
context. Similarly, there is a clear need for careful trauma-informed guidance that supports the
OMT’s implementation in research and service delivery contexts. Guidance must support those with
domestic abuse experiences when completing the tools to prevent disengagement or any negative
consequences that can result from completing the tool.
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B. OXWELL: EVALUATING THE
PSYCHOMETRIC PROPERTIES OF THE
SWEMWABS IN CHILDREN WHO HAVE
EXPERIENCED DOMESTIC ABUSE

Aim

The primary objective was to evaluate the psychometric properties of the SWEMWBS, including its
internal consistency, convergent validity, and construct validity among children with domestic
abuse experiences. This study also aimed to determine whether SWEMWBS functions equivalently

across children with and without domestic abuse experiences and, therefore, effectively measures
wellbeing in children and young people affected by domestic abuse.

Methodology

Design

This study was a psychometric validation of the SWEMWBS with children aged 11—-18 using
secondary data from the OxWell Student Survey 2023. It compared psychometric properties of the
scale across children who have experienced domestic abuse (the DVA group) and those who have
not (the Non-DVA group).° This included reliability analyses (internal consistency and split-half
reliability) and validity analyses (construct validity, convergent validity, and measurement
invariance).

The OxWell Student Survey

The OxWell Student Survey is a large-scale, anonymous survey designed to assess the wellbeing of
children and young people aged 8 to 18 in England. It is conducted annually or every other year
and uses a repeated cross-sectional design to capture a broad range of factors influencing mental
health and happiness, including mental wellbeing, anxiety, loneliness, bullying, substance use,
sleep patterns, online safety, vulnerability, and access to mental health support. The sampling
strategy includes three key components: (1) targeting schools in areas with varying levels of
deprivation, (2) using the opt-out consent model to increase participation rates, and (3) ensuring

6 We use the acronym ‘DVA’ when distinguishing between samples that have experienced domestic abuse
(DVA) and those that have not (non-DVA) to ease interpretation of findings.
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anonymity to promote accurate and open responses (Mansfield et al., 2021). The survey is also
conducted during school hours to ensure consistency in data collection.

In 2023, the survey collected 42,000 responses from students in 105 primary schools and 80
secondary schools and further education colleges, representing a diverse cross-section of the
student population. Participation came from several key regions, including Liverpool (16,886
students from 73 schools), Berkshire (12,511 students from 60 schools), Oxfordshire (7,826
students from 31 schools), Milton Keynes (2,789 students from 9 schools), and Sandwell, Surrey,
and Buckinghamshire (2,194 students from 9 schools).

Sample

The full OxWell dataset was ‘cleaned’ by excluding data entries from primary-school-aged children,
children who were not aged 11—18 or did not specify their age, entries with missing SWEMWBS
scores, and ineligible DVA scores (e.g. contradictory responses that included both DVA experience
and ‘never’ or ‘prefer not to say’; see Appendix C). Respondents who ‘preferred not to say’ whether
they had experienced DVA were also not included in the analysis sample. This resulted in a total
sample of 17,801 participants and a sample of 1,215 children and young people who have
experienced domestic abuse (either in their lifetime or the past year; i.e. DVA sample). Within the
DVA sample, 29 participants reported experiencing domestic abuse both in the past year and
across their lifetime, while a further 153 participants reported domestic abuse experience in the
past year and 1,033 children and young people reported domestic abuse experience within their
lifetime.

The key demographics of the sample are reported in Table 3. Compared with national averages for
this age group, the sample includes more ethnic minorities compared with White participants. The
national average of White persons in England and Wales, aged 10-19, is an estimated 82%
according to the ONS census 2021, while in the present sample only 55% of the participants who
disclosed their ethnicity were White. Furthermore, the latest official government statistics show
that 28% of children in the UK are living in material deprivation and 31% live in a household with
relative low income (Department for Work and Pensions, 2025). Poverty was indicated by a slightly
larger proportion of this sample (32%).

Table 3. The key demographics of the included sample

Non-DVA
sample
N(%)

DVA

Demographic sample N(%)

Gender Boy 379 (31%)* 7,301 (44%)* | 7,680 (43%)
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Girl 729 (60%)* 8,532 (51%)* 9,261 (52%)
Gender diverse 48 (4%)* 216 (1%)* 264 (2%)
Not specified 59 (5%) 537 (3%) 741 (4%)
Age 11 66 (5%)* 1,451 (9%)* 1,517 (9%)
12 189 (16%)* 3,325 (20%)* 3,514 (20%)
13 232 (19%) 3,340 (20%) | 3,572 (20%)
14 220 (18%) 2,787 (17%) 3,007 (17%)
15 189 (16%) 2,309 (14%) 2,498 (14%)
16 171 (14%)* 1,867 (11%)* 2,038 (11%)
17 98 (8%)* 1,039 (6%)* 1,137 (6%)
18 50 (4%)* 468 (3%)* 518 (3%)
Ethnicity White 639 (53%) 9,180 (55%) 9,819 (55%)

Mixed/multiple ethnic groups 99 (8%)* 897 (5%)* 996 (6%)
Asian 188 (15%) 2,429 (15%) 2,617 (15%)
Black/African/Caribbean 65 (5%)* 684 (4%)* 750 (4%)
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DVA Non-ll)VA
Demographic sample N(%) Js\?(;? <
Arab 12 (1%) 268 (2%) 280 (2%)
Another ethnic group 25 (2%) 327 (2.0%) 352 (2%)
No response 187 (15%) 2,801 (17%) 2,988 (17%)
Poverty No poverty indicated 455 (37%)* %ég,%?* 11,853 (67%)
Poverty indicated 738 (60%)* 4,992 (30%)* 5,730 (32%)
No response 22 (2%) 196 (1%) 218 (1%)

* Significant differences between the DVA and non-DVA samples.

Measures

For the present research, measures included DVA experience; mental wellbeing (SWEMWBS); a
measure of anxiety and depression; and demographics.

Domestic abuse experience was measured as “having seen or heard a parent/carer be slapped,
kicked, punched, beaten, or deliberately hurt by a partner or ex-partner”. The present analysis will
therefore underestimate the full extent of domestic abuse experience because it only captures
physical abuse. Participant responses could include “No, never”; “Yes, it has happened within the
past 12 months”; “Yes, it has happened in my life”; or “Prefer not to answer”. As lifetime and past
year response options were delivered simultaneously, it is possible that children and young people
who had experienced domestic abuse in the past year as well as previously in their lifetime may
have selected only one of these options without indication for which should be prioritised. The DVA
sample in this study (unless otherwise specified) included all children and young people that

indicated domestic abuse experience, whether in their lifetime or within the past year.

The OxWell survey uses the SWEMWBS to measure wellbeing (see Appendix D). To test
convergent validity, we also retained the 11-item version of the Revised Children’s Anxiety and
Depression Scale (RCADS-11; Radez et al., 2021). The RCADS-11 is a shortened version of the
original RCADS designed to screen for symptoms of anxiety and depression in children and
adolescents aged 8 to 18. It includes 11 items selected from the full 47-item RCADS, maintaining
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strong psychometric properties while reducing the time burden on respondents. It uses a four-
point Likert scale from Never to Always to measure how often things happen (e.g. “I feel sad or
empty”). The items are averaged to present an overall total internalising anxiety and depression
score. The RCADS has been shown to relate to other wellbeing measures in the literature (Piqueras
et al., 2017).

Key demographics retained for the present study included gender, age, ethnicity, and indication of
poverty (see Table 3). Poverty was measured dichotomously with participants who responded
affirmatively that “they worry about not having enough money for things their family needs e.g.
food, bills, electric or gas” or that “their family uses foodbanks” recorded as poverty indicated. The
OxWell survey includes additional measures of poverty relating to home and school life but for the
purpose of this study the focus was on these two items because they were used to measure
financial-based poverty in the Wales’s Young People’s Survey on Child and Family Poverty 2019
(McFarlane, 2021).

Analysis plan

First, the full OxWell dataset was ‘cleaned’ by excluding data entries from primary-school-aged
children, children that were not aged 11—18 or did not specify their age, entries with missing
SWEMWABS scores on any item, and ineligible DVA scores (for a summary of excluded data see
Appendix C). Missing data was explored to assess issues with underreporting domestic abuse
experience but excluded from subsequent analyses. Data cleaning was performed using SPSS, and
analyses were conducted in R.

Descriptive statistics were examined to summarise the sample characteristics and assess the
distribution of SWEMWBS scores. The raw SWEMWBS scores were used in all analyses unless
otherwise stated.

To assess the reliability of the SWEMWBS scale the internal consistency was evaluated using
Cronbach’s alpha, with values of >0.7 considered acceptable. Item-total correlations were also
reviewed to identify any weak or problematic items. Additionally, split-half reliability was assessed
to further evaluate internal consistency. However, because the data is cross-sectional and was
collected at a single timepoint, test-retest reliability could not be assessed.

Convergent validity was examined by analysing the relationship between the SWEMWBS and the
RCADS-11 measure of anxiety and depression. A negative correlation was expected, with the
anticipation that higher wellbeing scores on the SWEMWBS would correspond with lower
depression scores on the RCADS-11.

To explore the factor structure of the SWEMWBS within children and young people who have and
have not experienced domestic abuse, a confirmatory factor analysis (CFA) was conducted for each
subsample using a weighted least squares mean, and variance-adjusted (WLSMV) estimator, which
provides robust standard errors for ordinal data. Model fit was evaluated using the Comparative Fit
Index (CFI), Tucker-Lewis Index (TLI), root mean square error of approximation (RMSEA), and
standardised root mean square residual (SRMR). An acceptable fit was defined as CFI and TLI
>.90 and RMSEA and SRMR <.08 (Hu and Bentler, 1999).

Finally, measurement invariance was tested across individuals with and without DVA experience to
determine whether the WEMWBS functions consistently across these groups. This also used

31



/I

WLSMYV estimation. Invariance was confirmed when there were minimal changes in fit indices
between nested models for configural, metric, and scalar invariance (ACFI and A TLI <-.01,
ARMSEA <.015, and A SRMR <.01; Cheung and Rensvold, 2002; Chen, 2007).

Results

Descriptives

Data from the ‘non-responding’ sample was explored initially to identify whether it was more likely
to represent those with DVA experience and therefore suggest that domestic abuse is
underreported. It was identified that participants who chose not to report whether they had
experienced domestic abuse (by selecting a “prefer not to say” response option) had significantly
lower wellbeing than those that had never experienced domestic abuse (see Appendix E).
Exploration of item-level missingness on the SWEMWBS did not indicate that participants were
particularly deterred from any one item. There was also no indication that any of the items were
avoided more for participants with DVA experience compared with those without (see Appendix
E).

The distribution of SWEMWBS scores can be seen in Appendix F. The prevalence of domestic
abuse exposure (lifetime or past year) in the included sample was 6.8%. Of those reporting
exposure to domestic abuse, 17.4% had experienced domestic abuse within the past year (1.0% of
the total sample). Research conducted by the NSPCC identified that 17.5% of children aged 11—17
have been exposed to domestic abuse (involving threats, physical abuse, and property damage in
the context of an argument) in their lifetime and 2.5% of 11—17 year olds have been exposed within
the past year (Radford et al., 2011). When specifically referring to witnessing a parent be pushed,
slapped, hit, punched, or beaten up by the other parent or their partner, 7.1% of 11—17 year olds
have been exposed in their lifetime and 0.8% within the past year.

The average SWEMWBS scores transformed in line with guidance (Stewart-Brown et al., 2009)
were significantly different between the DVA (M=17.76, SD=4.93) and non-DVA samples
(M=20.85, SD=4.78), t(17,799)=21.688, p<.001. The average raw SWEMWABS score (used in all
subsequent analyses) was also significantly different between the DVA (M=18.31, SD=6.24) and
non-DVA samples (M=22.40, SD=5.68), t(17,799)=22.145, p<.001. See Table 4.

Table 4. The differences in mean SWEMWRBS scores between the DVA
and non-DVA sample

Non-DVAa

Transformed SWEMWBS 20.85 (4.78) 17.76 (4.93) 21.13%%* <.001
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Non-DVA2

Raw SWEMWBS 22.40 (5.82) 18.31(6.24) 22.145%%* <.001

aN=16,586, > N=1,215, *** p<.001.

Raw SWEMWRBS scores were also significantly different between those that experienced DVA
within the past year (M= 16.77, SD=6.17) and lifetime DVA exposure (M=17.89, SD=4.67),
t(178.64)=2.152, p=.033.

In line with expectations, wellbeing is lower in the DVA-experienced group compared with those
who have never experienced (physical) DVA. Furthermore, wellbeing is lower in those that have
experienced DVA within the past year compared with those who have experienced DVA in their
lifetime.

Reliability
Internal consistency

The Cronbach’s alpha of the SWEMWBS scale for the non-DVA sample (a=.86; 95% confidence
intervals=.86—.86) and the DVA sample (a=.87; 95% confidence intervals=.85—-.88) were similar
in strength and both greater than the required standard of .7, indicating good reliability of the scale
for both samples.

In both samples the individual item scores correlated with each other, demonstrating medium to
strong relationships (r=.302—.673). This shows that the items are consistently related, suggesting
that they align well with a single construct.

Corrected item-total correlations for the seven items ranged from 0.46 to 0.74, indicating that all
items sufficiently correlated with the overall construct in both samples. The values of the
Cronbach’s alpha if items were removed ranged from 0.83 to 0.86, demonstrating that no single
item substantially detracted from the scale’s reliability. This further confirms that all items
contribute meaningfully to the overall construct. Overall, the findings demonstrate that the
internal consistency of the scale is supported (see Appendix G for supporting tables).

Split-half reliability

As testing only took place at a single timepoint, evaluation of test-retest reliability was not possible.
Instead, we examined the split-half reliability of the test, assessed using Guttman’s lambda
coefficients (see Appendix G: Table G3). The average split-half reliability was 0.84 for the non-DVA
sample and 0.85 for the DVA sample, indicating good internal consistency above the generally
accepted threshold of 0.7. The minimum split-half reliability was 0.78 for the non-DVA sample and
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0.79 for the DVA sample, indicating that even in the least favourable split, reliability remained
above the accepted threshold.

Validity

Convergent validity

The relationship between the SWEMWABS and the RCADS-11 was explored with the expectation
that they would be negatively correlated due to the constructs measured by the scales being
inversely related: mental wellbeing (measured by SWEMWBS) versus symptoms of depression and
anxiety (measured by RCADS-11). Both the raw SWEMWRBS and transformed SWEMWBS scores
strongly negatively correlated with the RCADS-11 in both samples (see Table 5). The consistency of
these findings, across both the non-DVA and DVA samples, underscores the validity of the
SWEMWRBS as an indicator of mental wellbeing inversely related to psychological distress.

Table 5. Correlation between RCADS-11 and SWEMWBS

‘ Raw SWEMWBS

Transformed SWEMWBS
Non-DVA sample? -.618%** -.576%%*
DVA sampleb -.625%** -.586%**

aN=15,864, > N=1,151, *** p<.001.

Factor analysis

Scree plots were generated for both the DVA sample and the non-DVA sample to assess the
number of factors underlying the SWEMWBS and ensure that confirmatory factor analysis with a
single factor model was appropriate. In both samples, the scree plots showed a clear “elbow” after
the first factor, suggesting that a single factor explained the majority of the variance in the data (see
Figure 3).
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Figure 3. Scree plots of number of factors measured by the SWEMWBS
scale for the DVA sample and the non-DVA sample (go to accessibility text)
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A CFA using the WLSMYV estimator was conducted to assess the one-factor structure of the
SWEMWABS in each sample. The chi-square test was significant for both the non-DVA sample
(x2(14)=3,356.97, p<.001) and the DVA sample (x2(14)=183.68, p<.001), likely due to the large
sample sizes, as the chi-square test is sensitive to sample size. Although the chi-square was
significant, the model demonstrated adequate fit to the data in all other fit indices (see Appendix
H). The CFI and TLI exceed the commonly accepted threshold of 0.90 in both samples, indicating
excellent fit. The SRMR values of 0.03 and 0.04 also indicate excellent fit (threshold: < 0.08). Both
samples had RMSEA values slightly above the threshold, indicating a mediocre fit. However,
RMSEA is a less reliable fit statistic because it can be distorted in models using the WLSMV
estimator with ordinal data of 5 or more categories (the SWEMWBS is a 5-item scale) and models
with low degrees of freedom (Beauducel and Herzberg, 2006; Kenny et al., 2015). On balance, the
strong fit indicated by the CFI, TLI, and SRMR and the mediocre fit indicated by the borderline
RMSEA suggest acceptable model fit.

All items demonstrate moderate to strong factor loadings to the single factor in both samples (see
Appendix H: Table H2). This indicates that each item contributes meaningfully to the
measurement of the overall construct of mental wellbeing. Items 4 and 5 consistently showed
stronger loadings, suggesting they are particularly representative of the construct.

The CFA results support the one-factor structure of the SWEMWABS in both the non-DVA and DVA
samples. Despite significant chi-square values, the model demonstrated strong or adequate fit
according to all other fit indices (CFI, TLI, RMSEA, and SRMR). The strong factor loadings provide
further evidence of the unidimensional nature of the scale and its effectiveness in capturing the
construct of mental wellbeing across diverse populations.

Measurement invariance

Measurement invariance was assessed to determine whether the SWEMWBS is interpreted and
functions equivalently across those with and without DVA experiences. The sequence of testing
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followed the steps for configural, metric, and scalar invariance using the WLSMYV estimator (see
Appendix I).

Configural invariance

The configural invariance model showed acceptable fit. Although the chi-square was significant,
¥2(28)=3,510.87, p<.001, other fit indices show a strong fit, CFI=.97, TLI=.96, SRMR=.04,
indicating that the factor structure was equivalent across groups, meaning that both groups
conceptualise mental wellbeing similarly.

Metric invariance

The metric invariance model showed acceptable fit, x2(34)=2,106.56, p<.001, CFI=.98, TLI=.98,
RMSEA=.08, 90% CI [.08, .09], SRMR=.04. Although the ¥2 difference test comparing the
configural and metric models was significant, Ax2(6)=36.01, p<.001, there was improvement in
other fit indices, suggesting that the factor loadings were equivalent across groups. This means that
the relationship between SWEMWABS items and the latent factor (mental wellbeing) is consistent
between DVA and non-DVA groups.

Scalar tnvariance

The scalar invariance model showed acceptable fit, ¥2(54)=2,249.51, p<.001, CFI=.98, TLI=.99,
RMSEA=.07,90% CI [.07, .07], SRMR=.03. Although the 2 difference test comparing the metric
and scalar models was significant, Ay2(20)=58.63, p<.001, there was almost no change in other fit
indices, indicating that the item intercepts were equivalent across groups. This means that group
differences in item scores reflect true differences in the latent construct rather than measurement
bias.

Discussion

This study provided robust psychometric validation of the SWEMWBS in a large sample of children
and young people (age 11—18), confirming its strong internal consistency, convergent validity, and
unidimensional structure. Measurement invariance testing indicated that the scale functioned
equivalently across those with and without domestic abuse experiences, supporting its utility in
this population. Wellbeing scores were significantly lower among those who reported domestic
abuse experience, particularly among those who had experienced it within the past year.
Additionally, children who chose not to disclose their domestic abuse experience had similar
SWEMWABS scores to those who reported domestic abuse, raising potential concerns about
underreporting. These findings validate the use of the SWEMWBS as a measure of wellbeing in
children aged 11+ and specifically in children and young people who have experienced domestic
abuse.

Limitations

Although the study benefited from a large and diverse sample, this specific methodology also
presents limitations in the context of our research. The school-based research setting may not
generalise to the completion of measures in a domestic abuse service context. First, the school
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experience for children who have experienced domestic abuse is mixed: although some children
and young people report school as a safe place where they feel supported, others face adversity in
the school environment and feel more supported in service settings (Bracewell et al., 2020; Roy et
al., 2022). Additionally, within school settings children are assisted by familiar teachers in
completing the SWEMWBS but completion of scales in a service context could be impacted by the
absence of this assistance and support, particularly in early stages of service provision. It is
important to consider the increased likelihood that children and young people within services are
within the throes of, or have more recent and/or severe experience with, domestic abuse that could
impact the completion of wellbeing scales (McGarry and Ali, 2016). As highlighted by the previous
study, this could be addressed with trauma-informed guidance.

On the other hand, the anonymity of the OxWell survey was a key strength because it encouraged
honest and candid responding, which is particularly beneficial when addressing sensitive topics
such as domestic abuse experiences and wellbeing. However, this level of openness may not be
replicable in service settings, in which individuals could report defensively due to perceived risks or
lack of anonymity.

The study included only those attending schools that opted into the survey, potentially excluding
more vulnerable children who may have disengaged from education or were in alternative care
settings, which could impact the representativeness of the sample. Furthermore, the measurement
of domestic abuse exposure in the OxWell study was based solely on reports of witnessing physical
abuse between parents/partners, which does not capture the full spectrum of domestic abuse
experiences, such as coercive control or emotional abuse, or abuse between other adults in a
household. This underestimation of domestic abuse prevalence may have influenced the findings.
However, research has shown that exposure to physical forms of domestic abuse is closely
associated with other forms of domestic abuse and family violence. The prevalence of poly-
victimisation and shared impacts of different forms of domestic abuse suggest that these findings
are likely to be generalisable to children and young people who have been exposed to non-physical
forms of domestic abuse (UNICEF., 2006; Radford et al., 2011; Radford, Stanley and Elwen, 2021).

Additionally, comparisons between lifetime and past-year domestic abuse experiences may be
limited by potential recall biases or underreporting in self-reported measures. Within the OxWell
survey, domestic abuse experience was a single measure that included lifetime and past-year
response options simultaneously. It is therefore ambiguous as to which response option to
prioritise for children and young people who have experienced domestic abuse both within the past
year and previously. As a result, the domestic abuse experience group had to be combined for
analyses, and measurement invariance between past-year experience and experience previously in
lifetime could not be explored.

Moreover, reliance on cross-sectional data limited the ability to assess the longitudinal validity of
the scale. In particular, it meant that the SWEMWBS’ sensitivity to change could not be
established. The lack of repeated measures also prevented the analysis of test-retest reliability;
thus, stability of the scales over time remains uncertain. Further limitations on the implementation
of the SWEMWABS as an OMI are outlined in the general discussion.
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Conclusion

In summary, these findings indicate that the SWEMWBS is a valid OMI for assessing emotional
health and wellbeing in children and young people aged 11+ affected by domestic abuse, offering an
efficient measure for research and intervention evaluations.
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C. EVALUATING THE PSYCHOMETRIC
PROPERTIES OF THE SWEMWBS WITH
CHILDREN IN DOMESTIC ABUSE SERVICE
SETTINGS

Aim

We aimed to validate the use of the SWEMWBS within service settings that support children
affected by domestic abuse. Recognising that the scale is already implemented in some service
contexts, this research sought to assess the validity of the scale for use in these settings and identify
whether it reliably measures wellbeing over time. The study analysed existing data from a service
provider to examine how the SWEMWBS functions when used within intervention programmes.
Specifically, analyses included internal consistency testing, factor analysis, and measurement
invariance assessments to determine whether SWEMWBS scores can detect meaningful differences
when used in practice. This allowed us to expand on the previous study and determine the ability of
the SWEMWABS to detect changes in wellbeing throughout the course of interventions in domestic
abuse services.

Methodology

Sample

We conducted a secondary analysis of data collected by a service provider that offers a range of
services to families affected by domestic abuse (children and young people aged 4—18). The
provider uses the SWEMWABS to record wellbeing at an initial timepoint when the children and
young people enter the service, an interim timepoint during service provision, and a final timepoint
after completion of service. The services include short-term first-response interventions (for age
11+), mental health and wellbeing services, counselling, and group work. Interventions varied in
length from 2-week first-response interventions to between 10 weeks and 1 year (although rarely
this long) for longer-term interventions.

There were 676 individual timepoint entries provided by the service and there was no item-level
missingness in the completion of the SWEMWBS. Once entries from the adult programme were
removed, this left 580 timepoint entries representative of children and young people. Some
individuals had re-entered services on multiple occasions. Where this was the case, only the most
recent and completed data was included in analysis. This resulted in a total sample of 268
participants: 45 who had completed all 3 timepoints and 159 who had completed at least the initial
and final timepoints. These participants had been referred between March 2020 and October
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2024. To protect privacy and anonymity, demographic information of participants was not
provided by the service.

Analysis plan

To validate the use of the SWEMWBS with children and young people in the provision of domestic
abuse services, analyses similar to those conducted with the OxWell sample were carried out. All
analyses used raw SWEMWBS scores so that comparisons could be made at the item level. First,
descriptive statistics were explored to assess the distribution of SWEMWBS scores and compare
them across the three timepoints. All subsequent analyses were carried out on data from initial
timepoints and final timepoints to establish the reliability and validity of the scale for use
throughout the course of interventions.

The internal consistency of the scale was evaluated using Cronbach’s alpha, with a threshold of
>0.7 indicating acceptable reliability. Additionally, item-total correlations were examined to
identify any weak or problematic items. The split-half reliability of the scale was also assessed to
further evaluate the internal consistency of the scale. Although the sample includes multiple
timepoints, these are pre-post scores that are expected to change, and thus test-retest reliability
could not be explored.

To explore the factor structure of SWEMWABS in this population, CFA was performed for the initial
and final timepoints. Fit indices including the Comparative Fit Index (CFI), Tucker-Lewis Index
(TLI), root mean square error of approximation (RMSEA), and standardised root mean square
residual (SRMR were used to evaluate model adequacy. Acceptable fit is indicated by CFI and TLI
>.90 and RMSEA and SRMR <.08.

Finally, measurement invariance was tested across initial and final timepoints to determine
whether the SWEMWABS functions consistently across time during service provision. It must be
highlighted that there is not consistency in the interval of time between initial and final timepoints
across participants and thus there may be individual differences (associated with time and
intervention type) that will not be accounted for in the model. Measurement invariance (configural,
metric, and scalar) was confirmed where there were minimal changes in fit indices between nested
models (ACFI and A TLI <-.01, <.015, and A SRMR <.01; Cheung and Rensvold, 2002; Chen,
2007).

Results

Descriptives

The distributions of SWEMWABS scores are presented in Appendix K (UNICEF., 2006; Radford et
al., 2011; Radford, Stanley and Elwen, 2021). The average SWEMWBS scores at the final timepoint
(M=23.86) were significantly higher than at the initial timepoint (M=20.1), t(158)=17.61, p<.001
(see Table 6). The mean difference of 5.21 (95% confidence interval = 4.62, 5.79) underscores the
substantial improvement in participant wellbeing (see Table 6). The effect size for the change in
SWEMWABS scores, measured by Cohen’s D, was 1.17. This large effect size indicates that the
interventions may have considerably impacted wellbeing, although without an experimental design
the driver of improvements in wellbeing cannot be established. These findings also highlight the
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responsiveness of the SWEMWBS; although we cannot determine whether this change is due to the
intervention or external influences, the scale was able to detect improvements in wellbeing
between timepoints. For comparisons between SWEMWBS scores over time at the item level see
Appendix K.

Table 6. Mean SWEMWBS scores

Raw scores Transformed scores?

Initial timepoint 252 | 20.1 4.92 | 9-35 19.09 3.69 11.25—-25
Interim timepoint 69 23.86 5.61 10-35 22.01 4.64 12.40-35
Final timepoint 172 25.07 4.19 11-35 22.81 3.79 13.33-35
Initial-final score change 159 | 5.21 3.73 -6-19 3.89 2.92 | -3.85-14.05

aScores are transformed in line with official SWEMWBS guidance (Stewart-Brown et al., 2009).

While the SWEMWBS was not developed as a measure of individual differences, research has
shown that a change in transformed SWEMWBS scores of either 1.03 points or 2.87 points exceed
the minimum threshold for important levels of change (there is a lower and higher figure due to
varying statistical methods used to derive this; Shah et al., 2021). Using the lower minimum
threshold, 86.8% of participants demonstrated a clinically significant improvement in wellbeing at
the end of the service. Using the higher minimum threshold, 63.5% of participants demonstrated a
clinically significant improvement in wellbeing at the end of the service.

On average, there were significant improvements recorded between initial and interim timepoints,
and interim and final timepoints (F(2,487)=7.58, p<.001, pairwise comparisons with Bonferroni
corrections demonstrated significant improvements across all timepoints, all p<.001). Of those
that completed all timepoints, 17.8% of respondents reported a reduction in wellbeing between
initial and interim timepoints, and 20% reported a reduction in wellbeing between interim and
final timepoints. When comparing transformed SWEMWRBS scores, 40.0%—71.1% of participants
between initial and interim, and 33.3%—57.8% of participants between interim and final
timepoints, presented clinically important improvements. Overall, these findings do not suggest an
issue with defensive reporting at initial timepoints.
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Reliability
Internal consistency

The SWEMWBS demonstrated high internal consistency, with Cronbach’s alpha values of 0.84 at
both initial and final assessments (95% confidence interval = .81—87). Both are greater than the
required standard of .7, indicating good reliability of the scale for both samples.

Corrected item-total correlations for the 7 items ranged from .56 to .75, indicating that all items
sufficiently correlated with the overall construct in both samples. The values of the Cronbach’s
alpha if items were removed ranged from 0.80 to 0.84, demonstrating that no single item
substantially detracted from the scale’s reliability (see Appendix L: Table L1).

Split-half reliability

Additionally, we report the split-half reliability of the SWEMWABS, assessed using Guttman’s
lambda coefficients (see Appendix L: Table L2). The average split-half reliability was .83 at the
initial timepoint and .82 at the final timepoint, indicating good internal consistency at both
timepoints, above the generally accepted threshold of .7. The minimum split-half reliability scores
were .76 and .80, indicating that even in the least favourable split, reliability remained above the
accepted threshold.

The results of the split-half reliability and Cronbach’s alpha testing support the internal
consistency of the SWEMWBS scale, indicating that the scale performs robustly when used within
service settings.

Validity
Factor analysis

Scree plots were generated for both the initial timepoint and the final timepoint to assess the
homogeneity of the SWEMWBS and ensure that confirmatory factor analysis with a single factor
model is appropriate. In both samples, the scree plots show a clear “elbow” after the first factor,
suggesting that a single factor explains most of the variance in the data (see Figure 4).
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Figure 4. Scree plots of number of factors measured by the SWEMWBS
scale at initial and final timepoints (go to accessibility text)
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A CFA was conducted to assess the one-factor structure of the SWEMWBS at each timepoint. The
chi-square test was significant at the initial timepoint (y2(14)=52.48, p<.001) and the RMSEA was
0.104 (90% confidence interval: [0.075, 0.135]). However, other fit indices indicated an acceptable
model fit (see Appendix M: Table M1). The model demonstrated excellent fit for the final
timepoint, with all goodness of fit indices exceeding thresholds and a non-significant chi-square,
x2(14)=11.40, p=.655 (see Appendix M: Table M1).

Factor loadings for individual items ranged from 0.56 to 0.75, demonstrating that each item
contributed meaningfully to the measurement of the latent construct (Appendix M: Table M2).
These results support the unidimensional nature of the SWEMWBS.

The CFA results support the one-factor structure of the SWEMWBS in both timepoints. The final
timepoint demonstrated stronger model fit. The strong factor loadings provide further evidence of
the unidimensional nature of the scale and its effectiveness in capturing the construct of mental
wellbeing.

Measurement invariance

Measurement invariance was assessed to determine whether the SWEMWABS is interpreted and
functions equivalently before and after interventions. The sequence of testing followed the steps for
configural, metric, and scalar invariance (see Appendix N).

The configural invariance model showed acceptable fit, ¥2(70)=119.0, p<.001, CFI=.94, TLI=.92,
RMSEA=.07, 90% CI [.05, .09], SRMR=.051. Although the chi-square was significant, other fit
indices show acceptable fit, indicating that the factor structure was equivalent across time.

Metric invariance is supported (see Appendix N). The non-significant chi-square change between
the configural and metric model, along with minimal change in fit indices, indicates that factor
loadings are equivalent across timepoints, Ay2(6)=7.21, p<.301, ACFI=-.001, ATLI=.004,
ARMSEA=-.002, ASRMR=.01. Although the change in CFI from metric to scalar invariance slightly
exceeds the recommended threshold (ACFI=-.011), the change in RMSEA is minimal
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(ARMSEA=.003), and other absolute fit indices remain acceptable(ATLI=-.007, ASRMR=.013).
Given the theoretical rationale and the consistency of the results across fit indices, scalar
invariance is deemed to hold with caution.

Discussion

This study extended the validation of SWEMWBS by evaluating its effectiveness within real-world
service settings for children impacted by domestic abuse. The results demonstrated that the
SWEMWBS maintained strong internal consistency and a unidimensional structure across
intervention timepoints. Wellbeing scores significantly improved from the initial to final
assessment, indicating that SWEMWABS is sensitive to change and can effectively capture wellbeing
improvements following intervention. Measurement invariance analysis confirmed that the scale
functions consistently across pre- and post-intervention assessments. This further supports the
SWEMWRBS as a viable OMI for tracking wellbeing changes in children and young people receiving
domestic abuse-related services.

Limitations

This study was invaluable in supplementing our findings with data on the SWEMWBS in practice
but is not without its limitations.

First, we relied on data collected from a single service provider, which may limit generalisability
and is also constrained by data availability and potential selection bias. The data represents
children and young people actively engaged in services, meaning those who did not access or
dropped out of services were not represented. This raises concerns about whether the findings
reflect all service users or are biased towards those who remained engaged in interventions.
Additionally, demographic data was unavailable due to anonymity constraints, preventing an
assessment of whether findings were influenced by factors such as age, gender, or ethnicity and
making any participant biases unknown. The data was also collected between 2020 and 2024, so
there is the possibility that the COVID-19 pandemic could have exacerbated struggles with mental
wellbeing during this time. Research has highlighted that wellbeing worsened during the COVID-
19 pandemic for children and young people who reported feeling unsafe or very unsafe at home
compared with reported improvements in wellbeing for children who feel very safe at home
(Soneson et al., 2023).The nature of the impact of the COVID-19 pandemic and associated public
health measures on the wellbeing of children and young people was probably dependent on
whether the child was living with the parent that harms during this time.

Furthermore, the dataset compiled different intervention programmes provided by the service with
varying and unspecified durations. This lack of control over data collection timepoints does pose
issues in interpreting the meaningfulness of the change in SWEMWBS scores. However, even in
first-response programmes, which were the shortest, significant score changes were demonstrated,
indicating that the SWEMWABS is sensitive to change. Nevertheless, in a controlled study it would
be preferable for the SWEMWBS to be completed consistently with equal intervals between
timepoints for all participants to best minimise individual covariates. Therefore, inconsistency in
intervention type and intervals between initial and final timepoints are to be considered here. That
said, the concept of time is abstract for longitudinal research and is to be determined in the context
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of the research goal: here we are interested in the scale functioning before and after service use
rather than a specified duration of time (Wang et al., 2017).

Another important consideration for implementation identified by this study is the potential
impacts of participant attrition. Only a small proportion of participants completed measures at all
three timepoints. Although it is unclear whether this was due to dropout, administrative issues, or
participant refusal, this will be something to consider when implementing OMIs during service
delivery. Measurement burden and responsivity are important to consider when interpreting
defensive reporting. While our findings did not suggest that defensive reporting was an issue, it is
based on interim data which was only reported by a limited number of participants. Defensive
reporting is addressed further in the general discussion below.

Conclusion

In summary, this study supports the use of the SWEMWBS as a measure for evaluating wellbeing
in children and young people accessing domestic abuse services. The scale demonstrated strong
psychometric properties, consistent with the findings using OxWell data, and indicated that the
SWEMWRBS is sensitive to change in wellbeing, highlighting its suitability as a valid OMI for use
within this population.
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D. EVALUATING THE PSYCHOMETRIC
PROPERTIES OF THE WEMWABS IN
ADULTS WHO HAVE EXPERIENCED
DOMESTIC ABUSE

Aim

The last study sought to validate the WEMWRBS for use with adults who have experienced domestic
abuse. A rapid review was conducted to identify secondary datasets containing both WEMWBS and
domestic abuse measures, ultimately selecting the Adult Psychiatric Morbidity Survey (APMS)
2014. The study replicated the analyses conducted with the children and young people sample from
the OxWell survey testing the internal consistency, convergent validity, factor structure, and

measurement invariance between groups that have and have not experienced domestic abuse.
When we refer to adults who have experienced domestic abuse, we refer to direct victimisation.

Methodology

Rapid review for a secondary data source

A rapid review was conducted to identify existing datasets suitable for further validation of the
WEMWBS within domestic abuse-affected populations. Following the methodological framework
outlined by Arksey and O’Malley (2005), three complementary searches were carried out between
August and November 2024 to map available datasets that included the WEMWBS or SWEMWBS
and domestic abuse-related variables.

The first was a broad search aimed at identifying longitudinal studies administering SWEMWRBS at
two timepoints within UK-based adult populations. Although domestic abuse was not a specific
inclusion criterion, studies mentioning domestic abuse-affected populations were flagged. This
search was conducted using Google Scholar and the official WEMWBS website. Studies were
included if they used SWEMWBS longitudinally, involved adult UK populations, and were
published in English. Cross-sectional studies and those with only a single wave of SWEMWBS were
excluded. This search identified the Avon Longitudinal Study of Parents and Children (ALSPAC,
University Of Bristol, 2009) as a potential dataset for further validation analyses.

The second search was a focused publication search that explicitly included both the WEMWBS
and domestic abuse-affected populations, with at least two waves of data collection. It was
conducted across six databases: Medline, Scopus, PsycInfo, Web of Science, Cochrane Library, and
Google Scholar, using Boolean search strings that combined WEMWBS and domestic abuse-
related terms. Although no eligible references were found through initial screening, two additional
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studies that met eligibility criteria were identified from Blodgett and colleagues’ (2022) systematic
review. The first dataset identified was from the Roadmap Programme (Stanley et al., 2021), a
collaborative initiative by Women’s Aid Federation England (WAFE) and SafeLives (SL). Over five
years, the programme conducted two interventions aimed at the prevalence, impact, and tolerance
of domestic abuse for female survivors of domestic abuse. Although the WEMWBS was
administrated at 3 timepoints, only 35 participants completed 2 waves. The second potential
dataset identified was from the Barnardo’s Opening Closed Doors Programme to support children
and families who experienced domestic abuse (Institute of Public Care, 2020). WEMWBS was
completed by 154 parents at 2 timepoints.

Finally, a dataset catalogue search was conducted to identify large-scale, UK-based datasets
including WEMWBS and domestic abuse measures. Within the Catalogue of Mental Health
Measures (2025), the term “Warwick Edinburgh Mental Wellbeing Scale” was searched, identifying
22 datasets that administered WEMWBS. On reviewing the documentation of each dataset, two
datasets were found to include populations affected by domestic abuse: the Adult Psychiatric
Morbidity Survey 2014 (APMS, McManus et al., 2016) and the Avon Longitudinal Study of Parents
and Children (ALSPAC) was re-identified.

The APMS is a repeated cross-sectional study series that is completed every 7—10 years to monitor
mental health and treatment among adults living in private households in England (McManus et
al., 2016). It is conducted by the National Centre for Social Research, in collaboration with the
University of Leicester, commissioned by NHS Digital, and funded by the Department of Health
and Social Care (DHSC). The survey had a 57% response rate, resulting in 7,546 participants aged
16 and over. For full details on the methodology of the APMS 2014 data collection cycle, see
McManus et al., 2016.

The APMS 2014 was selected due to its suitable sample size of 7,546 participants. The dataset uses
multiple indicators to measure domestic abuse and administers several mental health measures
that allow convergent validity to be tested. In contrast to other datasets, the APMS dataset could be
proficiently accessed via the UK Data Service alongside the accompanying documentation.

Measures

For the purposes of this validation study, only a small number of measures were used from the
APMS. These included demographics, the WEMWBS, a measure of depression, and measures of
domestic abuse.

Wellbeing was measured using the 14-item WEMWRBS (see Appendix O). Each item is measured
using a 5-item Likert scale ranging from “None of the Time” (1) to “All of the Tim” (5). Total
WEMWABS scores were calculated as the sum of the 14 items.

The APMS measured domestic abuse victimisation comprehensively, including items focusing on
abuse perpetrated by partners, family members, and other cohabiting adults. For this study,
domestic abuse was measured with five items pertaining to financial abuse, emotional abuse,
harassment, less severe physical force, and more severe physical force perpetrated by a partner (see
Appendix P). For initial analyses, physical and non-physical domestic abuse was also assessed. The
financial abuse, emotional abuse, and harassment items indicated non-physical abuse, while the
remaining two items indicated physical abuse. Participants were recorded as having DVA
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experience if they reported experience of any of these behaviours.” Follow-up questions also
differentiated between DVA experiences within the past 12 months and previously in their lifetime.
The initial analyses explored differences across categories of DVA experience (type and recency).
For the psychometric analyses validating the WEMWBS scale, the DVA group included those who
had experienced any form of DVA at any moment in their lifetime.

To explore convergent validity, the Clinical Interview Schedule — Revised (CIS-R) measure of
depression symptoms was retained (Lewis et al., 1992). The sub-scale of depression symptoms
includes four items that ask participants to indicate whether they have experienced a particular
symptom within a specified timeframe (responses are binary, “yes/no”). Participants score one for
each of (a) “Unable to enjoy or take an interest in things as much as usual in past week”; (b) “Felt
sad, miserable or depressed/unable to enjoy or take an interest in things on four days or more in
the past week”; (c) “Felt, sad, miserable or depressed/unable to enjoy or take an interest in things
for more than three hours in total on any day in past week”; and (d) “When sad, miserable or
depressed you did not become happier when something nice happened, or when in company.”
Total scores are the sum of these items, ranging from zero to four, with higher scores indicating a
greater presence of depression.

The single item “Do you (and your family or partner) have enough money to make regular savings
of £10 a month or more for rainy days or retirement?” was used as an indicator of poverty.
Response options included “we have this” (indicating no poverty (for the purpose of this analysis)),
“we would like to have this but cannot afford this at the moment” (indicating poverty (for the
purpose of this analysis)) and “we do not want/need this at the moment or does not apply”, which
was recorded as not applicable. This item is used, among others, to measure material deprivation
of the UK Household Longitudinal Study (Cribb et al, 2024)Other demographics assessed included
gender, age and ethnicity (see Table 7).

Sample

The present study included 6,621 participants (who were aged over 18 and had completed all
WEMWRBS and DVA items); their key demographics are shown in Table 7. Lifetime prevalence of
DVA was significantly more likely to be reported by women, 25—54-year-olds, and individuals
experiencing poverty.

7 As above, we use the acronym ‘DVA’ when distinguishing between samples that have experienced domestic
abuse (DVA) and those that have not (non-DVA) to ease interpretation of findings.
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Table 7. Key demographics of the sample

/1

Non-DVA
Demographic sample
N (%)
Gender Man 2,207 446 2,653
(44.2%)* (27.4%)* (40.1%)
2,789 1,179 3,968
Woman (558%) | (726%) | (50.9%)
Age 18—-24 284 (5.7%) 110 (6.8%) 394 (6%)
25-34 679 (13.6%)* | 250 959 (14.5%)
) (17.2%)* ’
- o\« | 320 1,078
35—44 758 (15.2%) (19.7%)* (16.3%)
_ 823 370 9
45—54 (16.5%)* (22.8%)* 1,193 (18%)
B o o 1,106
55—64 810 (16.2%) | 296 (18.2%) (16.7%)
_ o/ )% o/ )% 1’067
65—74 895 (17.9%)* | 172 (10.6%) (16.1%)
75+ 747 (15.0%)* | 77 (4.7%)* 824 (12.4%)
.. . - 4,261 1,418 5,679
Ethnicity White British (85.3%)* (87.3%)* (85.8%)
White other 297 (5.9%)* | 74 (4.6%)* 371 (5.6%)
Asian 220 (4.4%)* | 49 (3.0%)* 269 (4.1%)
Black/African/Caribbean 122 (2.4%) 46 (2.8%) 168 (2.5%)
Mixed/multiple/other 88 (1.8%) 30 (1.8%) 118 (1.8%)
No response 8 (0.2%) 8 (0.5%) 16 (0.2%)
Poverty No poverty indicated 3,989 1,026 2,015
(79.8%)* (63.1%)* (75.7%)
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Non-DVA | DVA

Demographic sample sample
N (%) N (%)
indi 738 o)+ | 1,254
Poverty indicated (14.8%)* 516 (31.8%) (18.0%)

No response/not applicable 269 (5.5%) 83 (5.1%) 442 (5.3%)

* Significant differences between the DVA and non-DVA samples.

Data processing and analysis plan

Missing data was reviewed first to explore any item-level missingness and the scope of potential
underreporting. The full dataset was ‘cleaned’ by excluding data entries from participants who were
under the age of 18, entries with missing WEMWBS scores, and entries with missing DVA scores
(N=925 excluded). This resulted in a total sample of 6,621 participants and a sample of 1,625
adults that have experienced DVA (either in their lifetime or the past year). Data cleaning was
completed in SPSS. Analysis was then conducted using R. To validate the use of the WEMWBS in
individuals who have experienced domestic abuse, several statistical analyses were conducted.
These mirrored the analyses conducted with the OxWell sample. First, descriptive statistics were
explored to summarise the sample characteristics and assess the distribution of WEMWBS scores.

The internal consistency of the scale was evaluated using Cronbach’s alpha, with a threshold of
>0.7 indicating acceptable reliability. Additionally, item-total correlations were examined to
identify any weak or problematic items. The split-half reliability of the scale was also assessed to
further evaluate the internal consistency of the scale. As the sample only includes cross-sectional
data at a single timepoint, test-retest reliability could not be explored.

Convergent validity was explored by analysing the relationship between the WEMWBS and the
Clinical Interview Schedule — Revised (CIS-R) measure of depression. A negative correlation is
expected to determine that the WEMWBS measure of wellbeing is inversely related to the CIS-R
measure of depression.

To explore the factor structure of WEMWABS in this population, CFA was performed using the
WLSMYV estimator, which provides robust standard errors for ordinal data. Fit indices including
the Comparative Fit Index (CFI), Tucker-Lewis Index (TLI), root mean square error of
approximation (RMSEA), and standardised root mean square residual (SRMR) were used to
evaluate model adequacy. Acceptable fit is indicated by CFI and TLI>.90 and RMSEA and SRMR
<.08 (Hu and Bentler, 1999).

Finally, measurement invariance was assessed across individuals with and without DVA experience
to determine whether WEMWBS functions consistently in those who have and have not
experienced DVA. Measurement invariance (configural, metric, and scalar) was confirmed where
there were minimal changes in fit indices between nested models (ACFI and ATLI <-.01, ARMSEA
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<.015, and A SRMR <.01; Cheung and Rensvold, 2002; Chen, 2007). The WLSMV estimator was
also used in measurement invariance testing.

Key findings

Descriptives

Exploration of missing data

There were 6,737 participants (aged 18 and over) who responded to DVA measures but 58 of these
did not complete the WEMWBS; 54 were missing because they selected “I don’t know” in response
to one or more WEMWABS item (40 from the non-DVA group and 14 from the DVA group), and 4
participants refused to respond to one or more WEMWABS item (all from the non-DVA group).
Item-level missingness on the WEMWBS ranged between 0 (Item 14: feeling cheerful) and 18
(Item 1: feeling optimistic about the future).

On the other hand, there were 7,462 participants who completed the WEMWBS, but 783 of these
did not complete domestic abuse measures; 196 were missing because they had never been in a
relationship. Further item-level missingness showed between 17 and 19 participants refused to
respond to DVA items, between 6 and 79 participants selected they “did not know” and between
469 and 541 selected “not applicable” to DVA items. An Analysis of Variance (ANOVA) with
Bonferroni post-hoc analyses demonstrated that the wellbeing scores of participants who were
missing DVA scores (for any of the reasons outlined) were significantly lower than those who have
never experienced DVA (p<.001) but were not significantly different from the DVA group (p=1.00),
F (2, 7459)=186.98, p<.001.

Prevalence of DVA

The dataset consisted of complete responses from a total of 6,621 participants. Of these, 1,625
individuals (24.5%) reported having experienced at least one form of DVA (as measured in this
study) within their lifetime, while 4,996 individuals (775.5%) reported no history of DVA. Of those
reporting DVA victimisation, 17.04% had experienced DVA within the past year (4.18% of the total
sample).

A breakdown of the DVA-experienced group showed that 21.7% experienced only physical DVA,
31% experienced only non-physical DVA, and 47.2% experienced both physical DVA and non-
physical DVA. The prevalence of each category of DVA within the total sample is shown in Table 8.

Table 8. DVA prevalence by type, method, and recency

DVA victimisation item

Type Physical 1,120 (16. 9%)

Non-physical 1,272 (19.2%)
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DVA victimisation item ‘ N (%)

Method* Financial 524 (7.9%)
Belittling 969 (14.6%)
Pushing 983 (14.8%)
Harassing 470 (7.1%)
Kicking 796 (12.0%)

Recency Within lifetime (inc. past year) 1,625 (24.5%)
Within past year 277 (4.2%)

Total N=6,621; * methods correspond to the scale items for DVA measurement presented in
Appendix P; percentages represent proportion of the full sample.

Mean differences in WEMWBS Scores

The distribution of WEMWABS scores in the DVA and non-DVA samples can be found in Appendix
Q. A statistical comparison of the mean WEMWBS scores indicated a significant difference in
mental wellbeing between individuals who had experienced DVA and those who had not,
t(2,444.6)=22.145, p<.001. Participants who had experienced DVA (M=49.03, SD=10.14) reported
significantly lower WEMWBS scores on average, suggesting reduced overall wellbeing compared
with those who had not experienced DVA (M=53.53, SD=8.68).

Scores were also significantly different between those that experienced DVA within the past year
(M=47.57, SD=10.80), compared with previously in their lifetime (M=49.33, SD=9.98),
t(379.09)=2.51, p=.01. See Table 9 for mean scores across subsamples.

Table 9. Mean WEMWABS score in each subsample

‘N ‘M ‘SD
Non-DVA sample 4,996 53.53 8.68
Any DVA sample 1,625 49.03 10.14
Lifetime DVA sample 1,348 49.33 9.98
Past year DVA sample 277 47.57 10.80
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‘ N ‘ M ‘ SD
Physical DVA only sample 353 51.88 9.25
Non-physical DVA only sample 505 49.40 9.54
Both physical & non-physical DVA sample 767 47.48 10.62

Total N=6,621.

Reliability
Internal consistency

The internal consistency of the WEMWBS was assessed using Cronbach’s alpha to determine the
scale’s reliability. The Cronbach’s alpha of the WEMWBS scale for the non-DVA sample (a=.809;
95% confidence intervals = .89—.90) and the DVA sample (a=.92; 95% confidence intervals = .91—
.93) were similar in strength and both estimates were greater than the required standard of .70,
indicating good reliability of the scale in both samples.

Furthermore, corrected item-total correlations ranged from .53 to .77, confirming that all items
were sufficiently correlated with the overall scale. These findings demonstrate that the WEMWBS
is a reliable measure of mental wellbeing in both DVA and non-DVA samples.

The values of the Cronbach’s alpha, if items were removed, ranged from .89 to .92, demonstrating
that no single item substantially detracted from the scale’s reliability. These alpha ranges further
confirm that all items contribute meaningfully to the overall construct. Overall, findings
demonstrate that the internal consistency of the scale is supported (see Appendix R for supporting
tables).

Split-half reliability

As testing only took place at a single timepoint, test-retest reliability is not possible. Instead, we
report the split-half reliability of the test, assessed using Guttman’s lambda coefficients (see
Appendix R: Table R3). The average split-half reliability was .89 for the non-DVA sample and .92
for the DVA sample, indicating good internal consistency above the generally accepted threshold of
.70. The minimum split-half reliability was .81 for the non-DVA sample and .88 for the DVA
sample, indicating that even in the least favourable split, reliability remained above the accepted
threshold.

The results of the split-half reliability and Cronbach’s alpha testing support the internal
consistency of the WEMWBS scale, indicating that the scale performs robustly within these
populations.
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Validity
Convergent validity

The relationship between the WEMWBS and the Clinical Interview Schedule — Revised (CIS-R)
was explored with the expectation that they would be negatively correlated due to the constructs
measured by the scales being inversely related: mental wellbeing (measured by WEMWBS) versus
symptoms of depression (measured by the CIS-R depression symptom score). The WEMWBS was
strongly negatively correlated with the depression symptom measure of the CIS-R (r=-.51, p<.001)
across the full sample. This finding was consistent across the non-DVA (r=-.61, p<.001) and DVA
(r=-.42, p<.001) samples, underscoring the validity of the WEMWBS as an indicator of mental
wellbeing inversely related to depression.

Factor analysis

Scree plots were generated for both the DVA sample and the non-DVA sample to assess the
number of factors underlying the WEMWBS and ensure that confirmatory factor analysis (CFA)
with a single factor model is appropriate. In both samples, the scree plots show a clear “elbow”
after the first factor, suggesting that a single factor explains most of the variance in the data (see
Figure 5).

Figure 5. Scree plots of number of factors measured by the WEMWBS
scale for the DVA sample and the non-DVA sample (go to accessibility text)
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CFAs with the WLSMV estimator were conducted to evaluate whether the WEMWBS adheres to a
one-factor structure in each of the samples. In the initial model, model fit indices did not present
the strongest fit, with fit indices slightly below thresholds of acceptability, particularly in the non-
DVA sample (see Appendix S: Table 1). Modification indices were inspected, and the recommended
correlated residuals were added to the model in a stepwise fashion.

The error of Items 9 and 12 were correlated, followed by Items 6 and 7. These items demonstrate
additional similarities focusing on relationships and on decision making, which theoretically justify
these correlated residuals. It is commonplace in the literature that error covariance parameters are
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released in one-factor WEMWBS models, with these items repeatedly demonstrating additional
relationships (e.g. Smith et al., 2017; Sarasjarvi et al., 2023).

In the final model, the chi-square test was significant for both the non-DVA sample
(x2(75)=3,331.29, p<.001) and the DVA sample (x2(75)=912.89, p<.001), probably due to the large
sample sizes, because the chi-square test is sensitive to sample size (Shi et al., 2018). Although the
chi-square was significant, the model demonstrated adequate fit to the data in all other fit indices
in the full sample model and in the DVA sample (with the exception of RMSEA, but as outlined
above this is a less reliable index; see Appendix S: Table S1). The model for the non-DVA sample
presented slightly mixed findings; the CFI exceeds the commonly accepted threshold of .90,
indicating acceptable fit. However, the SRMR and TLI exceeded their respective thresholds by .01.

Items demonstrated moderate to strong factor loadings to the single factor in both samples,
ranging from .46 to .83 (see Appendix S : Table 2). This indicates that each item contributes
meaningfully to the measurement of the overall construct of mental wellbeing. Items 8 (“I've been
feeling good about myself”) and 10 (“I've been feeling confident”) consistently showed stronger
loadings, suggesting they are particularly representative of the construct.

The CFA results support the one-factor structure of the WEMWBS in both the full sample and the
DVA sample. Despite significant chi-square values, the adjusted model demonstrated adequate fit
according to all other fit indices (CFIL, TLI, RMSEA, and SRMR). The strong factor loadings provide
further evidence of the unidimensional nature of the scale and its effectiveness in capturing the
construct of mental wellbeing. Although the non-DVA model presented borderline fit, it was
deemed appropriate to move forward with measurement invariance testing due to the strong factor
loadings and existing research justification for the single factor model in the general population
(Tennant et al., 2007).

Measurement invariance

Measurement invariance was assessed to determine whether the WEMWABS is interpreted and
functions equivalently across those with and without DVA experiences. The sequence of testing
followed the steps for configural, metric, and scalar invariance using the WSLMYV estimator. Each
of the configural, metric, scalar, and residual invariance models demonstrated acceptable fit;
although chi-square tests were significant, all other fit indices demonstrated good fit (see Appendix
T: Table T1).

Comparison of nested models demonstrated minimal changes in fit indices, indicating full
measurement invariance (see Appendix T: Table T2). This confirms that both groups conceptualise
mental wellbeing similarly, the relationship between the items and the latent factor (wellbeing) is
consistent, group differences reflect true differences in wellbeing instead of measurement bias, and
the measurement error of items is similar across groups.

Discussion

This study provided strong evidence that the WEMWBS scale reliably measures wellbeing in adults
with experiences of domestic abuse. CFA confirmed its unidimensional structure, and
measurement invariance testing indicated that the WEMWBS functioned equivalently across those
with and without domestic abuse experiences. As expected, WEMWBS scores were significantly
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lower among those with a history of domestic abuse, and a strong negative correlation with
depression scores further supported its validity. These findings reinforce that the WEMWBS is a
valid tool for assessing emotional health and wellbeing in adults who experience domestic abuse.

Limitations

Due to almost identical design, this study presented many of the same limitations as the OxWell
study, particularly in relation to the reliance on a single wave of data collection, which prevented
the examination of sensitivity to change and the test-retest reliability of the WEMWBS.
Furthermore, the measure of domestic abuse in this dataset is also retrospective, introducing
potential recall bias.

A limitation unique to this dataset is that it only includes individuals living in private households,
excluding those in refuges or temporary accommodation, who may be more likely to have
experienced domestic abuse and to report more severe impacts on their wellbeing (Stulz et al.,
2024).

Furthermore, although this study demonstrates the validity of the scale with adults who have
experienced domestic abuse, the participants are not limited to parents and caregivers. Within the
domestic abuse victim population there may be differences that are specific to parents and
caregivers. For example, mothers are more likely to be held responsible for violence and abuse and
can therefore be more susceptible to defensively reporting (Arnull and Stewart, 2021).

Conclusion

In summary, the results of this study provide strong evidence that the WEMWRBS is a valid OMI
that can be used to measure emotional health and wellbeing in adults who have experienced
domestic abuse, with robust psychometric properties.
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DISCUSSION

To our knowledge, this suite of studies is the first to systematically explore the validity of a well-
used OMI specifically with a domestic abuse population. Our findings are strengthened by the use
of mixed methods and datasets that reflect the use of the measure in practice and research
contexts.

Overall, our findings demonstrate the validity and acceptability of the SWEMWBS and WEMWBS
in domestic abuse-experienced child and adult populations respectively. This is a significant
finding given the limited number of measures that have been evaluated for use with this population
across practice and research contexts in the UK and internationally. Moreover, it represents an
important step forward in the implementation of the DVA-COS, which we hope will help to unify
outcome measurement in domestic abuse research and evaluation, as well as service monitoring.
However, there are important considerations which emerged, primarily from the think aloud study,
but also from our consultation with service users and providers, regarding interpretation,
emotional impact, and contextual relevance. These issues are discussed in more detail below.

Validity and reliability of the (SYWEMWBS

Studies B and C demonstrated robust psychometric validity of the SWEMWBS. Both datasets
confirmed the OMI’s strong internal consistency and unidimensional structure. Study B also
highlighted the convergent validity of the SWEMWBS, with scale responses strongly negatively
correlating with the RCADS-11. The RCADS-11 is another reputable measure of mental health but is
negatively framed, with items focusing on anxiety and depression (mental illness rather than
mental wellbeing; Radez et al., 2021). The divergent relationship between these measures
highlights the utility of using a positively framed OMI to capture emotional health and wellbeing;
the SWEMWRBS still effectively captures the intended outcome while being more trauma-informed
(i.e. strength-based) and sensitive. Additionally, the test of measurement invariance with the non-
DVA comparison group (see Study B) showed that children and young people who had experienced
domestic abuse interpreted the SWEMWBS in the same way as those who had not. This further
demonstrates the robustness of the SWEMWBS as a measure of wellbeing and allows for scores to
be meaningfully compared.

The supplementary analyses in Study C extended these findings by evaluating the SWEMWBS
within real-world domestic abuse intervention settings. Wellbeing scores significantly improved
between initial and final timepoints, suggesting that SWEMWBS is sensitive to change and can
effectively capture wellbeing improvements following intervention. Measurement invariance
testing confirmed that the scale operated consistently across pre- and post-intervention
assessments. This is in line with the literature that has demonstrated the responsiveness of the
SWEMWRBS to change at both the individual and group level (Maheswaran et al., 2012; Shah et al.,
2021). Furthermore, our findings did not indicate defensive reporting (a concern of practitioners
participating in our study) within this sample, with average SWEMWABS scores improving at each
timepoint. That said, concerns about defensive reporting were initially raised in relation to adults,
whereas these analyses relate to children and young people. Nevertheless, the main takeaway of
these findings is that the SWEMWABS is a useful tool for tracking wellbeing changes in service
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settings, though further research is needed to explore potential response biases or external
influences on scoring.

Taken together, these two studies conclude that the SWEMWBS functions equivalently and is
psychometrically valid in the domestic abuse population and is responsive to change in wellbeing.
Therefore, the SWEMWABS is a valid tool for the measurement of the child emotional health and
wellbeing core outcome.

In addition, this project validated the use of the WEMWRBS with adults who have experienced
domestic abuse. Study D showed the WEMWEBS demonstrates strong reliability and validity in
populations who have experienced domestic abuse. The scale functioned equivalently across
samples of adults with and without domestic abuse experience, demonstrating consistency in the
way wellbeing is captured. This allows for comparison across populations and, as expected, those
with a history of domestic abuse reported noticeably lower wellbeing scores. These findings
highlight the psychometric suitability of the WEMWBS as an OMI for assessing the caregiver
emotional health and wellbeing outcome. It is important to note that this study used data from a
single timepoint so could not assess the responsiveness to change in this specific population.
However, research has demonstrated the ability of the WEMWRBS to measure changes in wellbeing
over time in both the general population and clinical samples (Chanfreau et al., 2014; Freeman et
al., 2015; Maheswaran et al., 2012). As our findings demonstrated equivalence in the functioning of
the WEMWABS across populations that had and had not experienced domestic abuse, it could be
inferred that it would also detect change in wellbeing in the context of domestic abuse service
settings.

In summary, our findings show the SWEMWBS and WEMWRBS are appropriate for measuring
emotional health and wellbeing in child and adult DVA experienced populations respectively, and
therefore meets standards for inclusion in a COS (Prinsen et al., 2016).

Acceptability considerations

The findings about the psychometric robustness of the SWEMWBS/WEMWABS, while significant,
must be balanced with acceptability considerations. Previous studies, along with input from our
advisory group and stakeholders, emphasise that the acceptability of a measure is the highest
priority when determining its use in research or practice settings (Bains et al., forthcoming; Clark
et al., 2023; Powell, Clark, et al., 2022). There is a clear consensus that although robust
psychometrics are considered necessary when using OMIs with vulnerable groups, they are not
sufficient on their own — whereas acceptability is seen as essential and non-negotiable (Prinsen,
Vohra, Rose, et al., 2016).

The think aloud study (Study A) suggests that further thought is warranted on how to maximise
acceptability of the short-form measure for children and young people with experience of domestic
abuse. A potential adaptation — which has been requested in previous work as well as during work
package 1 of the current study (Bains et al., forthcoming) — is for the introduction of a free text box
in the SWEMWBS/WEMWBS measure (Clark et al., 2023; Powell, Clark, et al., 2022). Feedback
suggests this would allow service users to provide additional context to their responses and what
might be impacting them at that time. It is possible that a text box can be added without impacting
the psychometric functioning of the tool, though this would need careful implementation and
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testing. However, clear direction on how free text responses would or would not be used should be
given as part of the measure. For example, for use in service contexts, it should be made clear that
although text may aid the understanding of the practitioner, it will not be used to augment the
score from the measure.

Other concerns relating to the terms and concepts addressed by specific questions of the measure
highlight areas for potential refinement; however, this must be balanced against the pressing need
for validated measures in this field of research and practice. Material changes to the substance of
the measure would require further evaluation and are prohibited by the measure developers.
Additionally, the item-level missingness analysis of the OxWell data did not present any undue
deterrence from specific items of the SWEMWABS in the DVA group nor the wider population,
though this is a school sample and so may not fully reflect item concerns in the context of service
provision. We suggest that some of the concerns might be addressed through the development of
trauma-informed guidance to supplement the implementation of the OMI. This was also a request
of participants in work package 1 (Bains et al., forthcoming); trauma-informed guidelines would be
needed for practitioners and researchers to support the use of the tools in a ‘care-first’ approach,
rather than as a tool for screening, triaging, and rationing care. These guidelines might support
scaling the implementation of the OMI, serving to address some concerns without disrupting the
integrity and functioning of the measure. The implementation of guidance should be closely
monitored and evaluated, to inform further refinement to the developed guidance.

Feasibility considerations

It is worth noting that since beginning this work, policy regarding access to the WEMWABS has
changed. Up until 1 December 2024 the measure could be freely accessed by researchers and
service providers using it in a not-for-profit capacity. However, since 1 December 2024 a charge
was introduced for NHS services to use the measure, which may represent a significant barrier to
services that are funded or partially funded by the NHS. It remains available free of charge for
“organisations and individuals whose main purpose is not directed towards commercial advantage
or monetary compensation (‘Non-Commercial Organisations’), including Public Sector
Organisations (e.g. Universities, Schools, Public Health, Social Services, NGOs), Registered
Charities, Registered Community Interest Companies and Registered Social Enterprises only.” We
recommend exploring the possibility of negotiating reduced-cost or free access when the measure
is being used by NHS-commissioned services seeking to implement the DVA-COS.

In response to the findings and recommendations of prior work we have validated and
recommended the 14-item WEMWBS to measure caregiver emotional health and wellbeing
(Powell, Feder, et al., 2022). It is noted that the short version is nested within the full WEMWBS. If
implementation highlights any undue feasibility considerations based on the length of the
WEMWRBS further work may be conducted to revisit and validate the SWEMWABS for use in adults.
However, because the WEMWRBS is still a relatively short and quick measure, and captures a wider
scope of wellbeing, we recommend its use with adults to measure caregiver emotional health and
wellbeing.
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Age considerations

A notable consideration when implementing the SWEMWRBS with children and young people is the
age limitation. The official recommendations provided are that the WEMWBS has been validated
for adult populations and young people aged 13 years and older (Clark et al., 2011). The official user
guidance publication from May 2015 specifies that “there is no evidence for the use of WEMWBS
under the age of 13 and it is therefore not recommended to do so”. The WEMWRBS official website
more recently, however, does acknowledge that SWEMWBS has been shown to be validated in
children and young people aged 11 years and older in a large-scale study in Welsh secondary
schools (Melendez-Torres et al. 2019).

The quantitative research outlined in this report has reiterated the validity of the scale for children
and young people aged 11—18, but the think aloud study raises concern over younger participants
not being familiar with some wording, particularly “optimistic”. Due to the fact that there is not an
“I don’t know” response, individuals were uncertain how to respond. Therefore, future research
must identify or validate an appropriate measure of child emotional health and wellbeing for
children under the age of 11. Observation can be used to measure mental wellbeing in younger
children to overcome difficulties in completing questionnaires; however, this may not be practical
in either practice or research contexts. When considering outcome measurement within service
contexts it is paramount that feasibility in terms of financial cost and time taken are at the
forefront for implementation to be successful (Deighton et al., 2014). Observation-based
measurement is likely to burden resources and could raise concerns over reliability when making
comparisons across services and interventions. Parent-proxy completion of scales can also be used
for younger children, and has been shown to be reliable and valid for measuring quality of life in
children as young as 2 years old (Varni et al., 2007). However, the WEMWBS or SWEMWABS has
not been validated for use via parent-proxy reporting. Furthermore, research indicates that parent-
proxy measurement is less reliable for measures of psychological wellbeing, particularly when the
reporting parent is experiencing depression or anxiety (Oltean and Ferro, 2019). This is especially
important in the context of domestic abuse services in which parent-survivors often experience
high levels of depression, anxiety, and post-traumatic stress disorder (Ferrari et al., 2016).
Although it is often assumed that young children cannot accurately self-report, research has
demonstrated that children as young as 5 reliably report their health (Selwyn and Wood, 2015).
Previous studies which used the DVA-COS, such as CADA (Barter et al., forthcoming), used the
Stirling Children’s Wellbeing Scale (Liddle and Carter, 2015) with children 8—12 years old.
However, the SWEMWRBS is shorter, and therefore less burdensome, as well as being used in many
clinical and non-clinical settings, along with being available and validated in many more
languages.8

Diversity and inclusion

As highlighted in Studies A, B, and D, the samples in this programme of research were majority
White. It is important to consider the applicability of these findings to ethnically minoritised

8 See: https://warwick.ac.uk/fac/sci/med/research/platform/wemwbs/about/use
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groups, because they can be more vulnerable to the impacts of domestic abuse (Femi-Ajao et al.,
2020; Istratii et al., 2024). The WEMWBS has previously been cross-culturally validated,
demonstrating a high level of consistency in measurement across minority ethnic groups (Pakpour
et al., 2024; Taggart et al., 2013). The WEMWABS is also available and validated in over 30
languages, and therefore can be confidently used with individuals who speak English as a second
language as well as by and for services who support service users in their first language.

Adaptation and implementation

The evidence outlined in this report demonstrates that the SWEMWBS is validated for use with
individuals aged 11+ who have experience of domestic abuse. We recommend that the tool can be
used with confidence to measure changes in wellbeing in an individual being offered an
intervention. Therefore, implementing the SWEMWBS and WEMWBS will start to build an
evidence base of how services impact child and caregiver mental wellbeing. However, we do make
the above recommendations in conjunction with the following suggested next steps to support its
implementation:

1. Further work is needed to identify an alternative OMI or adapt the SWEMWRBS for
appropriate use by a child under the age of 11.

2. Werecommend that a free text box is supplied following the administration of the
SWEMWBS and WEMWRBS. This is in line with the recommendation in previous work
(Clark et al., 2023; Powell, Clark, et al., 2022) and work package 1 (Bains et al.,
forthcoming). This also addresses the need outlined in this report, that the circumstances
which precede the completion of a measure may provide context to an individual’s
response.

3. We recommend the development of trauma-informed guidelines for practitioners and
researchers on how to use the tools in a ‘care-first’ approach, rather than as a tool for
screening, triaging, and rationing care; for commissioners, guidance about how to interpret
the data collected is also needed.
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Appendix A. Think aloud — focus group/interview
schedule: young person

The option of focus group and interview will be given to each young person, and the decision of
which to facilitate will be made based on their preference. Young person will have received
questions in advance.

Introduction

Introduce yourself and the aims of the interview (as per the information sheet). Review their
consent form, discuss limits to confidentiality and give a brief outline of what will be covered in the
interview/focus group (provide ground rules if focus group). Remind the young person that they
can ask questions about things they don’t understand, and they can ask for a break whenever they
need one.

1. Completing the SWEWBS

Participants to complete the SWEWBS with no intervention from the researcher.

2, Think-aloud interview/focus group: item by item

Researcher to introduce the think-aloud interview, advising that they will ask a series of questions
for each item on the measure.

a. What does this question mean to you?
b. Was the question easy or difficult for you to answer?
- Prompt: In what way? Were there any words you didn’t understand?

Could you give me an example of that kind of behaviour?
d. How did it feel to be asked that question?

- Prompt: Did it make you think of anything difficult?

e. How easy or difficult was it to select an answer from the options provided?
- Prompt: Why?

f. How sure do you feel about your answer?

e

Participant are asked to rate each item against at scale of how upset they were by each question: o
(not upset) to 10 (very upset).

3. General questions about the measure

Researcher will then ask more general questions about the measure as a whole.

a. What was your overall opinion of the measure?

b. How would you feel coming into a service, [name associated DA service], and being asked
to complete this measure? (On first meeting and completing again)

c. Are there things that would be important when introducing the measure?

- Prompt: Change to wording?
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d. Isthere anything else that would have helped you to complete the measure?
4. Close and debrief

a. Isthere anything else that you think is important for us to know?
- How are you feeling? Has it been ok?
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Appendix B. Key difficulties** and findings for each item of the

SWEMWBS

Item

I’ve been feeling
optimistic about the
future

Comprehension

difficulty

Younger participants
were not comfortable
with the meaning of
“optimistic”.

Ambiguity over the
intended time scale of
“future”: is this the
immediate future or
adulthood?

Response mapping
difficulty

Participants requested
“I don’t know” option
due to not
understanding the
word “optimistic”.

Participants who did
not consider
themselves to have a
future did not feel they
were able to respond
using the scale. This
was particularly
pertinent in a domestic
abuse context

Contextual
information

Participants felt that
their answers were
dependant on
contextual factors
preceding the
completion of the
measure.

If a person was new to
a domestic abuse
service, this item
might cause them to
feel sad.

Recommendation

Would like a definition
for “optimistic” as well
as a timeframe for
“future”.

Some participants
requested a larger
Likert scale.

The accompanying
prompts for the Likert
scale were too
disparate.

I’ve been feeling
useful

Uncertainty over how
to interpret “useful” —
to whom and in what

capacity?

Unlikely that you
would respond “all the
time” to this item.

In a domestic abuse
context, a person may
have been called
useless or exploited for
chores.

This is interpreted as
the perception of other
people and could be
weaponised.

“I don’t know” was
requested by those
who did not know how
to interpret “useful”.
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Comprehension

difficulty

Response mapping
difficulty

Contextual
information

Recommendation

I’ve been feeling Context-specific; may | This item is not
relaxed have other factors appropriate to be
making them asked at beginning of
unrelaxed, not to do service delivery.
with service.
I’'ve been dealing Uncertainty on In a DVA context Preference for a

with problems well

severity of the problem
this is referring to.

“Well” feels subjective,
and can be interpreted
as judgemental.

external factors may
cause the problem —
therefore, is it
appropriate to suggest
the responsibility of
resolution is the
respondent’s? Also
whether there is a
resolution.

middle “neutral”
option.

I’ve been thinking
clearly

Uncertainty on what
this means and which
situations it would

apply to.

Request for an “Idon’t
know” option.

This might result in
defensive reporting in
a DVA context due to
courts or statutory
agencies using this
against you.

Similarly this might
have been weaponised
by the person that
harms.

Would prefer to
agree/disagree for this
item.

I’ve been feeling

close to other people

If a person was not
feeling close to people,
this might make them
feel upset
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Comprehension Response mapping | Contextual Recommendation
difficulty difficulty information

I’ve been able to Uncertainty of level of Decisiveness

make up my own decision making. weaponised by person

mind about things that harms.

**Table does not display “recall” or “judgement” difficulties as these were not applicable to any transcripts.
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Appendix C. Flow diagram demonstrating the process
of data exclusion

’ Full OxWell Sample

N=42215
Excluded
Primary School Version
o (n=9250)
Age: 19+ or Not Specified
(n=729)
Age Eligible Sample
N=32,236
Excluded
N SWEMWBS Missing
j (n=8762)
Completed SWEMWBS
Sample )
N=23.474 Excluded
DVA Measure Missing
(n=3953)
. DVA: Prefer Not to Say
l (n=812)
DVA: Non Response (n=874)
E DVA: Response Contradictory
Final Sample (n=34)
N=17,801

DVA Sample Non-DVA Sample
N=1215 N=16,586

|

ast Year @\J Lifetime

153 1033 )

\ \-\/ _//

Note. Within Past Year and Within Lifetime response options were delivered simultaneously.
Therefore, although one would assume past year also means lifetime, the responses are presented in
line with the raw survey data. Within analyses in this report the DVA group includes participants
that selected either lifetime or past year as well as those that selected both.
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Appendix D. The Short Warwick—Edinburgh Mental
Wellbeing Scale (SWEMWBS)

Below are some statements about feelings and thoughts.

Please select the answer that best describes your experience of each over the last 2 weeks.

< . & /]
&S & S
e AS
& & @
) & 5
o S e & &,
& @’\ & & Qo
& & ¢ O T
I've been feeling optimistic about the future 1 2 3 4 5
I've been feeling useful 1 2 3 4 5
I've been feeling relaxed 1 2 3 4 5
I've been dealing with problems well 1 2 3 4 5
I've been thinking clearly 1 2 3 4 5
I've been feeling close to other people 1 2 3 4 5
I've been able to make up my own mind about things 1 2 3 4 5

Warwick-Edinburgh Mental Wellbeing Scale (WEMWBS) © University of Warwick 2006, all rights reserved.
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Appendix E. The ‘non-responding’ sample in OxWell

analyses

Of the 8,762 that did not respond to the SWEMWBS, 6,300 had withdrawn from the questionnaire
before this point. There were 1,832 non-responders that did continue the questionnaire and were
presented with the DVA measure. Of these, 23 responded in a contradictory way (selecting they
both had and had never experienced DVA) and 533 did not respond to the measure. Of those that
responded to the DVA measure, but not the SWEMWABS, 1,104 had never experienced DVA (87%),
99 had experienced DVA (7.8%), and 73 preferred not to say (5.7%). The prevalence rate of DVA is
higher in those that did not complete the SWEMWBS than in the full sample who did complete the

SWEMWRBS (6.8%).

Exploring SWEMWBS missingness at the item level did not indicate that participants were
particularly deterred from any one item. Of the 25,936 participants that were presented with the
SWEMWRBS, item-level missingness ranged from 1,339 (Item 3) and 1,554 (Item 6). When
exploring item missingness by domestic abuse experience similar patterns emerged, the same item
(Item 6) had the most missing responses across all three DVA categories (see Table E1). Those with
DVA experience had the smallest percentage of missing responses across all items compared to

those without DVA experience and those who did not disclose DVA experience.

Table E1. Item-level missingness on the SWEMWBS by domestic abuse
experience

DVA-

Non-DVAb

DVA missing®

Item 1 — Optimistic about future 38 (2.9%) 966 (4.8%) 370 (8.1%)
Item 2 — Feeling useful 40 (3%) 939 (4.7%) 372 (8.1%)
Item 3 — Feeling relaxed 39 (3%) 922 (4.6%) 378 (8.2%)
Item 4 — Dealing with problems well 36 (2.7%) 972 (4.9%) 382 (8.3%)
Item 5 — Thinking clearly 41 (3.1%) 1,012 (5.1%) 412 (9%)
Item 6 — Feeling close to others 46 (3.5%) 1,076 (5.4%) 432 (10.61%)
Item 7 — Make up own mind 34 (2.6%) 948 (4.7%) 390 (8.5%)

N=25,036 2n=1,215, > n=16,586, n=4,583.
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Upon assessing the SWEMWBS scores of those who chose “prefer not to say” as a response option
to the DVA measure (M=19.37, SD=6.19), they are more synonymous with those with DVA
experience (M=18.31, SD=6.24) than those without (M=22.4, SD=5.82). A one-way ANOVA
followed by TukeyHSD post-hoc analyses identified that mean SWEMWBS scores were
significantly different between all groups: those who preferred not to say, those who have never
experienced DVA, and those that have, F(2,18408)= 340.8, p<.001.

Figure E1. Box plot of raw SWEMWABS scores for those that have no
DVA experience, those with DVA experience, and those that chose not to
disclose
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Appendix F. Distribution of SWEMWBS scores
(OxWell)

The distribution of SWEMWBS scores across the DVA and non-DVA sample are shown in the
figures below (see figure 2). The raw SWEMWRBS scores in the DVA sample are slightly positively
skewed (0.16) and have a slightly flatter distribution (-.29) than a normal distribution. The raw
SWEMWABS scores in the non-DVA sample are slightly negatively skewed (-.22) and kurtosis
presents an approximately normal distribution (-.05).

Figure F1. Histograms and Q-Q plots of the raw SWEMWBS scores for
the DVA and non-DVA samples
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Appendix G. Reliability analysis of the SWEMWBS
(OxWell)

Table G1. Cronbach’s alpha of the SWEMWABS scale in each sample

Non-DVA sample? .86 .86-.86

DVA sampleb .87 .85—.88

a N=16,586,> N=1,215.

Table G2. Item statistics for Cronbach’s alpha analysis of the
SWEMWABS scales

_ Corrected item-total correlation | Cronbach’s a if item removed

Non-DVAb Non-DVAb
Item 1 .52 .46 .86 .86
Item 2 .64 .67 .85 .84
Item 3 .63 .65 .85 .81
Item 4 .70 71 .84 .83
Item 5 .74 .73 .83 .83
Item 6 .60 .57 .85 .85
Item 7 .65 .61 .85 .84

a N=1,215, P N=16,586. The corrected item-total correlation assesses how well an item correlates
with the total scale score, excluding that item.
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Table G3. Statistics for split-half analysis of the SWEMWBS scale in

each sample
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DVA=a Non-DVAP

Average split-half reliability .85 .84
Minimum split-half reliability (8) 79 78
Maximum split-half reliability (A4) .87 .88
Guttman’s split-half coefficient (A6) .86 .85
Average inter-item correlation .48 .47

aN=1,215, b N=16,586.
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Appendix H. Confirmatory factor analysis of the
SWEMWABS (OxWell)

Table H1. Fit indices of CFA of the one-factor models of the SWEMWBS
in each sample

RMSEA

(90% CI)
Non-DVA sample= 3,356.97 (14) | <.001*** .96 .94 .10 (.09, .10) .04
DVA sampleP 183.68 (14) <.001%** .97 .96 .09 (.08, .10) .03

aN=16,586,b N=1,215, *** p<.001

Table H2. Factor loadings of SWEMWABS items onto a single factor for
each sample

Factor loading (standardised)

DVAa Non-DVA?b

Item 1 .60 .54
Item 2 .74 -75
Item 3 .74 75
Item 4 .82 .83
Item 5 .86 .85
Item 6 .68 .65
Item 7 74 .70

aN=1,215, b N=16,586.
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Appendix I. Measurement invariance of the
SWEMWBS across children and young people who
have experienced DVA and those who have not
(OxWell)

Table I1. Fit indices of models testing for measurement invariance
between DVA and non-DVA samples

RMSEA

(90% CI)
CFA (one-factor model) | 3,496.36 (14) <.001 .08 .96 12 (12, .12) .03
Configural invariance 3,510.87 (28) <.001 .97 .96 12 (12, .12) .04
Metric invariance 2,106.56 (34) <.001 .98 .98 .08 (.08, .09) .04
Scalar invariance 2,249.21 (54) <.001 .08 .99 .07 (.07, .07) .04

Note. Fit statistics reported are scaled values because robust fit indices were not available for
the scalar invariance model due to estimation constraints under the WLSMYV estimator.

Table I2. Differences in fit indices between models testing for
measurement invariance between DVA and non-DVA samples

Comparison Ay2 Adf |p ACFI | ATLI ARMSEA | ASRMR
Configural vs. metric 36.01 6 <.001 .01 .020 -.035 .001
Metric vs. scalar 58.63 20 <.001 -.001 .006 -.015 -.001

Note. Changes <-.01 to the CFI and TLI, <.015 to RMSEA, and<.01 to the SRMR, indicate
invariance.

85



/I

Appendix J. Distribution of SWEMWBS scores
(children and young people in domestic abuse service)

The distribution of initial and final SWEMWRBS scores was assessed using histograms, Q-Q plots,
and normality tests. The initial SWEMWBS scores showed a slightly positively skewed distribution.
The Shapiro-Wilk test indicated deviations from normality (W=0.982, p=.004). Skewness was
0.37, and kurtosis was 0.35, suggesting a distribution close to normal but with a slight tail towards
higher scores. The final SWEMWRBS scores indicated a more symmetrical distribution compared
with initial scores. Skewness was -0.07, and kurtosis was 0.57, suggesting an approximately normal
distribution with minor flattening. The Shapiro-Wilk test also showed deviations from normality
(W =0.980, p =.015).

Figure J1. Histograms of the raw SWEMWABS scores at initial and final
timepoints
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Figure J2. Boxplot of the raw SWEMWABS scores at initial, interim, and
final timepoints

S o
a1 3 =
_ ]
(0] o _| 1 :
g © [ |
(&) |
73] o 1
— 1
g o .
g ]
S o | \
2 L
T _1
n o | ! | 8
5 ! I
1
v o | | I o
- _
T T T
Initial Interim Final

86



/I

Appendix K. Item-level mean differences in
SWEMWABS scores (children and young people in
domestic abuse service)

The SWEMWRBS scores were explored by item. The largest improvement between initial and final
timepoints was made in item 4 (“I've been dealing with problems well”) while item 7 (“I've been
able to make up my mind about things”) had the smallest mean change. These correspond to the
smallest and largest initial scores, with the lowest-scoring item seeing most improvement and the
highest scoring item seeing least improvement.

Table K1. Mean SWEMWABS scores across timepoints at the item level

- Mean raw score — M(SD) I Mean score change — M(SD)

.re . . Initial to | Interim Initial to
Initial Interim Final . .
interim to final final
N= N=6 N=
=02 ? 72 N=64 N=47 N=159

Item 1 2.86(.92) 3-41(9.3) 3.58(.77) .31(.85)* 47(.86)* .74(.89)*
Item 2 2.93(.90) 3.38(.84) 3.53(.73) 55(.97)* 19(.74) .62(.83)*
Item 3 2.61(.94) 3.46(1.02) 3.34(.85) .72(1.12)* -.09(1.00) .75(.98)*
Item 4 2.45(1.00) 3.23(1.11) 3.35(.83) .67(1.18)* .47(1.02)* .96(.94)*
Item 5 2.78(1.00) 3.10(1.19) 3.60(.88) .24(1.08) .68(.78)* .86(1.02)*
Item 6 3.17(1.10) 3.74(1.02) 3.83(.95) .47(1.13)* .19(.92) .68(1.05)*
Item 7 3-29(.99) 3.55(1.08) | 3.84(.87) .31(.89)* -26(.79)* .59(.96)*

* Change in score is significant p<.05.

Interestingly, although item 5 (“I've been thinking clearly”) had the highest improvement between
interim and final reports, it had the lowest mean change between initial and interim timepoints.
This may be due to defensive reporting for that item or an indicator that “thinking clearly” has an
initially slower progress rate. On the other hand, item 3 (“I've been feeling relaxed”) presented the
highest mean change between initial and interim timepoints but the lowest change between
interim and final timepoints. It was the only item to demonstrate a significant difference in the
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average score change between initial to interim and interim to final timepoints, t(44)=3.82,
Pp<.001 — i.e. substantial improvements in feeling relaxed are made by interim timepoints, but this
then plateaued.

All the items demonstrated significant improvement in scores between the initial timepoint at the
start of the project and the final timepoint at the end of project (p<.001).
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Appendix L. Reliability analysis of the SWEMWBS
(children and young people in domestic abuse service)

Table Li1. Item statistics for Cronbach’s alpha analysis of the SWEMWBS
scales

- Corrected Item-total correlation Cronbach’s a if item removed

Initial2 Final® Initial2 Final®
Item 1 .75 .63 .81 .82
Item 2 .64 .70 .82 .81
Item 3 .64 .63 .82 .82
Itemg4 | .61 .69 .83 .81
Items5 | .75 71 .81 .80
Item 6 | .66 .58 .82 .83
Item7 | .56 .59 .84 .82

a N=252,b N=172. The corrected item-total correlation assesses how well an item correlates with
the total scale score, excluding that item.

Table L2. Statistics for split-half analysis of the SWEMWRBS scale across
timepoints

Initial2 Finalb

Average split-half reliability .83 .82
Minimum split-half reliability () .76 .80
Maximum split-half reliability (A4) .88 .86
Guttman’s split-half coefficient (A6) .84 .82
Average inter-item correlation .44 .43

aN=252,b N=172,
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Appendix M. Confirmatory factor analysis of the
SWEMWABS (children and young people in domestic
abuse service)

Table M1. Fit indices of CFA of the one-factor models of the SWEMWBS
in each sample

Model x2 (df) p-value CFI1 TLI RMSEA (90% CI) SRMR
Initial2 52.48(14) <.001 .94 .90 .10 (.08, .14) .052
Final® 11.40(14) .655 1.00 1.00 .00 (.00, .06) .027

aN=252,bN=172.

Table M2. Factor loadings of SWEMWABS items onto a single factor for
each sample

- Factor loading (standardised)
Initial timepoint2 Final timepoint?
.75

Item 1 .64
Item 2 .63 .70
Item 3 .66 .64
Item 4 .63 .70
Item 5 .75 71
Item 6 .67 -59
Item 7 .56 .60

aN=252, b N=172,
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Appendix N. Measurement invariance of the
SWEMWABS across time: before and after service
provision

Table N1. Fit indices of models testing for measurement invariance
between initial and final timepoints

C R I T

Configural invariance 119.0 (770) <.001 .07 (.05, .09)
Metric invariance 126.2 (76) <.001 | .94 .03 .06 (.04, .08) .061
Scalar invariance 141.2 (82) <.001 | .93 .92 .07 (.05, .09) .074

Note. Thresholds of acceptability include >.90 for CFI and TLI, and <.08 for RMSEA and SRMR.

Table N2. Differences in fit indices between models testing for
measurement invariance between initial and final timepoints

Comparison ACFI |ATLI
RMSEA

Configural vs. metric -.001 -.002

Metric vs. scalar 14.95 6 .021 -.011 -.007 .003 .013

Note. Changes <-.01 to the CFI and TLI, <.015 to RMSEA, and<.01 to the SRMR, indicate
invariance.
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Appendix O. The Warwick—Edinburgh Mental
Wellbeing Scale

Below are some statements about feelings and thoughts.

Please select the answer that best describes your experience of each
over the last 2 weeks.

é‘g & &
& § <
& @:‘\ & & ﬂ}é"
S <& < S T
I've been feeling optimistic about the future 1 2 3 4 5
I've been feeling useful 1 2 3 4 5
I've been feeling relaxed 1 2 3 4 5
I've been feeling interested in other people 1 2 3 4 5
I've had energy to spare 1 2 3 4 5
I've been dealing with problems well 1 2 3 4 5
I've been thinking clearly 1 2 3 4 5
I've been feeling good about myself 1 2 3 4 5
I've been feeling close to other people 1 2 3 4 5
I've been feeling confident 1 2 3 4 5
I've been able to make up my own mind about things 1 2 3 4 5
I've been feeling loved 1 2 3 4 5
I've been interested in new things 1 2 3 4 5
I've been feeling cheerful 1 2 3 4 5

Warwick-Edinburgh Mental Wellbeing Scale (WEMWBS) © University of Warwick 2006, all rights reserved.
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Appendix P. The DVA measures used from the APMS

Financial

Has a partner or ex-partner ever prevented you from having your fair share of the household
money? (By partner we mean any boyfriend or girlfriend, as well as a husband, wife, or civil
partner)

1Yes

2 No

3 Never been in a relationship (SKIP rest of DVA questions)

Belittle
Has a partner or ex-partner ever repeatedly belittled you to the extent that you felt worthless?

1Yes
2 No
9 Don’t understand/does not apply

Harass

Has a partner or ex-partner ever sent you more than one unwanted letter, email, text message or
card that was either obscene or threatening and which caused you fear, alarm or distress?

1Yes

2 No

Pushed
Has a partner or ex-partner ever pushed you, held or pinned you down or slapped you?

1 Yes
2 No

Kicked

Has a current or ex-partner ever kicked you, bit you, or hit you with a fist or something else, or
threw something at you that hurt you?

1Yes

2 No
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For each question a participant indicated “Yes” they were also asked:
Has this happened within the past 12 months?

1 Yes
2 No

Where a participant indicated that “Yes” it has happened in the past 12 months they were then
asked:
How often has this happened in the past year?

1 At least once a week

2 At least once a fortnight

3 At least once a month

4 Less often than once a month
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Appendix Q. Distribution of WEMWABS scores (adults)

The distributions of WEMWBS scores across the DVA and non-DVA samples are shown in the
figures below. The WEMWABS scores in the DVA sample are slightly negatively skewed (-0.57) and
have an approximately normal distribution (kurtosis excess=0.23). The WEMWBS scores in the
non-DVA sample are also slightly negatively skewed (-0.55) and kurtosis presents an almost
normal distribution (kurtosis excess=0.57). The Shapiro-Wilk tests of normality are significant for
both DVA (W=.98, p<.001) and non-DVA samples (W=.98, p<.001). Accounting for test statistics
(W) close to 1, the visual distributions in figure Q1, and minimal skewness and kurtosis, it can be
concluded that the distribution of WEMWBS scores is approximately normal with no concerning
deviation from normality.

Figure Q1. Histograms and Q-Q plots of the raw WEMWABS scores for
the DVA and non-DVA samples
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Appendix R. Reliability analysis of the WEMWBS
(adults)

Table R1. Cronbach’s alpha of the WEMWABS scale in each sample

95% confidence

intervals
Non-DVA sample= 4,996 .89 .89-.90
DVA sample? 1,625 .92 .91—.93

Table R2. Item statistics for Cronbach’s alpha analysis of the WEMWBS
scales

- Corrected item-total correlation |Cronbach’s a if item removed

Non-DVA2 DVAP Non-DVA=2 DVAP
Item 1 .45 .53 .89 .02
Item 2 .58 .63. .88 .01
Item 3 .55 .60 .89 .02
Item 4 .50 .58 .89 .02
Item 5 .53 .57 .89 .02
Item 6 .59 .70 .88 .01
Item 7 .61 .67 .88 .01
Item 8 .72 .77 .88 .01
Item 9 .59 .64 .88 .01
Item 10 .72 .76 .88 .01
Item 11 .49 .58 .89 .92
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Item 12 .51 .55 .89 .02
Item 13 .57 .68 .89 .01
Item 14 .71 .75 .88 .01

aN=4,996, > N=1,625. The corrected item-total correlation assesses how well an item

correlates with the total scale score, excluding that item.

/I

Table R3. Statistics for split-half analysis of the WEMWBS scale in each

sample

Average split-half reliability .89 .92
Minimum split-half reliability () .81 .88
Maximum split-half reliability (A4) .93 .94
Guttman’s split-half coefficient (A6) .90 .92
Average inter-item correlation .38 .44

aN=4,996, > N=1,625.

97



/I

Appendix S. Confirmatory factor analysis of the
WEMWRBS (adults)

Table S1. Fit indices of CFA of the one-factor models of the WEMWABS in
each sample

RMSEA

(90% CI)
Model 1
Full sample 7,209.06 (77) <.001 .87 .84 114(.11,.12) .058
DVA sample= 1,563.25 (77) <.001 .90 .88 .105(.10,.11) .048
Non-DVA 5,499.78 (77) <.001 .85 .83 117(.11,.12) .061
sampleb
Model 2
Full sample 4,184.85 (150) | <.001 .92 .90 .091(.09,.09) .046
DVA sample? 912.89 (75) <.001 .94 .92 .084(.08,.09) .038
Non-DVA 3,331.29 (75) <.001 .01 .89 .095(.09,.10) .051
sampleb

aN=1,625," N=4,996.
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Table S2. Factor loadings of WEMWBS items onto a single factor for
each sample

Factor loading (standardised)

Non-DVA=2 DVAP

Item 1 .51 .58
Item 2 .65 .68
Item 3 .65 .67
Item 4 .56 .64
Item 5 .60 .64
Item 6 .67 .75
Item 7 71 74
Item 8 .83 .86
Item o9 .65 .68
Item 10 .83 .85
Item 11 .63 .67
Item 12 .57 .60
Item 13 .63 .73
Item 14 .80 .83

aN=4,996, > N=1,625.
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Appendix T. Measurement invariance of the
WEMWABS across adults who have and have not
experienced DVA

Table T1. Fit indices of models testing for measurement invariance
between DVA and non-DVA samples

o e e

Configural invariance | 4,338.47(150) <.001 .092 (.09, .09)
Metric invariance 2,565.88 (163) <.001 .97 .97 .067 (.06, .07) .049
Scalar invariance 3,415.01 (204) <.001 .97 .97 .069 (.07, .07) .048

Note. Fit statistics reported are scaled values because robust fit indices were not available for the
scalar invariance model due to estimation constraints under the WLSMYV estimator.

Table T2. Differences in fit indices between models testing for
measurement invariance between DVA and non-DVA samples

Configural vs. metric 56.51 <.001 -.0025

Metric vs. scalar 121.25 | 41 <.001 | -.009 -.002 .002 -.001

Note. Changes <-.01 to the CFI and TLI, <.015 to RMSEA, and<.01 to the SRMR, indicate
invariance.
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Appendix U. Accessibility text

Figure 1. Schematic of full study

A flowchart illustrating the project’s two work packages (WP1 and WP2). The first overarching box
lists the five DVA-COS outcomes:

4. Child Emotional Health and Wellbeing

5. Caregiver Emotional Health and Wellbeing
6. Feelings of Safety

7. Family Relationships

8.

Freedom to go about Daily Life

The left branch describes WP1 which addresses outcomes 3—5 and includes the following stages:

A1: Defining concepts

A2: Identifying candidate measures

B: Appraisal of studies and properties of outcome measure indicators (OMIs)
C: Stakeholder assessment of feasibility and acceptability

e D: Consensus process

The right branch describes WP2 which focuses on validating the SWEMWBS/WEMWBS tools for
mental wellbeing through four studies:

e Study A: Think Aloud — acceptability of SWEMWBS

e Study B: Validity of SWEMWBS in DVA children and young people using OxWell
e Study C: Validity of SWEMWBS in DVA service users over time

e Study D: Validity of WEMWBS in DVA adults using APMS

Click here to return to main report.

Figure 2. Overview of methods

Figure 2 summarises WP2’s four studies which validate the SWEMWBS and WEMWBS for mental
wellbeing in domestic abuse contexts.

e A: Think Aloud interviews to gather feedback from young people with domestic abuse
experience on use of the SWEMWABS.

e B: OxWell study of 17,801 children and young people (1,215 with experience of domestic
abuse) assessing SWEMWABS reliability and validity.

e C: Analysis of 268 children in domestic abuse services, assessing SWEMWBS reliability and
validity over time.

e D: Secondary data analysis on dataset of 6,621 adults (1,625 with experience of domestic
abuse) assessing WEMWBS psychometrics.

Click here to return to main report.

101



/I

Figure 3. Scree plots of number of factors measured by the
SWEMWBS scale for the DVA sample and the non-DVA
sample

Figure 3 shows two side-by-side scree plots illustrating the number of factors measured by the
SWEMWRBS scale.

e Left plot: "Scree Plot for DVA Sample"
¢ Right plot: "Scree Plot for Non-DVA Sample"

Both plots have:

e X-axis: Factor or component number (1 to 7)

e Y-axis: Eigenvalues (0 to 4)

e Two lines: a solid line for Principal Component (PC) and a dashed line for Factor
Analysis (FA)

In both plots, the first factor/component has the highest eigen value, followed by a sharp decline
and then a plateau, indicating a strong first factor.

Click here to return to main report.

Figure 6. Scree plots of number of factors measured by the
SWEMWABS scale at initial and final timepoints

Figure 4 displays two scree plots comparing the number of factors measured by the SWEMWBS
scale at two timepoints: initial and final.

e Left plot: "Scree Plot for Initial Timepoint"
¢ Right plot: "Scree Plot for Final Timepoint"

Both plots have:

e X-axis: Factor or component number

e Y-axis: Eigenvalues of factors and components

e Avisible drop in eigen values after the first factor/component, followed by a levelling off,
suggesting a dominant first factor at both timepoints.

Click here to return to main report.

Figure 7. Scree plots of number of factors measured by the
WEMWBS scale for the DVA sample and the non-DVA sample

Figure 5 presents two scree plots comparing the number of factors measured by the WEMWBS
scale for DVA and non-DVA samples.

e Left plot: "Scree Plot for DVA Sample"
¢ Right plot: "Scree Plot for Non-DVA Sample"
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Both plots feature:

e X-axis: Factor or component number (1 to 14)
e Y-axis: Eigenvalues (0 to 7 on the left plot and 0 to 6 on the right plot)
e Two lines:

- Solid line representing Principal Component (PC)

- Dotted line representing Factor Analysis (FA)

In both plots, eigen values drop sharply after the first factor and then plateaus, indicating a
dominant initial factor.

Click here to return to main report.
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