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Preface
Child maltreatment constitutes a social problem that affects all societies of the world.
A recent study by the World Health Organisation points out that millions of children
suffer some form of maltreatment and require medical and social attention. It should
be noted that around 53,000 children are murdered every year; the prevalence of
sexual abuse is 73 million (7%) and 150 million (14%) in boys and girls, respectively,
under 18 years of age; and between 25% and 50% of the children inform that they have
been physically abused.
Child maltreatment in childhood and adolescence is recognized as an important
psychopathological risk factor and is associated with poor psychological function in
childhood and adolescence and adulthood. The aim of this book is to address the issue
of child abuse and neglect from a multidimensional perspective. The reader will find a
selection of internationally recognized works addressing the issue of child
maltreatment both from theoretical and applied view.
In the opening chapter, Dr Muela, Dr López de Arana, Dr Barandiaran, Dr Larrea, and
Dr Vitoria tackle the difficulties present in adequately conceptualizing child abuse and
neglect, provide data on its incidence and describe the main psychopathological
consequences associated with each type of child maltreatment. Thus, Dr Muela and
colleagues focus on the heterogeneity of the phenomenon and on the complexity that
gives rise to that heterogeneity to define the child abuse and neglect. In respect to
negative impact of child maltreatment, they emphasize that it is wrong to believe that
current knowledge has enabled the identification of clearly differentiated
consequences for each type of child maltreatment. There is a high degree of comorbidity among the different types, in such a way that many children experience
more than one form of maltreatment and display common consequences. Moreover, it
still needs to be clarified whether child abuse and neglect produce a general
vulnerability towards psychopathology, in such a way that other factors would be
responsible for the form finally adopted by psychopathology.
In the second chapter, Prof Al-Shail Essam, Dr Kattan Hoda, Dr Aldowaish Abdullah,
and Dr Hassan Ahmed, focusing on Saudi Arabia, examine cultural factors that
contribute to child abuse and neglect. Saudi Arabia is a country occupying most of the
Arabian Peninsula with a population of about 27 million who are entirely Muslims.
The country is governed according to the Islamic Sharia law whereby the Islamic
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orthodoxy and conservatism generally dominate the social and cultural characteristics
and mechanisms of the Saudi society. Traditional tribal principles and customs,
however, have significant influence over a wide range of cultural, behavioral, and
attitudinal manifestations in the society. Children are usually well taken care of in
terms of basic needs, and are expected to show almost total subordination and
obedience to their parents. Corporal punishment by parents is a common practice,
especially in less modernized portions of the society. The authors analyze the Saudi
Arabian experience in the realm of child abuse that is in its conception stage.
In the third chapter, Dr Lazenbatt examines how domestic maltreatment can have an
impact early in an infant’s life, even as early as pregnancy and the postpartum period
and can affect infants’ physical and emotional health, their learning and their capacity
to form positive relationships throughout their lives. The chapter is divided into
sections that cover the issues of domestic abuse as a child protection issue; the cooccurrence of domestic and child abuse; understanding the impact that both domestic
and child abuse have on both mother and child in the perinatal period; the impact of
foetal abuse; and the role of health professionals especially midwives in recognizing
and reporting the co-occurrence of domestic and child maltreatment.
In the fourth chapter, Dr Cyr, Dr Dubois-Comtois, Dr Michel, Dr Poulin, Dr Pascuzzo,
Dr Losier, Dr St-Laurent, Dr Moss, and Dr Dumais inform on how attachment theory
may be useful to assess and promote parental competency in child protection cases.
Child attachment is predictive of short- and long-term child psychosocial adaptation
and cognitive functioning in normative as well as clinical groups. According to the
ecological-transactional perspective and related empirical studies, child attachment
has even shown to be an important protective factor for the development of children
with a history of abuse and neglect. Hence, attachment theory provides a solid
foundation for both understanding the risk and resiliency factors involved in the
development of maltreated children, and guiding the development of assessment and
intervention protocols for this multiple-risk population. Attachment-based
intervention aims at increasing maternal sensitivity to decrease child maltreatment
and increase child attachment security and socioemotional and cognitive functioning.
Cyr and colleagues describe the attachment-based treatment programs that have been
specifically developed for maltreated children and their parents reported to Child
Protection Services, and scientifically tested using state-of-the-art randomized control
trials. They also present an innovative project that uses the short-term video-feedback
intervention strategy to assess parents’ capacity to change.
In the fifth chapter, Prof Mandisa Lutya provides a background theoretical context to the
occurrence of human trafficking of young women and girls for sexual exploitation in
South Africa. Although forms of human trafficking for the purposes of muti murder,
child labour, criminal activities and adoption are acknowledged, this work presents a
literature review that focuses on young women and girls trafficked in South Africa, of
whom 79% are trafficked to be sexually exploited. The socio-cultural and socio-economic
context within which human trafficking occurs is analysed, and South African responses
to human trafficking are described. Although some sections of existing legislation are
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already used to prosecute human trafficking, legal practitioners face some challenges in
prosecuting such cases. The politics of legal reform that hinder the Prevention and
Combating of Trafficking in Persons Bill from coming into effect in South Africa are also
discussed. Finally, a more effective policy that could assist in the reduction of human
trafficking of young women and girls for sexual exploitation is proposed.
In the sixth chapter, Prof Bannwart and Prof Williams examine health professionals
difficulties in identifying and reporting child maltreatment. These difficulties are
related to a gap in their professional training on child abuse and neglect, to the
reproduction of cultural patterns of non-involvement in matters concerning the family,
the disbelief in the effectiveness of Child Protection Services, negative past
experiences, and other personal issues. The authors present a case study whose goal
was to raise awareness among Brazilian Family Health Professionals on the need to
report child abuse and neglect, by evaluating a training course to identify and report
child maltreatment. They conclude that the training of health professionals to identify
and report cases of child abuse is an efficient way to maximize reporting behavior.
In the seventh chapter, Dr Martín analyzes the role played by residential care within the
childhood welfare systems, acknowledging its strengths, but also its weaknesses. The
historical evolution and changes undergone by the model to adapt it to current
legislations are briefly analyzed. The model is contextualized in the Spanish reality,
where it is still more relevant than in other European countries, in which other
alternatives of solutions for children and adolescents who must be separated from their
biological families-such as placement with foster families-are more developed. Data are
presented about the number of children who live in residential care in comparison to
other protective measures, as well as the principles of quality criteria of the care of the
children within these resources that the people who are in charge attempt to apply.
Finally, in the last chapter, Prof Euichul Jung and Prof Joonbin Im analyze current
technologies used to prevent crimes against children. The chapter is focused on
discussing various examples and features of the current interaction designs based on
diversified examination on designed products, services and social systems. It also aims
to understand and analyze characteristics of crimes against children from designer’s
perspectives and suggest a new direction for design while discussing basic
suggestions on crimes against children and examining various methods on designs
with regard to crimes against children.
I want to thank all the professionals who have made this book possible. I hope that it
will be a humble contribution that will enrich all of those who want to learn more
about child maltreatment.
Dr Alexander Muela
University of Mondragon (MU)
Spain
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Chapter 1

Definition, Incidence and Psychopathological
Consequences of Child Abuse and Neglect
Alexander Muela, Elena López de Arana,
Alexander Barandiaran, Iñaki Larrea and José Ramón Vitoria
Additional information is available at the end of the chapter
http://dx.doi.org/10.5772/46135

1. Introduction
In this paper we tackle the difficulties present in adequately conceptualising child abuse and
neglect, we provide data on its incidence and we describe the main psychopathological
consequences associated with each type of child maltreatment.
Thus, we focus on the heterogeneity of the phenomenon (heterogeneity of the notion of
"child maltreatment", heterogeneity of the classification criteria, heterogeneity of the
different approaches that are related to maltreatment and the heterogeneity of the causes
and consequences) and on the complexity that gives rise to that heterogeneity to define the
child abuse and neglect.
In children and adolescents, child abuse and neglect can produce a decline in their
biological, psychological and social functions. Child maltreatment in childhood and
adolescence is recognised as an important psychopathological risk factor and is associated
with poor psychological function in childhood and adolescence and adulthood. In this
respect, we emphasise that it is wrong to believe that current knowledge has enabled the
identification of clearly differentiated consequences for each type of child maltreatment.
There is a high degree of co-morbidity among the different types, in such a way that many
children experience more than one form of maltreatment and display common
consequences. Moreover, it still needs to be clarified whether child abuse and neglect
produces a general vulnerability towards psychopathology, in such a way that other factors
would be responsible for the form finally adopted by psychopathology.

2. Definition of child abuse
The first problem we encounter when studying child abuse and neglect is that of its
definition [1-9].
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Historically, the definition of child abuse has passed through different stages. At first, it was
the academics and professionals attending the cases of child maltreatment who tried to
define child abuse and neglect by focusing on the characteristics of the maltreated children
[10]. At the beginning of the 1990’s, there was still a lack of consensus from the scientific
community on a common definition of child abuse and neglect [11]. Despite vigorous
debates on this matter, little has been achieved to provide a clear, reliable, valid and useful
definition of child abuse and neglect [13].
Problems in proposing effective operational definitions include factors such as the lack of
social consensus on unacceptable or dangerous parenting styles or actions; the lack of certainty
on the appropriateness of defining child abuse and neglect according to the adults’ behaviour,
to its effect on the children, or to a combination of both; the controversy over whether damage
criteria should be included in the definition of maltreatment, and the confusion over whether
similar definitions should be used for scientific, legal and clinical purposes [13].
Based on ideas set out by Aber and Zigler [1], Cicchetti and Barnett [3] and Zuravin [9],
Palacios, Moreno and Jiménez [7] consider that main difficulty in defining child abuse lies in
the heterogeneity of the phenomenon. They consider the following dimensions: heterogeneity
of the notion of "child maltreatment", heterogeneity of the classification criteria,
heterogeneity of the different approaches related to the maltreatment and heterogeneity of
the causes and consequences. In our review of the conceptualisation of child abuse and
neglect we will follow the proposal made by these authors.

2.1. Heterogeneity of the notion of "child maltreatment"
The generic label of maltreatment includes a significant variety of types (physical abuse,
child neglect, sexual abuse, etc.) and subtypes (e.g. physical abuse would have subtypes like
burns, blows with injuries, drowning, etc.) on which no unanimity exists between
researchers [14,7].
Various authors [15-17] postulate that child abuse and neglect can be conceptualised as a
continuum. Thus, in its most restricted form, we would encounter definitions of child abuse
and neglect that only include intentional and severe physical abuse and, in its broadest
form, we would have the definitions that include everything that could interfere in the
child’s optimum development [18,19].
Initially, the concept of child maltreatment was restricted to the “severe physical harm
generally caused by one of the parents or caregivers” [20]. This definition excluded other
forms of maltreatment such as sexual abuse, cases of child neglect and emotional
maltreatment, except when they led to physical injuries. This early research led to an
increase in the scientific community’s interest in child abuse and neglect as a focus of study
and concern. In a short time, the definition of abuse was extended to include emotional
deprivation, malnutrition, child neglect and sexual abuse, and the consequences derived
from physical and emotional abandonment were evaluated. This extension of the definition
of child abuse and neglect contributed to consolidating the idea that not all abusive parents

Definition, Incidence and Psychopathological Consequences of Child Abuse and Neglect 3

wanted to destroy their descendents and considered the social factors as determining factors
in explaining the etiology of child maltreatment [3,21].
Based on research and studies carried out in the 1980’s, broader conceptualisation of child
abuse and neglect has progressively been constructed [1,22, 23], defining it as all actions
carried out by the caregivers, which significantly interfere in the child’s optimum
development and do not adhere to social standards. This conceptualisation contemplates
aspects such as neglecting the physical-biological, cognitive, emotional and social needs,
and the different types of child maltreatment are also classified.
The heterogeneity of the phenomenon is not only related to the conceptualisation of the
different types of child maltreatment, but also to the areas in which it takes place. Thus, we
speak of child abuse and neglect in the family context, in the social context or in
development contexts outside of the family microsystem and in the institutional area, as is
the case of the context of schools or residential care centres, etc. [14].

2.2. Heterogeneity of the identification criteria
Important discrepancies exist between the criteria on which the identification of child abuse
and neglect should be based. According to Palacios, Moreno and Jiménez [7], "the presence
of child maltreatment can be decided by considering the intentions or consequences; it may
require evidence or be based on suspicions; it may or may not establish strict frequency of
occurrence criteria, distinguishing between isolated episodes and recurrent behaviour; it
may or may not be set against dominant social perceptions, which tend to establish borders
between discipline and physical abuse, for example”. The use of one criteria or another
would lead to essential modifications in the statistics, the conclusions on the etiology, the
prevention models and the intervention guidelines in cases of child maltreatment [14].
An adequate approach to the definition of child abuse and neglect should take into
consideration the concept of intentionality [21]. Kempe, Silverman, Steele, Droegemueller, &
Silver [20] recognise the importance of this aspect in their definition of abuse (“… any child
who receives non-accidental physical harm as a result of actions or omissions by their
parents or caregivers”). Another significant aspect of the criteria to be considered when
defining child abuse is the aspect regarding the consequences that the child maltreatment
would have on the child. According to De Paúl [24], we would have to consider three basic
issues when defining child abuse:
1.

2.

The developmental perspective: the child’s age may be the difference between an abusive
action or omission or normal behaviour. It is not the same to leave a 3-month-old baby
alone for a few hours as it is a 10-year-old child. Thus, both the limit of what can be
considered maltreatment and its severity can depend on the child’s developmental
moment.
The child’s vulnerability: The same parental behaviour may not be harmful for a healthy
child; however, it may be abusive or negligent if the child has a serious chronic illness
or some type of disability.
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3.

The consequences for the child: When assessing the consequences of the maltreatment we
must take into account that, on a high percentage of occasions, the harm or injuries do
not appear on the child immediately and, except in exceptional circumstances, the
psychological consequences are more serious than the physical ones. On the other hand,
we must assess the potential harm that the child could eventually suffer if this parental
behaviour is continued for a certain amount of time at the same level of severity.

The frequency of abusive behaviour and the chronicity of such conduct are important
factors when considering behaviour to be abusive or not, as well as their severity [25].
Moreover, as it is a phenomenon that is defined in the community, an adequate definition of
child abuse and neglect must implicitly recognise the importance of community and cultural
standards [26-27]. It is impossible to discriminate between abusive and non-abusive parents,
if you do not take into account the standard community values or the social representation
of the abuse. For this purpose, it is necessary to consider that cultures are substantially
different from each other in the guidelines for bringing up children, the degree in which
childhood is recognised as a stage of development that deserves special attention, the
conditions considered necessary for healthy development and the rights recognised to
children [28].

2.3. Heterogeneity of professional approaches related to the abuse phenomenon
Five approaches or perspectives are distinguished, which have had a notable influence on
the definition of child abuse and neglect: The medical approach, the legal approach, the
sociological approach, the research perspective, the subjective approach and the ecological
perspective. Table 1 combines the determining factors and the essential objective of each of
these approaches.
The medical perspective defines maltreatment as the action that causes physical harm to the
child [29]. It focuses on the diagnosis, and therefore, a cardinal aspect of this perspective is
the notion that child abuse and neglect is the symptom of a medical pathology and pursues
the objective of establishing a system to classify potentially abusive parents. The medical
approach asks the question: Is this parent potentially abusive?
The definition of the medical approach on child abuse and neglect is closed and essentially
limited to the most severe cases of abuse, documented with x-rays that provide proof of
injuries such as multiple fractures and subdural haematomas. From this perspective, the
treatment of the disorder from which the abusive parents are believed to suffer takes on
great importance. According to Barnett, Manly, & Cicchetti [31], by grouping child abuse
with other children’s illnesses, the medical community releases society from any
responsibility in the etiology of the abuse and provides an optimistic view of the problem
which is conceived as a phenomenon that can be resolved through research and treatment
focused on the abusive parents.
In the sociological perspective, which emerged partly as a reaction and criticism to the
pathological model of child abuse and neglect, the actions of abuse are defined by the
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cultural standards of a specific society [1,30]. The sociological definition focuses on the very
fact of the abuse and not on the characteristics of the abusers. The sociological approach asks
the question: How serious is this type of maltreatment? What is needed to control it?
[30,21,5].
The theorists of the sociological perspective stress the importance of counting on public
opinion and the professionals’ opinion when defining what unacceptable parental
behaviour should be and they emphasise the importance of knowing society’s role in the
perpetuation of child maltreatment. Furthermore, the sociological perspective proclaims
a more open definition of child abuse and neglect which includes a wide range of
parental actions that have negative consequences on the child, such as child neglect in all
its forms.
Perspective
Medical



Sociological



Legal



Research



Subjective



Epistemological Priorities
Determining Factor
Aim
Parents’ characteristics,
 To identify and cure the
adjustment of the parents or
abuser’s psychopathology.
caregivers.
Actions of the parents or
 To label and control the social
caregivers.
deviation.
Evidence of physical and
 To create a legal child
psychological harm on the
protection system.
child.
Environment.
 To guide the research on
multilevel processes that
determine the child’s
development and promote
social programmes and policies
that favour adaptive human
development.
Perception of the actions.
 To discover the subjective
experience of the victims of
maltreatment and promote the
necessary therapeutic actions
for their treatment.

Table 1. Professional Approaches Related to the Abuse Phenomenon1

In the legal approach the definitions focus on demonstrating the harm, not necessarily
physical, that has been caused to the child. The definition of what maltreatment is or is not is
based on the State’s initiative to create a legal child protection system. From this perspective,
hardly any doubts and contradictions arise when it is a case of demonstrating physical
abuse, as the evidence is usually tangible and conclusive. However, psychological
1

Sources: [1,31,4,32].
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maltreatment, for example, was questioned by the legal system until very recently, due to
the difficulties in proving its occurrence.
From the research approach or ecological perspective numerous efforts have been made to define
child maltreatment, its nature, causes and effects, programmes for intervention, control and
prevention of the problem, etc. In this way, numerous definitions, etiological models and
contradictions have arisen. We must point out that with the objective of discovering the
characteristics of abusive parents, the actions of abuse, the consequences in the children and
the environmental conditions in which the maltreatment is produced, the research approach
has aimed to open up the concept of child abuse and neglect by focusing on the ecology of
human development [33-35], in the studies of family/environment transaction and in the
role of the community support systems.
Lastly, from the subjective approach, maltreatment is defined by oneself. That is to say, the
subjective experience of abuse is defined by the victim through their own perception,
language and considerations. From this perspective, the main aim of the child protection
system is to discover the subjective experience of maltreatment in the victim and promote
the necessary therapeutic actions for their treatment [32].
Taking into account the number of approaches that exist, it is not surprising that different
professionals access the problem of maltreatment along different routes, either by using
their own classification criteria and/or their own detection procedures and placing more
emphasis on some aspects rather than others [1,4,36]. In this way, the researchers, social
workers, health workers, educators and the Child Protection Services frequently have
different and often contradictory views about the diverse aspects regarding abuse, which
substantially respond to their own objectives. Thus, the child abuse and neglect can be
considered as a medical problem, which needs to be diagnosed and treated; as criminal
conduct that needs to be defined in legal terms and punished; as a social problem that needs
to be analysed as a social phenomenon; as a problem of child protection, which requires the
resources and intervention of the Child Protection Services; and as a family problem, which
needs to be understood in the context of the family dynamics [37-38].
Zuravin [9] suggests that, insofar as research is concerned, the studies that focus on specific
acts that harm the child may be the most appropriate. The challenge of researchers is to
develop a precise operational definition that minimises the lack of agreement among
professionals. This lack of consensus on what constitutes maltreatment greatly obstructs the
communication and collaboration between the respective fields of intervention.
According to Zigler and Hall [18], the absence of a consensus on the definition of child
abuse and neglect could be explained, at least in part, by the lack of agreement to accept that
one single definition is not capable of meeting all the aspects that the social scientists and the
social services professionals consider relevant in order to conceptualise the maltreatment.
Aber and Zigler [1] propose the development of three different categories of definitions:
legal definitions, definitions for the management of cases and definitions for research. In any
case, the way in which child maltreatment is defined can affect factors such as the
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classification of the cases and their severity, decision-making regarding the legal and social
actions that must be undertaken (by whom, how and at what time) and even the perception
of who is maltreating, who is maltreated, either by themselves or by others [18]. According
to Giovannoni and Becerra [5], the lack of definition can lead to the situation of some
children and adolescents who require protection not being detected, whilst other children or
adolescents, who have not been maltreated, are inadequately classified and subjected to
unnecessary treatment and intervention.

2.4. Heterogeneity of the causes and the consequences
Early research developed to clarify the etiology of child abuse focused on the abusive
parents. Thus, numerous authors have suggested that child abuse and neglect is produced
as a result of the actions of perverse parents with mental health problems [39-41]. Other
authors have emphasised the importance of the stressful interactive role between the
environment, the abuser and the abused child [30,42-44]. Several authors have focused on
the children’s characteristics (age, physical health, behaviour, etc.) as factors that can
provoke the maltreatment from caregivers [45]. Multi-factor models have also been
developed, such as the Integrative-Ecological Model [33], the Transactional Model [25] and
the Ecological-Transactional Model [13] which represented a considerable advance in
knowledge on the etiology of child abuse and neglect.
As regards the consequences of child abuse and neglect, it is not surprising that, depending
on the perspective adopted for its definition, the professional approach and the explicative
model on the causes of the maltreatment, the results found are also diverging.
Based on this context, the following definition of child abuse and negelct is proposed:
Definition of Child Abuse and Neglect: Any physical and/or psychological harm, which
parents or caregivers inflict on children who are in their care or custody or for whom they
are responsible, as the result of physical, sexual or emotional actions, of omission or
commission, which interfere or threaten the adequate development of the child and violate
the community demands concerning the good treatment of children.

2.5. Some myths and false beliefs about child abuse and neglect
One of the most important aspects in the detection and prevention of maltreatment is the
social representation that the members of a particular society have regarding this problem.
The social representation of child abuse and neglect has also experienced an evolution in
which ideas, beliefs and distortions have gradually been ruled out which would explain
seminal aspects of child abuse and neglect. We will now take a look at them:


Child abuse is infrequent. A recent study by the World Health Organisation [46] points
out that millions of children suffer some form of abuse and require medical and social
attention. It should be noted that around 53,000 children are murdered every year; the
prevalence of sexual abuse is 73 million (7%) and 150 million (14%) in boys and girls,
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respectively, under 18 years of age; and between 25% and 50% of the children inform
that they have been physically abused. The strong belief that the family is a place where
people can find affection and support makes it harder to believe that a high number of
people are involved in family violence [15].
Child maltreatment is a consequence of psychological traits and psychopathological problems of
the parents. Various research studies focusing on abusive parents, in comparison with
non-abusive parents, have found a greater presence of symptoms like depression,
anxiety, low levels of personal self-esteem [47-49], lack of skills to adequately handle
situations of stress [50], antisocial behaviour [49], personality disorders [51],
dissociative symptoms [52] schizophrenia [49] impulsive tendencies [53,40] and
difficulties controlling reactions of tension [54]. However, there is a low frequency of
psychiatric diagnoses among the perpetrators of child maltreatment. At present, the
authors accept that in 10% to 15% of the cases of maltreatment the parents show some
kind of mental disorder [50,55].
Child abuse and neglect is limited to the lowest social classes. It is a mistaken belief to think
that child maltreatment is only a question of educational or economic deficiencies. The
data shows that child abuse and neglect exists in all countries and, although it is not
distributed proportionally, it occurs in all social classes [56,41].
Child abuse and neglect is understood as an extension and generalisation of the physical abuse.
At present, different forms of child maltreatment have been recognised (emotional
maltreatment, child neglect, etc.) which go beyond physical abuse. An adequate
understanding of the different forms of maltreatment is necessary in order to encourage
good detection and prevention of ill-treatment.
Child abuse and neglect is transmitted from parents to children and so on. The notion of
intergenerational transmission of child abuse and neglect upholds that all children who
are maltreated will maltreat their children in the future or, on the contrary, all parents
who maltreat their children were maltreated in their childhood. The current accepted
rate of intergenerational transmission of child abuse and neglect among researchers is
around 25% (+/- 5) of the cases. Most of the people who were maltreated as a child
(around 70%) do not reproduce this problem with their children [57].

3. Incidence of the problem
Children in a situation of vulnerability constitute a social problem that affects all societies of
the world. Throughout history, violence against children has been practiced in many ways:
physically and emotionally, through sexual and labour exploitation. Therefore, child
maltreatment is not a new phenomenon; it has been around since the beginning of time.
History documents that the problem of child abuse and neglect is present from the start of
civilisation and that, despite this, abusive conducts have for a long time gone “unnoticed”
for families and for communities [58-60].
From the social discovery of the abuse phenomenon, different governments and societies
have aimed to carry out research to discover the real scope of the problem.
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The most contrasted data on this matter comes from the United States and Great Britain. For
instance, according to the governmental statistics published in the United States [12,61], it is
estimated that 1.8 million U.S. children may be the victims of child maltreatment every year,
of which around 800,000 are cases that are actually confirmed. This data was collected from
the Child Protection Services, to which we should add the cases that are not detected by
these sources and/or are not reported.
In the United States, the rate of victimisation for every 1000 children is 12.4, whereby it is
children under three who display the highest rates of victimisation; that is to say, 16
children are maltreated per 1000 [62]. In Great Britain, the rate of child abuse and neglect, in
children under 18 years of age is 2.8 children per 1000, whereby the highest percentages are
found in children under one (7.1 per 1000) [63].
Besides the negative consequences it has on the victim, child abuse and neglect also has
important consequences for society. The price paid for child maltreatment is very high; it has
a direct cost (e.g. hospitalisations, social and judicial action, victim support programmes,
child protection measures, etc.) and an indirect cost (pain, decrease in the quality of life, a less
healthy and positive society, etc.). For instance, it is estimated that in the United States, child
maltreatment annually generates costs to the value of 56 billion dollars [12].

4. Psychopathological consequences of the child abuse and neglect
Child maltreatment can produce a decline in biological, psychological and social function in
children and adolescents. Maltreatment in childhood and adolescence is recognised as an
important psychopathological risk factor and is associated with poor psychological function
in childhood [64-71] and in adolescence [68,72-75] and in adulthood [76-78].
As we have already mentioned, many different difficulties exist to adequately classify the
phenomenon of child abuse and neglect. In this respect, it would be wrong to think that
current knowledge has allowed us to identify clearly differentiated consequences for each
type of child maltreatment. There is a high degree of co-morbidity between the different
types, to the extent that many children experience more than one form of maltreatment and
demonstrate common consequences [79-80]. Furthermore, it still needs to be clarified
whether child maltreatment produces psychopathology in children or whether it generates
general vulnerability towards psychopathology in such a way that other factors would be
responsible for the type of psychopathological deviation eventually adopted.
Despite these limitations, many studies have found an association between different types of
child maltreatment and various psychopathological symptoms in adolescence and at the
beginning of adulthood. We will now briefly focus on the psychopathological consequences
associated with each type of maltreatment.

4.1. Psychopathological consequences of physical abuse
Being physically abused in childhood is a risk factor associated with psychopathological
problems in adolescence and adulthood. Numerous research studies have demonstrated
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that physically abused adolescents and adults who were subjected to physical abuse in
childhood have a high risk of displaying mental health problems [81-88].
By way of example, various studies have found that children and young people who are
the victims of physical abuse and children and young people who are part of a violent
family context, in comparison with children and young people who do not display these
characteristics, display more emotional problems [69,84,89-91]. The research reveals that
physical abuse is associated with a variety of emotional problems such as somatisation,
depression, anxiety, hostility, paranoid ideation, psychosis, posttraumatic symptoms and
dissociative disorder. This relationship is moderated by aspects such as the presence of
multiple types of abuse and the gender of the perpetrator. The data obtained in the
various research studies indicates that the combination of physical and sexual abuse has
greater emotional consequences for the victims, generating above all, depression and
anxiety [92-94].
An important association exists between being physically abused in childhood and an
increase in the manifestation of self-harming behaviour and suicides in adolescence and
adulthood [94-101]. However, different research studies have demonstrated that this
correlation varies depending on the victim’s gender, the type of abuse and the level of
parental conflict. For instance, it has been suggested that physical abuse in itself does not
produce suicidal behaviour; however, when physical and sexual abuse are experienced
together, this behaviour seems to be produced more frequently [102].
Much of the literature on child abuse and neglect has related physical abuse with
delinquency and aggressive behaviour in adolescence. A close relationship has also been
found between physical abuse and conduct disorder which, in turn, has been associated
with delinquency and aggressive behaviour [84].

4.2. Psychopathological consequences of child neglect
Having suffered child neglect in childhood has been associated with poor psychological
function in childhood, adolescence and adulthood.
The results of studies such as the Minnesota Mother-Child Project [103] verify that children
who were victims of physical neglect displayed serious social-emotional problems, and most
of these problems had an internalising nature. In the same way, in other studies, it has been
found that physical neglect and a lack of supervision in childhood is associated with an
increase in the risk of producing self-harming behaviour and suicidal tendencies [72,101],
suffering from personality disorders with high symptoms of anxiety, depression [104] and
dissociative disorders in adolescence and adulthood [105].

4.3. Psychopathological consequences of sexual abuse
Research on sexual abuse suggests that children and adolescents who develop in an abusive
environment run the risk of suffering psychological difficulties that are characterised by
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emotional dysregulation. In particular, it has be found that children who are the victims of
sexual abuse show internalising and externalising difficulties, posttraumatic stress disorder
symptoms, personality disorders and problems in interpersonal relations with peers [61,106110].
One of the most worrying aspects for the physical and mental health of the abused
adolescent in their childhood is the strong association that exists between sexual abuse and
suicidal conduct in this evolutionary stage [99]. The percentage of attempted suicides in the
adolescent population of victims of sexual abuse ranges between 7.3 and 11.2% in girls and
3.2 and 4.5% in boys [99,112].
By way of example, in one of the most relevant research projects carried out recently in this
field by Martin et al. [112], in which 2,485 adolescents participated, of which 7.4% had been
the victim of sexual abuse, they discovered that 27.1% of the sample admitted having
suicidal ideation (21.8% of boys and 33.6% of girls); 13.7% had planned to commit suicide
(11.3% of boys and 16.4% of girls) and 4.5% of boys and 7.3% of girls had attempted suicide.

4.4. Psychopathological consequences of emotional maltreatment
At present, sufficient evidence is available to confirm that emotional maltreatment in
childhood is associated with mental health problems and adaptation problems in
adolescence and adulthood [95,113-116].
Emotional maltreatment has been identified as a strong predictor of most psychological
problems including personality disorders, anxiety, depression, dissociative symptoms,
posttraumatic stress, physical symptoms, suicidal behaviour, sexual dysfunction, eating
disorders and low self-esteem [32,74-75,95,114-123].
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1. Introduction
Mistreating children at the hands of parents or caretakers has a long history. Sari and
Buyukunal (1991), in a study on the history of child abuse, report that from ancient times up
to present many societies have exercised what it is recognized today as child abuse for
various reasons. On reviewing child abuse literature in the Tobkabi Museum in Istanbul,
they report that in ancient Greece fathers were permitted to practice infanticide whereby
many infants who had any serious malformations were killed in order to preserve the race
characteristics. Greek physicians during the second century were in the habit of advising
midwives to examine each newborn and to get rid of those who were considered not fit to
be raised. The study also presented the picture of Zal, the first known albino in the
literature, exposed at the bottom of a mountain by his father because he was born with
white hair. Stories of children being slaughtered in addition to other severe practices of child
abuse were also illustrated. Such practices were said to be part of the lifestyle until
approximately two centuries ago. Sexual abuse was reported to be common among Eskimos
(Sari and Buyukunal, 1991). Their daughters were presented to their guests as an act of
hospitality, and the death of those children during their first sexual experience was not a
rare event. In India, the girls used to get married very early because it was considered
disgraceful for a girl to remain unmarried until the time of menstruation.
Historically, parents used their children for profit. Among the poor families, children were
put to work at early ages doing activities such as working on the family’s own farm or
elsewhere. Generally, boys were more likely to work earlier than girls who usually stay
home to help their mothers. In large families, some children were sent to school to receive
elementary education or were taught by their parents at home to acquire the necessary
knowledge they would need to work and support their families. Only in wealthy families
that boys, and to a lesser extent girls, would receive higher standards of education. Not until
mid-nineteenth century that compulsory schooling was introduced and education became a
common experience for all children.
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Although the history of child abuse remains obscure in many parts of the world, it is argued
that as from the late seventeenth century onwards children can be seen playing, sketching,
and amusing themselves in portraits, which shows that there was a growing concept of
childhood. Nevertheless, the number of abused children in modern times generally is still
alarming, since the natural state of affairs is a zero-tolerance to child maltreatment, especially the forms of abuse that lead either to death or permanent physical or emotional impairment. In the USA, more than 4 million children were reported to child protection services as
alleged victims of child maltreatment in 1999 alone, of which an estimated 1401 child abuse
and neglect related fatalities were confirmed by the child protection services’ agencies (Nation Committee for the Prevention of Child Abuse [NCPCA] 2000 Annual Fifty State Survey), while the confirmed child abuse deaths in 2002 were about 1400 children (National
Data of the U. S. Department of Health and Human Services, April 2004).
The practice of child abuse was based on kinds of philosophies, cultural beliefs and
understandings that gave way to a system of laws that, in turn, gave children few, if any,
rights. Under the English Common Law, for example, children were considered as property
owned by the parents, particularly fathers, who had great latitude over the treatment and
discipline of their children. Such legal view was eventually incorporated into early laws in the
United States as well. Common law tradition held that the male was head of the household
and possessed the authority to act as both disciplinarian and protector of those dependent on
him, including his wife and children as well as extended kin, servants, apprentices, and slaves.
While common law obligated the male to feed, clothe, and shelter his dependents, it also
allowed him considerable discretion in controlling their behavior. Domestic violence, however,
was dealt with on the basis of local community standards, which were the most important
yardsticks. Puritan parents in New England, for example, felt a strong sense of duty to
discipline their children, whom they believed to be born naturally depraved, in order to save
them from eternal damnation. Although Puritan society tolerated a high degree of physicality
in parental discipline, the community did draw a line at which it regarded parental behavior
as abusive, and those who crossed the line would be brought before the courts.
The complexity of the sociocultural underpinnings of child abuse is evident from the historical fact that the legal protections from cruelty was granted to animals long before they were
granted to children. One of the first cases in the United States (the case of 8-year-old Mary
Ellen Wilson) that arose national attention to child abuse in the early 1870s, got through the
legal arguments only after an attorney for the then well-established American Society for the
Prevention of Cruelty to Animals (ASPCA) took her case to court and successfully argued
for children as being, just like all humans, members of the animal kingdom, hence entitled
for the right to be treated with the same legal protection from cruelty as are animals (Shelman and Lazoritz, 2005; Watkins, 1990).

2. Child abuse in Saudi Arabia
Saudi Arabia is a country occupying most of the Arabian Peninsula with a population of
about 27 million who are entirely Muslims. The country is governed according to the Islamic
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Sharia law whereby the Islamic orthodoxy and conservatism generally dominate the social
and cultural characteristics and mechanisms of the Saudi society. Traditional tribal
principles and customs, however, have significant influence over a wide range of cultural,
behavioral, and attitudinal manifestations in the society. Children are usually well taken
care of in terms of basic needs, and are expected to show almost total subordination and
obedience to their parents. Corporal punishment by parents is a common practice, especially
in less modernized portions of the society. The country generally has one of the lowest rates
of serious crimes compared to other countries, despite the fact that nearly 8 million
expatriate workers dwell in the country. This fact has been largely due to strict laws that
organize all spheres of life, reinforced by the regular police force and members of an official
body monitoring the public’s compliance with the prevailing religious norms and rules. For
the last twenty years or so, most families adopted the tradition of having expatriate
housemaids to take care of household menial works including looking after the children in
the home.
The first program for detecting, reporting, and working towards preventing child abuse in
Saudi Arabia was initiated by one of the leading hospitals in the country in 1994 as a Child
Advocacy Committee, with an internal policy and procedure for dealing with all cases of
child abuse that reached the hospital. The policy involved the hospital’s security department
and a mechanism to report cases of suspected or proven child abuse encountered in or
admitted to the hospital to legal authorities in the city.
Subsequently, the National Family Safety Program (NFSP) was established in 2005 by a
Royal Decree with a vision to establish a foundation that promotes a safe community and
help victims of domestic violence Including child abuse victims. The strategic objectives of
the NFSP include promoting awareness among individuals and institutions on the damage
to individuals and the society caused by domestic violence and child abuse, and training
staff members to deal appropriately and effectively with cases of domestic violence and
child abuse. Since the implementation of the NFSP in 2007, the numbers of child protection
centers that provide NFSP services have increased From 4 to 41 centers.
The National Family Safety Registry (NFSR) was established in 2009 as a web-based data
registry system to provide a centralized database for child abuse cases from all over the
country. It is aimed to provide a ground for collecting and analyzing data on child abuse cases
in order to define the magnitude of the problem and to identify the risk factors leading to child
abuse in the country, which is likely to help in formulating prevention strategies and policies.
A total of 616 child abuse cases have been registered in a period of 16 months between
October 2010 and February 2012. Of these, 315 (51.1%) are males and 301 (48.9%) are
females. The Saudi nationals among the abused children comprise 92.0% of the cases;
however, non-Saudi children are mostly treated in private health sectors which are not yet
represented by CPC. Figure 1 shows the age distribution of the abused children included in
the registry, , whereby the ages in a small proportion of the cases (2.8%) are missing. The
figure shows that 15.9% of the total number of cases involves children younger than one
year of age, as shown in Table 1 below.
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Figure 1. Age Distribution of Abused Children

Age (months)
0
1
2
3
4
5
6
7
8
9
10
11
Total

Male
3
3
4
4
1
7
8
5
7
4
2
4
52

Female
5
3
5
5
5
4
6
1
4
2
2
4
45

Total
8
6
9
9
6
11
14
6
11
6
4
8
98

%
8.2
6.1
9.2
9.2
6.1
11.2
14.3
6.1
11.2
6.1
4.1
8.2
100

Table 1. Age and Gender of Abused Infants (<12 months)

3. Defining child abuse
Definitions of child abuse or maltreatment have two main components: harm, which may be
a harmful action or a harmful consequence, and a person or persons responsible for the
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harm (Gough, 1996). As has been pointed out by Gough (1996), childhood itself is a social
construct in which ages defining childhood have varied throughout history and across various sociocultural groups of the human societies. However, the word child, in its broad literal
meaning, refers to “a person between birth and full growth; a boy or girl”. The Convention
on the Right of the Child (CRC), however, defines a child as “every human being below the
age of 18 years unless under the law applicable under the child majority is attained earlier”
(Ref: http://www.unicef.org/crc/crc.htm). Age of majority pertains solely to the acquisition of
control over one’s person, decisions and actions, and the correlative termination of the legal
authority and responsibility of the parents (or guardian, in lieu of parents) over the child’s
persons and affairs generally. On the other hand, literally speaking, the word abuse is defined as “to use wrongly or improperly; to misuse, or to treat in a harmful, injurious, or
offensive way; to speak insultingly, harshly, and unjustly to or about” (Collins English Dictionary, 2009).
A review of the literature on child abuse reveals several definitions to the term that are quite
similar in content. For example, a definition of child abuse, as stated in a report on the consultation on Child Abuse Prevention Geneva (World Health Organization, 1999), refers to “any
act, or failure to act, that violates the rights of the child that endangers his or her optimum
health, survival and development”. It adds that “child abuse, or maltreatment, constitutes all
forms of physical and/or emotional ill-treatment, sexual abuse, neglect or negligent treatment
or commercial or other exploitation, resulting in actual or potential harm to the child’s health,
survival, development or dignity in the context of a relationship of responsibility, trust or
power”. A similar definition of the term is stated in the Child Abuse Prevention and Treatment Act (CAPTA), of the federal government of the USA, which states “…at a minimum,
any recent act or failure to act on the part of a parent or caretaker, which results in death,
serious physical or emotional harm, sexual abuse or exploitation, or an act or failure to act
which presents an imminent risk of serious harm.” (The Child Abuse Prevention and Treatment Act, the Federal Government of the United States, 2011).
The various definitions of child abuse seem to imply a consensus on several implicit criteria.
First, it implies that an act against a child is considered abusive if that act has the potential or
likelihood of causing harm to the child, even if no harm has actually resulted from it. Second,
it also implies that the forms of acts coming under the definition of child abuse do not always
require to have been committed more than once in order to be considered abusive; that is, a
single commission of an abusive act may warrant the application of the definition and, where
applicable, the activation of subsequent relevant implications and interventions. Third, while
most definitions of child abuse assert the non-accidental nature of such acts, they also do not
assume the existence of an intention to harm in the part of the perpetrator who commits the
abusive act. For example, an angry parent may, for example, throw a heavy object at the child
that injures him or her, without a pre-existing intention to injure or harm the child; the parent’s behavior in this respect, nevertheless, is considered by many as an abusive one.
It is generally agreed that most perpetrators of child abuse are parents or close relatives. For
example, the 2002 national data on child abuse in the USA released by the U. S. Department
of Health and Human Services (April, 2004) revealed that parents were the abusers in 77
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percent of the confirmed cases, other relatives in 11 percent. In addition, Sexual abuse was
more likely to be committed by males, whereas females were responsible for the majority of
neglect cases.
On the other hand, Table 2 shows data on the relationship of the abused child to the perpetrators extracted from the NFSR, Saudi Arabia. It illustrates that slightly more than one-third
of the total cases of child abuse (37.9%) were reported by either of the parents or relatives,
while approximately two-third of the cases were reported by others (which include: teachers, friends, house maids, neighbours, and healthcare professionals). Obviously, this data is
not claimed to be representative of the status of child abuse in the whole country since both
the registry and the program are at their early stage of life. In addition, these child abuse
reports failed to specifically identify the exact perpetrators of the child abuse incidents involved in the reports. Similarly, the section on Saudi Arabia, in the article by Al-Mahroos
(2007) that reviewed child abuse and neglect in the Arab Peninsula, did not mention the
perpetrators of child abuse cases that the article has outlined with the exception of two reported cases of child abuse committed by two housemaids and were documented by secretly hidden cameras. This shortcoming in data collection is probably related in some way to a
lack for a system of obligatory official legal and social interventions in child abuse cases in
Saudi Arabia.
Relationship to the
Child
Parents
Relatives
Others
Total

Male
63
10
133
206

Cases
Female
65
13
115
193

Total
128
23
248
399

%
32.1
05.8
62.1
100

Table 2. Relation to the Abused Child of Persons Reporting the Abuse

4. Controversies surrounding child abuse
In reality, the terms child abuse and child neglect are socially defined phenomena. Viewed on
technical and legal basis, beating up a child severely, or breaking his or her bones by a total
stranger, is likely to be considered by most, without hesitance, as a crime punishable by the
law. However, the same act of violence on the child, when committed by the child’s parent,
may, in many societies, raise some second thoughts that, despite the probable unequivocal
condemnation, may delay or prevent the initiation of necessary and appropriate forms of
intervention. In other words, child-abuse laws globally raise difficult legal, cultural and
political issues, putting the right of children to be free from harm on one hand, against the
right of families to privacy and the rights of parents to raise and discipline their children
without external interference, on the other. Accordingly, a number of complex issues are at
hand when trying to define a specific form of maltreatment. That is because definitions of
child abuse or maltreatment reflect cultural values and beliefs. Behaviors that are considered
abusive in one culture may be considered acceptable (e.g., corporal punishment) in another
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culture. Likewise, parental behaviors that are appropriate at one stage in a child’s development may be inappropriate at another stage of development. For example, the level of supervision needed for toddlers may differ from that for adolescents. On the other hand, another issue of dispute is the categorical definitions of child abuse or maltreatment. In other
words, while some consider a child as either abused or not abused, still others hold the
notion that the categorical definition approach fails to acknowledge that abusive and neglectful behaviors can differ markedly in terms of severity, the frequency and duration of
occurrence, and the likelihood that they will cause physical or emotional harm. Another
disputable dimension of defining child abuse is whether child maltreatment is defined on
the basis of the abusive or neglectful adult behaviors committed against a child (e.g., hitting
or shaking), or rather on the basis of the harm caused to the child as a result of such behaviors (e.g., displayed physical symptoms such as bruising or swelling). Further, as mentioned
above, there is the justified question of whether the intent to maltreat a child is a necessary
indicator of child maltreatment. In reality, there can be instances where abuse or neglect can
occur even though the perpetrator did not intend to commit it (for example, neglectful parents may have had no intention of neglecting their children).

5. Causes of child abuse
Child abuse occurs across socioeconomic, religious, cultural, racial, and ethic groups. The
causes of child abuse or maltreatment are numerous, multiple, and complex. There is no
single profile that describes all families within which child abuse occurs. On the other hand,
supportive, emotionally gratifying relationships with a healthy network of relatives or
friends may help minimize the risk of parents abusing their children, especially during
stressful life events. Based on this understanding, research has recognized a number of risk
factors commonly associated with child maltreatment. However, the presence of these factors does not necessarily always result in child abuse and neglect. In other words, the factors
that may contribute to child maltreatment in one family, such as poverty, may not result in
child abuse in another family.
Risk factors associated with child maltreatment have been grouped in four domains: parent
or caregiver factors, family factors, child factors, and environmental factors. The interaction
of multiple factors across these four domains is recognized to be underlying child
maltreatment incidents.
Parent or caregiver factors are related to personality characteristics and psychological wellbeing, history of maltreatment, substance abuse, attitudes and knowledge, and age. Family
factors that may increase the likelihood of child abuse include marital conflict, domestic
violence, single parenthood, unemployment, financial stress, and social isolation. Child
factors do not imply that children are responsible for being victims of maltreatment. Rather,
certain factors can make some children more vulnerable to abusing behavior. The age of the
child, his or her physical, mental, emotional, and social development, may increase the child’s
vulnerability to maltreatment, depending on the interactions of these characteristics with the
parental factors outlined above. Environmental factors are often present in combination with
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parent, family, and child factors. They include poverty and unemployment, social isolation,
and community characteristics such as violent neighborhoods, societal attitudes, and
promotion of violence in cultural norms and the media.

6. Types of child abuse
Child abuse constitutes all forms of physical and/or emotional ill-treatment, sexual abuse,
neglect or negligent treatment, exploitation (commercial or other types of exploitation),
resulting in actual or potential harm to the child’s health, survival, development or dignity.
The abuse takes place in the context of a relationship of responsibility, trust or power.
Some types of child abuse are naturally more common, such as cases of child neglect, than
other types, such as sexual abuse. Further, certain types of abuse are often difficult to
document or characterize, compared to other types that are readily evident in a number of
ways.

6.1. Physical abuse
Child physical abuse refers, generally, to the non-accidental use of physical force against a
child that results in harm to the child. Physically abusive behaviors include shoving, hitting,
slapping, shaking, throwing, pushing, kicking, biting, burning, strangling and poisoning. A
parent does not have to intend to physically harm his or her child to have physically abused
him or her. For example, physical punishment that results in bruising would generally be
considered physical abuse. Depending on the age and the nature of the behavior, physical
force that is likely to cause physical harm to the child may also be considered abusive; that
is, a situation in which a baby is shaken but not injured would still be considered physically
abusive. The fabrication or induction of an illness by a parent or carer (previously known as
Munchausen syndrome by proxy) is also considered physically abusive behavior (Bromfield, 2005; World Health Organization, 2006).

6.2. Emotional abuse
Emotional abuse (also called emotional maltreatment, psychological maltreatment or psychological
abuse) refers to a parent or caregiver’s inappropriate verbal or symbolic acts toward a child
and/or a pattern of failure over time to provide a child with adequate non-physical nurture
and emotional availability. Such acts of commission or omission have a high probability of
damaging a child’s self-esteem or social competence (Garbarino, Guttmann, and Seeley,
1986; World Health Organization, 2006). According to Garbarino, et al. (1986), emotional
maltreatment takes five main behavioral forms. Rejecting is whereby the adult refuses to
acknowledge the child’s worth and the legitimacy of the child’s needs. Isolating, involves the
adult cutting the child off from normal social experiences, preventing the child from forming friendships, and making the child believe that he or she is alone in the world. Terrorizing
is that the adult verbally assaults the child, creating a climate of fear, bullying and frightening the child, and making the child believes that the world is capricious and hostile. Ignoring
involves the adult deprives the child of essential stimulation and responsiveness, stifling
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emotional growth and intellectual development. Finally, corrupting involves the adult ‘missocializing’ the child, stimulating the child to engage in destructive antisocial behavior,
reinforcing that deviance, and making the child unfit for normal social experience. However, some scholars classify emotionally neglectful behaviors, such as rejecting and ignoring,
as a form of neglect. Obviously there is common conceptual ground between some types of
emotional maltreatment and some types of neglect, which serves to illustrate that the different maltreatment or abuse subtypes are not always neatly demarcated.

6.3. Neglect
Neglect refers to the failure by the parent or caregiver to provide a child, where they are in a
position to do so, with the conditions that are culturally acceptable as being essential for
their physical and emotional development and wellbeing (Broadbent and Bentley, 1997;
World Health Organization, 2006). Neglectful behaviors can be divided into different subcategories. Physical neglect is characterized by the parent’s or caregiver’s failure to provide
basic physical necessities, such as safe, clean and adequate clothing, housing, food and
health care. Emotional or psychological neglect is characterized by a lack of parents’ or
caregivers’ warmth, nurturance, encouragement and support; it is noted here that emotional
neglect is sometimes considered a form of emotional abuse or maltreatment. Educational
neglect is characterized by a parent’s or caregiver’s failure to provide supportive
educational opportunities for the child. Finally, environmental neglect is characterized by
the parent’s or caregiver’s failure to ensure environmental safety, opportunities and
resources (Dubowitz, Pitts, and Black, 2004).

6.4. Sexual abuse
Sexual abuse is complicated to define. Some behaviors are considered sexually abusive by
almost everyone; for example the rape of an 11 years old child by a parent. Other behaviors are much more equivocal, at least among certain sociocultural groups, such as consensual sex between 19 years old and 15 years old individuals. To judge whether behaviors such as the latter example constitute abuse or not requires a sensitive understanding
of a number of definitional issues specific to child sexual abuse. A general definition of
child sexual abuse proposes that child sexual abuse involves “the use of a child for sexual
gratification by an adult or significantly older child/adolescent” (Tomison, 1995). Similarly, Broadbent and Bentley (1997) define child sexual abuse as “any act which exposes a
child to, or involves a child in, sexual processes beyond his or her understanding or contrary to accepted community standards”. Sexually abusive behaviors can include the fondling of genitals, masturbation, oral sex, vaginal or anal penetration by a penis, finger or
any other object, fondling of breasts, voyeurism, and exhibitionism and exposing the child
to or involving the child in pornography (Bromfield, 2005; US National Research Council,
1993). Unlike the other abuse types, the definition of child sexual abuse varies depending
on the relationship between the victim and the perpetrator. For example, any sexual behavior between a child and a member of his or her family, such as parent or uncle, would
always be considered abusive, while sexual behavior between two adolescents may or
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may not be considered abusive, depending on whether the behavior was consensual,
whether any coercion was present, or whether the relationship between the two young
people was equal (Ryan, 1997). A cross-cultural review of child abuse concepts, however,
brings into consideration issues of religion and societal norms wherein all sexual behaviors outside the boundaries of marriage are outlawed or criminalized. In societies such as
in many Muslim countries, the question is not whether sexual acts are consensual or not;
rather, it is about whether or not the sexual acts are occurring between married individuals. In other societies, Australia for instance, consensual sexual activity between 20 years
old and 15 years old is considered abusive, while the same activity between unmarried 20
years old and 17 years old is not considered abusive. In some traditional societies, a marriage between an adult male and a below 18 years old girl can be legalized, and there does
not seem to be a cutoff age for females at which the marriage is permissible. In fact, in
some instances, some females may be made to agree to be married while they are as
young as 16 years old or below. The child abuse perspectives related to such instances are
very controversial even within such societies themselves.

6.5. Other forms of child abuse
There are additional forms of child maltreatment or abuse that have been identified by some
researchers (e.g., Corby, 2006; Miller-Perrin and Perrin, 2007). They include fetal abuse,
which involves behaviors by parent mothers that could endanger a fetus, such as the
excessive use of tobacco, alcohol, or elicit drugs. Other suggested forms of child abuse
include bullying or peer abuse, sibling abuse. One may argue that all these latter forms can
indeed be re-classified under the major subtypes of child abuse outlined above. The same
argument applies to the so-called institutional abuse (which involves the abuse that occurs
in institutions such as foster homes, group homes, voluntary or charity organizations and
child care centers) and organizational exploitation (e.g., child sex rings, child pornography,
child prostitution), and state-sanctioned abuse. One of the examples given for statesanctioned abuse is the so-called female genital mutilation in parts of the world, which
refers to the circumcision practice. This latter example is particularly controversial on crosscultural grounds.
It is occasionally argued that to distinguish between the different subtypes of child abuse
may be useful for better understanding and to identify them more thoroughly. However,
others argue that such a distinction may be slightly misleading because the reality tells us
that often there are no strong lines of demarcation between the different abuse subtypes,
and that abuse subtypes seldom occur in isolation. The existing evidence shows that the
majority of individuals with history of maltreatment report exposure to two or more
subtypes (Arata, Langhinrichsen-Rohling, Bowers, and O’Farrill-Swails, 2005; Higgins and
McCabe, 2000; Ney, Fung, and Wickett, 1994). In addition, some acts of violence against
children involve multiple maltreatment subtypes. For example, an adult who sexually
abuses a child may simultaneously hit them (i.e., physical abuse) and isolate or terrorize
them (i.e., emotional abuse). Similarly, when parents subject their children to sexual or
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physical abuse, the emotional harm and betrayal of trust implicit in these acts can indeed be
thought of as a form of emotional maltreatment.
The Saudi Arabian National Family Safety Registry (NFSR) has documented not only various types of child abuse but also multiple abusive events occasionally against the same
victim. Figure 2, therefore, shows the registered events of abuse across subtypes of abuse.
The physical abuse events represented 64.4% (N=397) of all events of abuse, followed by
neglect (N=286; 46.4%), sexual abuse (N=136; 22%), and finally emotional abuse (N=76;
12.3%) which is traditionally a more difficult to document than other types of child abuse.
The registered physical abuse incidents are further classified into sub-categories as shown in
Figure 3. Further, incidents of neglect are also classified into medical (25.9%), educational
(7.7%), nutritional (10.5%), abandonment (9.8%), and general (35.3%) subcategories of neglect. The sexual abuse events are classified into two subcategories: assault (50.9%) and
exploitation (49.1%).

Figure 2. Registered Events of Child Abuse across Types of Abuse

Of the total cases of child abuse (N=616), some cases involved multiple events of abuse hence
raising the total events of child abuse registered in the registry to 630 abusive events. Of these
events, 303 did not require admission to the hospital, while 327 were serious enough that
they required admission to various medical services as shown in Figure 4 below.
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7. Psychological sequelae of child abuse
Some stringent systems that organize actions related to child abuse cases are in place in
several countries. As a result, some parents who were proven to be abusive to their children
were separated from their children temporarily until remedial steps were taken to ensure
that harm was contained or removed and measures were in place to prevent recurrence. In
some instances, such separation was permanent. The central issue in this respect is whether
the abusive behaviors against a child by his or her biological parent are serious enough to
warrant the potential of severing the fatherhood and/or motherhood relationship with the
victim child despite the eternal biological connection linking both.

Figure 3. The Subcategories of Physical Abuse Events

In some countries, Saudi Arabia included, despite the establishment of somewhat elaborate
governmental bodies and regulations for addressing the problem of child abuse, the courts
remain reluctant to allow such bodies and regulations to intrude too far into the private
relations between parents and children. The result of such reluctance is that children are not
allowed to enjoy an affirmative right to be protected by the official bodies from violence and
other forms of maltreatment committed by their custodian parents in the privacy of the
home.
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Figure 4. Distribution of Admitted Cases of Child Abuse

With regard to the experience of the NFSP in Saudi Arabia, even after admission, there
seems to be some socio-medico-legal challenges that still face the NFSP and will require
further legislative and legal workup. To illustrate this point, some abused children who
were admitted to the hospital for medical intervention, were soon discharged by their
guardians against medical advice (see Figure 5 below), as there yet to be a legal system and
binding regulations that protect the abused child under treatment from being discharged
against medical advice by his or her guardian and, in some instances, to return to the same
environment in which the abuse took place.

Figure 5. Distribution by Discharge Status
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To promote an adequate understanding of the gravity of the psychological impact that child
abuse behaviors might inflict on their victims and the society as a whole, it is important first
to outline the normal basic needs of a child that are necessary for him or her to develop and
grow normally.
Child development is a result of a complex and dynamic process of interplays and shifting
influences on physical, emotional, sexual, social and cognitive development. However, the
development of the individual child is primarily a social process and the family is the
central social context within which this development occurs. In other words, the
psychosocial variables and encounters in the immediate surrounds of a child since birth are
both intrinsic components of his development and determinants of the outcome of the
developmental process. A family is a unique social system, whereby its membership is
based on a combination of biological, legal, affectional, geographic and historical ties (e.g.,
Carr, 2003); entry into the family system usually is through birth (or, less frequently,
adoption), and members can leave only by death. Severing all family connections is never
possible, a reality that often explains the deep and lasting psychological impacts of some
subjectively significant events experienced within the family boundaries by some
individuals. In modern times, with new forms of family structures such as single
parenthood, the traditional definition of the family may not be very useful (Walsh, 1993).
Hence, a child’s family may be conceived as a network of people in the child’s immediate
psychological field, which may include members of the child’s household and others who,
while not members of the household, play a significant role in the child’s life; for example, a
separated parent living away with whom the child has regular contact; a grandmother who
provides informal day care, and so forth. In clinical terms, the primary concern is the extent
to which this network meets the child’s developmental needs.
It is important that child abuse and neglect are placed in the context of what is more typical for
children to experience as they grow up. Studies that examined family life, in general population
samples reveal very great differences within the range of ‘normal’ family life and childrearing
patterns, with social class being one of the strongest influences (Creighton and Russell, 1995).
The development of parenting roles entails what Carr (2003) refers to as ‘routines’ for meeting children’s needs that include safety, care, control, and intellectual stimulation. Developing routines for meeting children’s needs for safety include protecting children from accidents by, for example, not leaving young children unsupervised, and developing skills for
managing the frustration and anger that the demands of parenting young children often
elicit. Failure to develop such routines may lead to accidental injuries or child abuse. Routines for providing children with food and shelter, attachment, empathy, understanding and
emotional support need to be developed to meet children’s needs for care in these various
areas. Failure to do so may lead to various emotional difficulties. Developmental needs for
control involve routines for setting clear rules and limits; for providing supervision to ensure that children conform to these expectations; and for offering appropriate rewards and
sanctions for rule-following and rule-violations that meet children’s need for control. Conduct problems may occur if such routines are not developed. Parent-child play and communication routines for meeting children’s needs for age-appropriate intellectual stimulation
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need to be developed as well, otherwise developmental delays in emotional, language and
intellectual development may result.
The impact of child mental health on child development and on the society as a whole is
well documented but under recognized. There is limited public awareness of how mental
health affects child development and societal wellbeing in general, and of how important
mental health needs can and should be met. The importance of mental health for normal
child development can hardly be over-estimated. Provision and supporting children’s
optimal social and emotional development results in positive outcomes for individuals and
society, including healthier behavior, greater school successes, improved relationships, and
economic savings. Parents, families and other significant caregivers, who are readily
available, responsive, and stable, are crucial for children’s optimal mental health, and these
relationships influence brain development from birth (Carr, 2003). Parents, teachers, and
other child-caregivers who care for and work with children need to be better informed
about milestones of normal, healthy child development to both reassure caregivers when
development proceeds within typical limits and to identify early warning signs that indicate
when assistance is necessary. Children and their families can be prepared, in situations of
unavoidable life challenges, for stress points and transitions, hence learning the skills to be
resilient in periods of stress and challenge, thus protecting and promoting mental health.
There are strong association between exposure to child abuse in all its forms and higher
rates of many chronic conditions. There is strong evidence from the Adverse Childhood
Experiences series of studies (Middlebrooks and Audage, 2008) that show correlations
between exposure to abuse or neglect and higher rates in adulthood of chronic conditions,
high-risk health behaviors and shortened lifespan. Child abuse is a major life stressor that
has consequences involving the mental health of an adult. For example, it has been
identified that childhood sexual abuse is a risk factor for the development of substancerelated problems during adolescence and adulthood (Dolezal, McCollum, and Callahan,
2009). The early experiences of child abuse can trigger the development of an internalizing
disorder, such as anxiety and depression. For example, adults with a history of some form of
child abuse, whether sexual abuse, physical abuse, or neglect, have more chances of
developing depression than an adult who has never been abused.
The psychological effects of child abuse are well documented. Children with history of neglect or physical abuse are at risk of developing psychiatric problems (Gauthier, Stollak,
Messe, and Aronoff, 1996; Malinosky-Rummell, and Hansen, 1993), or a disorganized attachment style (Lyons-Ruth and Jacobvitz, 1999; Solomon and George, 1999; Main and Hesse, 1990) that is associated with a number of developmental problems, including dissociative
symptoms, as well as anxiety, depressive and acting out symptoms. Further, a study by
Cicchetti (1990) found that 80% of abused and maltreated infants exhibited symptoms of
disorganized attachment, and when some of these children become parents, especially if
they suffer from posttraumatic stress disorder, dissociative symptoms and other sequelae of
child abuse, they may encounter difficulty when faced with their infant and young children’s needs and normative stress, which may in turn lead to adverse consequences for their
child’s social-emotional development.
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8. Conclusion
Human beings, and probably some animals, can go to great lengths and efforts in order to
care for and protect their children. Nevertheless, one must be aware that occasionally two
contradictory states may exist side by side: caring for children yet abusing them. Child
abuse is a complex phenomenon with multiple causes. The work towards eliminating this
phenomenon, therefore, is expected to be a task that is as complex as the phenomenon.
To address the problem of child abuse, one must first understand the causes in their real
depths. Such understanding requires those concerned with child abuse to approach the
issue on the basis of rational deliberations, rather than be driven by the passion and the
sympathy with the victims alone. Prerequisites for preventing child abuse are believed to
include understanding, in the first place, of why the abusive behaviors against children do
occur. In other words, it is important to understand to what extent a particular child-rearing
behavior is acceptable or deviant within a particular society or sociocultural group, and
whether such a behavior is common or different between groups. The underpinnings of
such thinking process include the acknowledgement of the ways in which children are
viewed in a given culture. One of the main questions here is that whether children are considered to be the property of the parents. Subsequent issues include the age until which,
according to cultural norms, the children require the protection and nurturance of their
parents, and the extent until which physical abuse is considered educational and, thus, acceptable. For example, among certain cultural groups it is considered normal, or even desirable, that girls get married during their adolescent life. This desirability involves the girls
themselves. Awareness of cultural factors, therefore, must remain high since they influence
all aspects of child abuse, from the occurrence and definition through its treatment and
successful prevention. Any intervention, to be successful whether for data collection, prevention or even increasing awareness, must take into consideration the cultural environment in which it is to occur. On the other hand, background or baseline conditions beyond
the control of families or caretakers, such as poverty, inaccessible healthcare, inadequate
nutrition, unavailability of education, can be contributing factors to child abuse. Social upheaval and instability, conflict and war, may also contribute to increases in child abuse and
neglect. It is believed that the prevalence of the compromised conditions, such as poverty
and political or social conflict, varies to considerable extents across the countries of today’s
world. Therefore, the means and mechanisms necessary for the fight against child abuse will
obviously vary across countries or societies with varying social, cultural, religious, and
resource factors. It seems, accordingly, that it is expected from those who are involved, at
local or international levels, with the issue of child abuse to be equipped with a thorough
cross-cultural understanding of the child abuse phenomenon.
Adequate data on child abuse in Saudi Arabia, and the whole Arabian Gulf region for that
purpose, is scarce and scattered (Al-Mahroos, 2007). This is probably due to multiple social,
cultural, and bureaucratic factors leading to seemingly a broad consensus at community
level on unbroken silence regarding child abuse phenomenon. The few cases that made
news in national media were involving tragic deaths or severe harm against children that
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were perpetrated by expatriate housemaids. Further, the vast majority of the proven or
suspected child abuse cases were medically reported (e.g., Al-Mugeiren and Ganelin, 1990;
Al-Eissa, 1991; Kattan, 1994). Very little is known about the less severe child abuse cases that
might have occurred in the community and were perpetrated by parents or relatives, since
lack of data does not necessarily imply low or no incidence of child abuse.
The religion of the country does not permit maltreatment of children. In the contrary, Islam
prohibits all kinds of maltreatment against human beings and animals by means of clear
verses in the Quran. Even the seemingly permissible corporal punishment has been
narrowly restricted by Islam in such a way that it effectively resembles a gesture of
disapproval rather than a means for bodily harm. To put it in the correct perspective, the
patterns of the reported child abuse in Saudi Arabia are similar to what are seen in other
parts of the world, proving that child abuse is an unfortunate tragedy shared by all
communities of mankind and is resistive to the teachings of all religions known by humans.
An additional dimension of child abuse in Saudi Arabia that requires further study is the
impact of the growth of wealth in the country during the last fifty years or so, which
involves tremendous changes in the society including a shift from extended to nuclear
family structures, changes from the traditional rearing up methods where grandfathers and
grandmothers played significant roles to a modern shape of families where a housemaid
plays a significant role in caring after the young ones in the family while both parents are at
work. Such housemaids are by and large unskilled workers who have left their own
families, and probably their own children, behind them for work in a culturally different
country. Intentional and unintentional indiscretions involving children can occur in such a
human context. However, this understanding can not attribute any significant portion of
child abuse in Saudi Arabia to expatriate housemaid even if the potential does exist.
The Saudi Arabian experience in the realm of child abuse, as outlined above, seems to be in
its conception stage. The workers in this realm, by and large, are driven by their own
interest in and concern about child maltreatment and their involvement is never a full-time
endeavor. The current state of affairs is reactive in nature, such that most of the NFSR child
abuse cases were captured during routine hospital visits following the occurrence of injuries
or other forms of child abuse that required medical consultation. One can not imagine the
number of child abuse incidents that have not been accounted for. The data presented from
the NFSR provides glimpses of the problem in rather a superficially descriptive fashion. The
individual characteristics of the abused children and their psychological and social profiles
would have provided an insight about why these particular children became victims of
abuse. In addition, the social and psychological profiles of their parents and their abusers
are likewise informative and necessary basis for future planning and legislating.
A full-fledging work against child abuse in Saudi Arabia is expected to include sound and
obligatory training of individuals who are likely to work with children and families, such as
physicians, psychologists, social workers, teachers, on all dimensions of child abuse issues in
order to enhance their abilities to recognize, predict, and intervene. Public awareness of child
abuse and its implications on the lives of children, families, and the society as a whole is probably
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a strategic objective for combating child abuse, and for which various official and non-official
bodies in the society can be recruited, such as schools, religious authorities, security forces, etc.
As mentioned earlier, several abused children who were admitted to hospital for treating
their physical and emotional injuries, were soon discharged by their guardians against
medical advice. There were no guarantees that the same cycle of abuse did not continue
against these children after their forced discharge from the hospital pre-maturely. The
treating physicians or clinicians had no jurisdiction to prevent such discharge. This legal
vacuum requires legislative efforts that are designed to allow children their right to be
treated and to be protected from abuse.
Finally, there is active work at various governmental levels to establish a legal and official
system to regulate child protection policies in the direction beneficial to the child. Until then,
children are largely on their own.
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Chapter 3

Recognizing the Co-Occurrence
of Child and Domestic Abuse in
Pregnancy and the First Postnatal Year
Anne Lazenbatt
Additional information is available at the end of the chapter
http://dx.doi.org/10.5772/49963

1. Introduction
Over recent years there has been an upsurge in research that has increased our knowledge
and understanding of how pregnancy and the first postnatal year can lay significant
foundations for positive child development. This new knowledge has created a consensus of
opinion about the need to develop early interventions to help young children get the best
start in life. Child abuse and maltreatment can have an impact early in an infant’s life, even
as early as pregnancy and the postpartum period and can affect infants’ physical and
emotional health, their learning and their capacity to form positive relationships throughout
their lives. Child abuse is a major and complex public health and social welfare problem,
caused by a myriad of factors that involve the individual, the family and the community.
We know that child abuse or neglect and general trauma, including the witnessing of
domestic abuse, are major threats to child health and wellbeing; they alter normal child
development and, without intervention, may have lifelong consequences [1].
Infant maltreatment is one of the most serious events undermining healthy psychological
wellbeing and development, and no other social risk factor has a stronger association with
developmental psychopathology [2]. Parents are almost always the perpetrators and in the
United Kingdom (UK) infants are eight times more likely to be killed than older children [3].
However, this may be only the ‘tip of the iceberg’ as some researchers suggest that well over
50% of fatalities due to maltreatment may be incorrectly coded as deaths due to accidents,
natural causes, or other factors on the death record [4]. Evidence highlights that no single
factor causes children to be maltreated, rather a ‘toxic trio’ of factors such as parental mental
illness, domestic abuse and drug and alcohol misuse, can increase the risk of neglect or
abuse. A recent NSPCC report shows that around 198,000 babies under one year of age in

© 2012 The
Author(s).
Licensee
InTech.
chapter
is distributed
under
the terms
of the
©
Lazenbatt,
licensee
InTech.
ThisThis
is an
open access
chapter
distributed
under
theCreative
terms ofCommons
the
Creative
Commons
Attribution License (http://creativecommons.org/licenses/by/3.0),
which permits
Attribution
License http://creativecommons.org/licenses/by/3.0),
which permits unrestricted
use, distribution,
unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited.
and reproduction in any medium, provided the original work is properly cited.

40 Child Abuse and Neglect – A Multidimensional Approach

the UK have parents who are affected by domestic violence, substance misuse or mental
health problems [5]. An analysis of UK Serious Case Reviews (SCRs) shows that at least one
of these three issues is present in many cases, and there is often a high degree of overlap of
these factors in cases of child death and serious injury [6]. There is as yet no definitive
explanation for this high incidence, though frailty and total dependence are important
features. However, it also seems likely that the very real demands and stresses placed on a
family by a newborn baby are almost certainly a factor.

2. Domestic abuse
Globally domestic abuse is also a major public and social problem, the prevalence and
universality of which is well-documented [7-14]. It is a serious infringement of women’s and
children’s Human Rights with a range of often serious health implications for women and
their children [15-19]. Its prevalence in society is shocking and unacceptable with on average
throughout the world one in four women experiencing domestic abuse at some point in
their lives [18]. The term ‘domestic abuse’ is used to describe violence perpetrated by an
adult against another with whom they have or have had a sexual relationship. This abuse
can take many forms including the physical (hitting, kicking, restraining), the sexual
(including assault, coercion, female genital mutilation), the psychological (verbal bullying,
undermining, social isolation) and the financial (withholding money, unrealistic
expectations with the household budget). The UK Department of Health’s (2002) [19]
definition is: “Any incident of threatening behaviour, violence or abuse (psychological,
physical, sexual, financial or emotional) between adults who are or have been intimate
partners or family members, regardless of gender or sexuality.”
Domestic abuse not only can be physically, emotionally, psychologically and socially
devastating to women, it can have similarly devastating effects on children [20-22]. Recent
research affirms the notion that few infants and children living with domestic abuse remain
unaffected by the experience [23-25, 22, 26], with one in 20 children witnessing frequent
physical violence between parents [26]. In addition, the stress of domestic abuse can
severely impair women’s parenting abilities, making them less able to care for their children
and more depressed than other women [27], factors that certainly would affect their infant’s
wellbeing [28]. The prevalence data suggests that there are very high numbers of children
living with domestic abuse and that it is difficult to protect children from exposure to the
effects of this violence. It is estimated that in the UK alone 750,000 children [29] are exposed
every year. More recent research suggests that one in seven (14.2 per cent) of children and
young people under the age of 18 will have lived with domestic abuse at some point in their
childhood [30]. For instance, the reports from two different studies which interviewed adult
participants reported 86% and 85% respectively that children were present either in the
same or adjoining rooms during an incident of domestic abuse [31, 32]. It is not only the
exposure to living with domestic abuse that creates vulnerability in children and young
people. Children living with domestic abuse are also more likely to be directly physically or
sexually abused. Numerous studies report on this problematic co-occurrence. The metaanalysis by Edleson [33] of 31 high quality research studies showed that between 30% and
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66% of children who suffer physical abuse are also living in a context of domestic abuse. The
variation is largely dependent upon research site and methodology, but either figure is
disturbing. The severity of violence is also relevant. Ross, for example, found that in a US
study of 3,363 parents there was an almost 100% correlation between the most severe abuse
of women and the men’s physical abuse of children [34].
The purpose of this chapter is to highlight how pregnancy and the first postnatal year
should be described as a ‘high-risk’ period for violence, prompting the initial episode of
domestic abuse, or an escalation of a pre-existing abusive relationship, and the effects of the
co-occurrence of child abuse during this time [35, 36]. The chapter is divided into sections
that cover issues such as: domestic abuse in pregnancy and early infancy and the
understanding of the impact that both domestic and child abuse have on both mother and
child; the impact of foetal abuse; domestic abuse as a child protection issue; the cooccurrence of domestic and child abuse in pregnancy; and the role of health professionals
especially midwives in recognising and reporting the co-occurrence of domestic and child
abuse. The chapter will also report on the findings of a larger study, which was conducted
between December 2008 and August 2009, and identified midwives’ knowledge, attitudes
and experience of domestic and child abuse. Although the evidence base is rapidly
expanding on midwives’ identification and management of domestic abuse, to the best of
our knowledge, no empirical work has been undertaken that focuses on how midwives,
working in either hospital or community settings, are assessing the co-occurrence of
domestic and child abuse in their client populations.

3. Domestic abuse in pregnancy and early infancy
A family problem such as domestic abuse is therefore clearly a child safeguarding issue.
Domestic abuse during pregnancy has emerged as a national and global health issue that
has the potential to harm a woman and her unborn child both physically and
psychologically. We know that pregnancy and the first year are critical stages in child
development, providing the essential foundations for all future learning, behaviour and
health. Adverse prenatal and postnatal experiences can have a profound effect on the course
of health and development over a lifetime. However, what is clear from the literature is that
child abuse is likely to escalate in frequency and intensity over time and may increase at
specific critical points, especially during pregnancy and the postpartum period [37] which
creates a complex problem because of its dual risks to both a mother and her unborn child
[38, 39]. The Confidential Enquiry into Maternal and Child Health estimates that 30% of
domestic abuse commences during pregnancy [40, 41] which is why it is acknowledged as a
high-risk period for domestic abuse. This period may prompt the initial episode or an
escalation of a pre-existing abusive relationship [42, 43, 37].
The findings of a review by Jasinki highlight several factors associated with pregnancyrelated abuse such as: poverty, low socioeconomic status; low levels of social support; firsttime parenting; unexpected or unwanted pregnancy; ethnicity; drug and alcohol abuse [44].
Prevalence rates for domestic abuse during pregnancy range from 1% to 20% depending on
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the definition of violence in the study, although most studies report prevalence rates
between 3% and 14% [45, 46]. Concurring with the article by Gazmararian et al. [44], World
Health Organization reported on 48 worldwide studies that show the incidence of
physically abused pregnant women was greater than 5% in 11 of the 15 countries studied
[47]. Additionally, between 13% (Ethiopia) and almost 50% (urban Brazil and Serbia and
Montenegro) of women in these studies reported that they were abused for the first time
during pregnancy [47]. Such findings suggest that domestic abuse during pregnancy is more
common than preeclampsia or gestational diabetes [46]. Domestic abuse also produces a
range of psychosocial effects upon the mother such as alcohol and drug dependence,
unemployment, homelessness, suicide attempts, depression, anxiety, and post-traumatic
stress disorder, and heightened maternal and foetal stress [48, 49]. In addition, pregnant
women experiencing violence are at a higher risk of becoming victims of homicide than are
pregnant women not experiencing violence [50, 51] and domestic abuse has been cited as a
prime cause of maternal deaths during childbirth [50]. Evidence shows that within the six
weeks following birth, eleven new mothers were known to have been murdered by their
male partners during 2000-02, and 14% of all the women who died during or immediately
after pregnancy (43 women) had reported domestic abuse to a health professional during
the pregnancy [52] Furthermore 12% of the 378 women whose death was reported to the
Confidential Enquiry on Maternal Deaths had voluntarily reported domestic abuse to a
healthcare professional during their pregnancy [50]. None had routinely been asked about
domestic abuse so this is almost certainly an under-estimate.
Although a causal relationship between exposure to violence during pregnancy and adverse
perinatal outcomes has not been clearly demonstrated, pregnant women who experience
abuse are more likely than are non-abused women to have conditions that place their
unborn child at serious risk [53]. Studies have shown that women attending accident and
emergency departments with physical injuries owing to violence are more likely to be
pregnant than women attending with accidental injuries [54]. Physical violence and trauma
during pregnancy increases the risk of foetal abuse, and the risk of adverse pregnancy
outcomes such as antepartum haemorrhage, urinary tract infections, premature birth, low
birth weight, placental damage, a prime cause of miscarriage or stillbirth, chorioamnionitis,
foetal injury and foetal death [38, 55, 56]. The risk for the unborn foetus is also considerable
as violence may increase rates of miscarriage, premature birth, low birth weight,
chorioamnionitis, foetal injury and neonatal death [57, 58, 38]. Infants under-one year are at
the highest risk of injury, or death [59], and it is estimated that around 39,000 babies underone in the UK have a parent who has experienced domestic abuse in the last year. However,
this underestimates the extent of domestic abuse, as it captures only physical violence and
not the full breadth of abuse that can operate within an intimate relationship such as sexual,
emotional, psychological and financial abuse. Infants as young as one year old can
experience trauma symptoms from witnessing domestic abuse. The situation where a
woman and her children are both abused by the same male perpetrator is common [60]. The
more severely a woman is harmed, the more severely her child is likely to be harmed [59].
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3.1. Effects of maltreatment on an infant’s early cognitive and psychosocial
development
Exposure to abuse affects every dimension of an infant's cognitive and psychosocial
development [61]. Development is taken in its broadest sense to include social, emotional,
physical, cognitive, language, temperament and fine and gross motor skills development
[62]. and abused children may be vulnerable across some or all of these areas. In particular,
the attachment relationship between an infant and their primary caregiver has a profound
impact on child functioning and future development [61]. Feeling secure, loved and having
a safe base to explore from and return to, are ongoing needs met by the parent-caregiver
relationship. Numerous studies, including some of the most comprehensive and well
controlled, have demonstrated that a secure attachment style is most associated with
parental behaviours that are consistently responsive to the child’s needs and provide
comfort during times of distress [63]. A disorganized attachment style has on the other hand
been consistently linked to caregivers who are often abusive and/or neglectful [64]. As a
result very young abused or neglected infants may be overwhelmed with intense negative
emotions, manifesting in incessant crying, inability to be soothed, feeding problems, sleep
disturbances, hyper-arousal and hyper-vigilance, and intense distress during transitions.
Toddlers may experience intense separation anxiety, wariness of strangers, social avoidance
and withdrawal, and constricted and repetitive play [65, 66]. Hesse and Main have
suggested that these behaviours characterize infants with a disorganized attachment style
and may be the result of fear in approaching a possibly maltreating caregiver who must also
be called upon to provide comfort [65]. Emotional neglect and early childhood deprivation
are potentially the most severe risk factors for impaired emotional or intellectual
development and are also found as cofactors in most cases of other types of child
maltreatment. Neglected infants have been found to have more severe cognitive and
academic deficits, social withdrawal and limited peer interactions than those who have been
physically abused [68]. The infant suffers either from quantitatively inadequate emotional
support, or else from only weak support, delivered by constantly changing individuals.
Emotional neglect leads to educational underachievement and difficulties in peer
relationships as well as to oppositional behaviour [66, 67].
Maltreatment may also inhibit the appropriate development of certain regions of the brain
[65, 69]. Two recent and wide-ranging reviews of research conclude that ‘there is
considerable evidence for changes in brain function in association with child abuse and
neglect’ [65]. And, ‘It is clear that early deleterious experiences can have significant negative
effects on the developing brain that may be long-term’ [70]. A neglected infant may not be
exposed to stimuli that normally activate important regions of the brain and strengthen
cognitive pathways. The connections among neurons in these inactivated regions can
literally wither away, hampering the child’s functioning later in life [71]. As a result, the
brain may become ‘wired’ to experience the world as hostile and uncaring. This negative
perspective may influence the infant's later interactions, prompting them to become anxious
and overly aggressive or emotionally withdrawn. Neglect and other forms of abuse may
also be associated with neuro-motor handicaps, such as central nervous system damage.
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Foetal abuse can also have effects on the developing infant’s brain, leading to childhood
anxiety and hyperactivity [72]. For instance substance abuse during pregnancy is common
and, unfortunately, may have many adverse effects, particularly on the infant, and
subsequent parenting and child development. These include an increased risk of foetal
alcohol syndrome (FAS), foetal growth restriction, abruptia placenta and premature
delivery. Infants may become dependent on drugs that they are exposed to in utero and
after birth suffer withdrawal symptoms [neonatal abstinence syndrome, (NAS)]. FAS mostly
occurs from teratogenic effects early in the pregnancy when facial features and internal
organs are at a crucial stage in their development. Brain damage from alcohol exposure can
occur at any time during pregnancy. Prenatal exposure to alcohol is the leading cause of
brain damage and development delay amongst children in industrial countries [73].
Although invisible, this alcohol-harm eventually shows up in learning disabilities and
behavioural problems, and infants with NAS may require prolonged treatment and spend
weeks or even months in hospital as a consequence [74]. Long-term neuro-developmental
and behavioural abnormalities are more common in infants exposed to substance abuse in
pregnancy, and these include lower intelligence quotient scores, delays in motor skills,
speech, perceptual and cognitive disturbances, and behavioural problems.
Recent neurological research suggests that the link between maltreatment and many of these
adverse health consequences is through stress and anxiety, which can influence the nervous
and immune systems, and can be ‘toxic’ for the developing brain [75]. Early exposure to
‘toxic stress’ can cause physical effects on an infant’s neurodevelopment which may lead to
changes in their long-term response to stress and vulnerability to later psychiatric disorders
[76,77]. Recent studies have found an association between childhood abuse and hormonal
disruption, manifesting in a dysregulation of the HPA (hypothalamic pituitary adrenal) axis
[78]. The HPA axis is not fully developed at birth and is thus subject to environmental
experiences that shape its activity, such as the buffering protection of a supportive
attachment from an adult. Most infants experience a decline in HPA activity during preschool years as they learn to cope with identify most threats as mild, and receive
appropriate and supportive feedback from parents. Infants faced with stressors such as
neglect, severe maternal depression, parental substance abuse or domestic violence,
however, may be at risk for poor regulation of the HPA axis [79], as these infants often do
not have access to parental support to regulate and manage their stress. This places them at
risk of experiencing severe and chronic states of stress that can have negative consequences
on functioning [80], and can also impact upon the parenting abilities of those infants when
they themselves become adults.
Exposure to stress during developmentally critical periods results in persisting hyperreactivity of the physiological response to stress, increasing the risk of stress-related disease
in genetically susceptible individuals [76, 81]. New technologies such as functional MRI
(magnetic resonance imaging) and PET (positron emission tomography) have enabled
scientists to identify the chemical and structural differences between the central nervous
systems of abused and non-abused young people [82, 83]. Many health problems, including
panic or post-traumatic stress disorder (PTSD), chronic fatigue syndrome, fibromyalgia,
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depression, some auto-immune disorders, suicidal tendencies, abnormal fear responses, preterm labour, chronic pain syndromes, and ovarian dysfunction can be understood, in some
cases, as manifestations of infant maltreatment [84, 85, 77].

3.2. Effects of maltreatment on infant’s emotional wellbeing and mental health
The earliest years of life are a critical period when infants are making socio-emotional
attachments and forming the crucial first relationships which lay the foundations for future
mental health [86, 87]. All types of maltreatment can affect an infant's emotional,
psychological and mental wellbeing, and these consequences may appear immediately or
years later. The immediate and longer-term impact of abuse can include anxiety, irritability,
eating disorders [88]. Longitudinal and retrospective studies cited by Balbernie [86] link
disorganised emotional attachment in infancy, as a consequence of abuse and neglect, to a
number of severe mental health problems in adulthood, such as depression severe anxiety,
addictions, drug and alcohol abuse, post-traumatic stress disorder, self-harming and
suicidality; and being bullied. Infants who experience rejection or neglect are more likely to
develop antisocial traits as they grow up and are more associated with borderline
personality disorders and violent behaviour [89,90]. Most common negative effects of sexual
abuse in childhood manifest in emotional and behavioural problems, post-traumatic stress
symptoms, depression, suicidal ideation and self-harm behaviours, anxiety, substance
abuse, aggression, self-esteem issues, academic problems, and sexualized behaviours [91].
Emotional abuse can have a severe impact on a developing child’s mental health, behaviour
and self-esteem, particularly when it occurs in infancy. Underlying emotional abuse may be
as important, if not more so, than other, more visible forms of abuse, in terms of its impact
on the child [65].

4. Impact of foetal abuse
Domestic abuse is clearly a child safety issue, and the unborn child is at significant risk from
harm. Violence against pregnant women has been referred to as ‘child abuse in the womb’
[92]. There has been concern for some time, particularly in the US about the issue of ‘foetal
abuse’, where a foetus may be damaged in-utero by acts of omission or commission [57, 56].
Men can physically harm a foetus by physically assaulting a mother and evidence suggests
that controlling men may be particularly violent to women when they are pregnant [93].
Also abdominal trauma resulting in placental damage, uterine contractions, or premature
rupture of membranes can directly lead to low infant birth weight [94]. Women who
experience abuse are more likely than non-abused women to have conditions that place
their foetuses at risk [95]. As stated previously, domestic abuse in particular causes
heightened maternal stress [48, 49], which is of critical importance during pregnancy
because the consequences extend to her foetus and, later, her newborn. Chronic maternal
stress increases cortisol levels [96], and during pregnancy, elevated cortisol levels lead to
decreased uterine perfusion and a decreased transfer of essential nutrients for foetal growth,
a contributory factor to intrauterine growth retardation. Cortisol also increases uterine
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irritability, contributing to the increased number of preterm births [97]. However, a causal
link between domestic abuse during pregnancy and adverse perinatal outcomes has not
been clearly demonstrated. These risks can be considerable as violence may increase rates of
miscarriage, antepartum haemorrhage, premature birth, low birth weight, chorioamnionitis,
placental damage, sexually transmitted infections, and effects on the developing infant’s
brain, foetal injury and even foetal death [57, 38, 39].
The Domestic Violence, Crime and Victims Act (2004) [98] which was introduced to increase
the protection, support and rights of victims and witnesses, has produced the biggest
overhaul of domestic violence legislation for 30 years. The Act aims to ensure better
protection for victims and bring more perpetrators to justice through civil and criminal law.
Legally, according to this Act if a miscarriage is caused by abuse, the assailant can be
charged under S.58 of the Offences against the Person Act, "using an instrument with intent
to cause a miscarriage", and if a baby is born prematurely as a result of an assault, and then
dies, the assailant may be charged with manslaughter [98]..One of the most consistent
empirical findings, however, is the delay of antenatal care among victims of violence [99]
which often results in inadequate care during pregnancy. Research indicates that many
abused women only begin antenatal care in the third trimester [100], and this may be a
serious risk factor for the foetus with the risk of pregnancy complications such as low birth
weight and premature birth [101].

5. Domestic violence as a child protection issue
Domestic abuse during pregnancy has the potential to harm both a woman and her unborn
child both physically and psychologically. This violence during pregnancy should be seen as
a complex problem because of its dual risks to both a mother and her unborn child [102, 103,
104]. However, assessing domestic abuse as a child protection issue has been relatively slow
in gaining health professional acceptance, even though the international evidence suggests
that there is a clear and irrefutable link between domestic abuse and the co-occurrence of
child abuse [105, 106, 107]. If a woman is being abused by a current or former partner, and
she has other children living with her, the likelihood is that they are being abused too.
Indeed, the situation where a woman and her children are both abused by the same male
perpetrator is common [60]. The more severely a woman is harmed, the more severely her
child is likely to be harmed [59].
Although pregnant women may experience domestic abuse in the same ways as women
who are not pregnant, it has only been recently that attention has been paid to the intricacies
of the relationship between pregnancy and child protection [44]. Evidence suggests that
domestic abuse during pregnancy, and the first six months of child rearing, is significantly
related to all three types of child maltreatment: child physical abuse, neglect, and emotional
abuse, up to the child’s fifth year, with children under one year being at the highest risk of
injury, or death [108, 59]. In addition, where it is believed that a child is being abused; those
involved with the child and the family should be alerted to the possibility of domestic
abuse. An association of between 45-70% has been found between a father’s violence to the
mother and his violence to the children [59].

Recognizing the Co-Occurrence of Child and Domestic Abuse in Pregnancy and the First Postnatal Year 47

6. Co-occurrence of child and domestic abuse
Children in violent homes face three risks: the risk of observing traumatic events, the risk of
being abused themselves, and the risk of being neglected [109]. There is strong evidence to
indicate that child abuse and exposure to domestic abuse often co-occur [110, 111], and that
a high proportion of infants and children living with domestic abuse are themselves being
abused, either physically or sexually, by the same perpetrator [110, 5]. According to
published studies, there is a 30 percent to 60 percent overlap between violence against
children and violence against women in the same families and many child deaths occur in
situations where domestic abuse is also occurring [11]. Although the studies on which these
ranges are based employ different methodologies (e.g., definitions of child and domestic
abuse, case record reviews, case studies, and national surveys), use different sample sizes,
and examine different populations, they consistently report a significant level of cooccurrence [104] and point to the importance of protecting the abused parent to ensure the
safety of the child.
Prolonged and/or regular exposure to domestic abuse can, despite the best efforts of the
parents to protect the child, seriously affects an infant’s development, health and emotional
wellbeing in a number of ways. Although, system responses are primarily targeted towards
adult victims of abuse, recently, increasing attention has been focused on children who
witness domestic abuse, as studies estimate that between 10 and 20 percent of children are at
risk for exposure to domestic abuse [111, 112]. A growing body of research suggests that
children who live in a household where mothers are being abused by a partner are
significantly affected, and experience considerable emotional and psychological distress [20,
113]. Living with or witnessing domestic abuse is identified as a source of “significant
harm” for children by the Adoption and Children Act (2004). In the US child abuse and
maltreatment have been reported to be a risk marker of domestic violence with each year
seeing an estimated 3.3 million children exposed to family violence and abuse [114]. There is
also evidence to suggest that in 75-90% of cases, children are in the same or next room when
their mother is being abused [115]. Indeed, Mullender et al [113,116] goes as far as saying
that in 90 per cent of incidents, infants and children are witnesses to the violence. Infants
may be greatly distressed by witnessing the physical and emotional suffering of a parent
[19, 104, 116], which can in itself, be psychologically and emotionally harming. This can
result in infants becoming more fearful, anxious, and depressed, having temper tantrums,
sleep disturbances, and consistently crying, and having extreme difficulties in nurseries and
play school [19].

7. The role of healthcare professionals
For some time health care and primary care professionals such as midwives, health visitors,
obstetricians, general practitioners and paediatricians have been acknowledged as having a
key role in child protection and family violence [117, 118]. They may be the first to detect
that a child is at risk, and the consequences of them failing in this recognition can be dire.
However, until recently the UK National Health Service (NHS) has largely ignored the
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problem of identifying women who access health services for injuries caused by domestic
abuse, while historically primary care health professionals have experienced difficulties
when attempting to identify an abused child [119, 57]. There are now many clear messages
from Government, professional organizations and research to indicate that health
professionals, such as midwives, should be actively involved in tackling these significant
public health and primary care issues [120, 121]. Historically, midwives have experienced
certain difficulties when attempting to identify either or both domestic and child abuse
[122]. These difficulties have led to low detection rates that are attributed to: midwives’
attitudes towards victims of abuse [119, 123]; their general lack of knowledge, education and
training; and a lack of understanding of their perceived professional role in addressing both
forms of abuse [124, 125]. Furthermore, in a review of fatal child abuse cases by the
Department of Health by Sinclair and Bullock [126] it was found that health professionals
were more likely than any other group to have knowledge of the child, and over a quarter of
children who died at the hands of their parents were unknown to social services. Also a
NSPCC publication, “What Really Happened?” [127] highlights how many infant deaths
and serious injuries could be prevented if all professionals within primary care were better
informed and equipped to identify family abuse. Although research in this area is
increasing, it is often difficult to determine the exact nature of the pregnancy-related
violence and this is posing difficulties for both practitioners and researchers, who need a
clear understanding of the relationship between domestic and child abuse and pregnancy in
order to develop risk assessment and screening tools and effective prevention and
intervention programmes. Worryingly, although abuse may begin or accelerate during
pregnancy few women report the problem to their primary care providers [125].

8. Midwives response to domestic and child abuse in pregnancy
The provision of care to families where issues of possible, or actual child maltreatment have
been raised is now seen as one of the most difficult and challenging areas of contemporary
maternity practice [128, 129]. Community midwives have always had a role in primary care;
however, there is now an explicit need for the profession to direct its attention to issues such
as domestic abuse. Even though evidence suggests that 35% of women already suffering
domestic abuse experience an increase during pregnancy, and the postpartum, they are
rarely identified by midwives [123,125). Midwives have experienced certain difficulties
when attempting to identify, either, or both, domestic and child abuse [125], and this finding
may represent a reluctance by midwives to discuss the topic of violence with their clients,
arising in many cases, from fears and anxieties about causing offence; revealing something
which may escalate out of control; of not knowing what to do if abuse is disclosed; of
embarrassment; or at a personal level identification with abuse either as a victim or
perpetrator [38]. However, this reluctance may also correspond in general to: midwives’
attitudes towards victims of abuse [123]; their general lack of knowledge, education and
training and available information about questioning and screening protocols [130, 125); and
a lack of understanding of their perceived professional role in addressing both forms of
abuse [124, 125]. Importantly, at a more basic level the opportunity to ‘ask the question’ may
not always be available i.e. a partner or other family member may be present [130].
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To assess and intervene appropriately to situations where domestic or child abuse are
known or suspected, midwives, managers and supervisors must have a willingness to
identify and report the abuse. They need to have had opportunities to undertake up-to-date
education and training and skills necessary to ask questions, and to offer the appropriate
multi-professional help and inter-agency support required [131] well as an understanding of
domestic violence risk assessment and safety planning in child protection [132]. In addition,
regular continual professional development updates should be available for all. The
Department of Health 2006 publication Domestic violence: a resource manual for health care
professionals [133] supports the need for education and training of health professionals, as
the majority of women will use the health care system at some stage in their lives.
The most important factor in identifying domestic and child abuse is the awareness that it
often commences or escalates during pregnancy. There are a number of physiological,
psychological, emotional and behavioural indicators which can alert a midwife and other
health professionals to the possibility of potential or actual abuse. Where abuse is suspected,
the midwife has a duty of care to routinely ask the woman about problems with
relationships, but only when it is safe to do so, i.e. not when a partner or other person is
present. The midwife must not put the woman or her/himself at any further risk. The
questioning must be undertaken very sensitively and very carefully. The midwife’s role and
responsibility is then to provide the appropriate response, believing the woman, showing
her that someone cares, not judging her, respecting her reasons and decisions to stay or
leave the relationship, offering her support, providing her with helpful information,
referring her to appropriate agencies, or any other action that may be required [130]. All
midwives should be aware of the services and resources [statutory, community and
voluntary] available both locally and nationally to a woman and children suffering domestic
abuse. Maternity services should be active in developing a multi-agency, interdisciplinary
approach in local procedures and services, to ensure a seamless and effective response to a
woman seeking help [128].
It must also be remembered that victims of domestic abuse may also be reluctant to disclose
abuse for a variety of reasons which include: reprisals from their partner; an outsider
becoming involved; embarrassment; and importantly fear of losing their children if social
services become involved. Research, however, has shown that often these women hope that
someone will realise that something is wrong and ask them about it [38,130]. Many women
may not spontaneously disclose the issues of child or domestic abuse in their lives, but often
respond honestly to a sensitively asked question [38]. For midwives routinely to ask women
about domestic abuse and to offer support and information is therefore an extremely
important issue in both community and primary care settings. However, although midwives
approve in theory of routine questioning about domestic violence, and also broadly agree
that it is their responsibility; in practice, only about two-thirds are happy to do it [134]. It
appears that routine enquiry about domestic violence during antenatal booking is
infrequent despite such enquiry being included in clinical practice recommendations and is
made less frequently than any other aspect of social history taking [135]. Practical and
personal difficulties, including lack of time, staff shortages, and difficulty in obtaining
sufficient privacy are frequently cited.
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9. Midwifery settings – Differences in community and hospital-based
Findings from research show that significantly fewer midwives in hospital settings are
addressing the issue of domestic abuse with their clients, as they appear to be driven by
more medically dominant organizational structures and targets, which result in them using
a more standardized form of care that stresses measures of efficiency, effectiveness and risk
management [125]. According to this study hospital midwives work in a setting that has an
ideology which places less emphasis on the psychosocial needs of the individual woman
and her child and more on providing care for women experiencing complications, and thus
public health issues are seen as low priorities. These findings are consistent with work by
Hunter [136] whose results suggest that the occupational ideology of the hospital midwife is
‘with the institution’ rather than with a more ‘woman-centred’ approach. On the other hand,
more midwives from community-based settings appear to follow more women-centred and
child-focused care.
Firstly, community midwives are able to create a healthy living environment for women
experiencing domestic violence, by asking about ‘abuse’ with their clients [137]. Secondly,
they integrate health promotion and health empowerment into the primary care setting by
working in partnership with the woman in their own homes, frequently talking to them
about issues such as domestic and child abuse, and are more aware of providing private
facilities in which woman can discuss violent relationships. Thirdly, they develop links with
other settings and with the wider community [138]. Community, midwives are more
empowered to use a joined-up approach that includes an understanding of evidence-based
research in the area, a clear knowledge of local and national multi-professional support
agencies, and inter-agency networks and refuges that allows them to give on-going and
appropriate information that in itself can empower women to make their own informed
choices about how to deal with abuse [125]. The Code of Professional Conduct exhorts
midwives to work collaboratively, to enable them to strengthen areas of practice by liaising
with other professionals and learning from them [139].
However, the biggest hindrance recorded for both hospital and community midwives is
the reluctance of a partner to leave the consultation. Recent changes in midwifery practice
designed to ‘empower women’ and demedicalize childbirth may in reality be reducing the
possibility of effective intervention i.e. the traditional concept of women-only space is
rapidly disappearing as more and more men are now accompanying their partners to
their antenatal and postnatal visits. Women now hold their own notes, eliminating
confidential documentation of suspicions of/or identified cases of domestic violence. This
can lead women themselves to feel emotionally unable to, or physically prevented from,
accessing support, either from their family and friends, or from statutory and voluntary
agencies. International research evidence illustrates that maternity services are no longer
woman-only spaces because women are now accompanied by their partners when
attending antenatal clinics, and partners are often present in primary care appointments
[128, 130].
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10. Multi-agency pre-birth child protection procedures
Research and experience indicate that very young babies are extremely vulnerable to abuse
and that work carried out in the antenatal period to assess risk and plan intervention will
help to minimise harm. Any concerns about the welfare of an unborn baby, or about the
future care of the baby when born should be shared with the appropriate agency at the
earliest opportunity, as plans for safeguarding may need to be put in place before the baby
is born. Antenatal risk assessment is a valuable opportunity to develop a pro-active multiagency approach to families where there is an identified risk of harm. The aim is to provide
support for families, to identify and protect vulnerable children and to plan effective care
programmes; recognising the long-term benefits of early intervention for the welfare of the
child. The UK Local Safeguarding Children Board (LSCB) have produced a set of procedures
that explain the action any person should take when they think a child needs protecting
because they may have been abused, or are at risk of abuse or significant harm [132]. They
also take into account any risk to the unborn child. They clarify the responsibility of the
various agencies involved, for reporting and investigating allegations of abuse. However,
the process of assessment is consistently criticized in inquiries particularly in relations to
professionals’ understanding of risk factors (Brandon et al. 1999). In assessing risk there is
sometimes a tendency to overlook the mother’s male partner.

11. Conclusion
Globally health services including maternity services play an important role in safeguarding
children. Within the UK health care professionals ensure that children and families receive
the care, support and treatment they need in order to promote children’s health and
development. Staff such as midwives, health visitors, obstetricians, general practitioners
(GPs), and other staff who work as members of the primary care, or hospital maternity team
have a safeguarding role to play in the identification of babies and children who have been
abused, those who are at risk of abuse, and in subsequent intervention and protection
services. In the UK we expect that every pregnant woman will have access to, and engage
with, high quality maternity services. It is also increasingly acknowledged that for the
majority of women, pregnancy and childbirth are normal life events and that care of these
women and their babies may be undertaken exclusively through midwifery-led services.
The universal nature of health provision means that maternity professionals such as
midwives and obstetricians are often the first to be aware that families are experiencing
difficulties. All health care organisations have a duty under the Children Act 2004 to make
arrangements to safeguard and promote the welfare of children and young people. Every
Child Matters marked a shift of focus from child protection to improving and promoting the
health and wellbeing of all children and incorporates several important themes.
However the evidence suggests that domestic abuse is a damaging social problem affecting
the health of many women and children within pregnancy and the first postpartum year. It
cannot be solved by one profession alone; however, the professional's role in identification
and referral plays a critical part in primary care co-ordinated response. In order for such a
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response to be effective, all professionals need greater exposure to and familiarity with
recommended good practice; and must be able to identify and support women and children
who are experiencing abuse with a joined-up approach that has adequate resources and
support of health service managers. Close inter-agency liaison is required with professionals
who are accountable and not afraid to challenge historical working practices, and who are
willing to work across traditional boundaries.
Importantly evidence shows it is possible to prevent abuse and neglect and that the
pregnancy and infancy offer a unique window of opportunity to work effectively with
families at risk. Although we know that sustained maltreatment can have major long-term
effects on all aspects of children’s health and mental wellbeing, and impair their
functioning as adults [81], many health professionals still remain unaware of these longterm health and wellbeing impacts on infants and younger children [119]. We know that
the earliest years of life are a critical period when infants are making socio-emotional
attachments and forming the crucial first relationships which lay the foundations for
future health and wellbeing [84]. All types of maltreatment can affect an infant's
emotional, psychological and mental wellbeing, and these consequences may appear
immediately or years later. Enhancing the prospects for healthy development in the lives
of maltreated infants therefore requires attention to enhancing opportunities for positive,
non-violent family and peer interactions. The evidence tells us that pregnancy and the
first year of life is a window of opportunity for preventive interventions and a crucial
time to reduce later emotional, psychological and developmental difficulties, and develop
stronger infant-parent relationships. The importance of preventing child maltreatment
and thereby its short and long-term developmental, health and mental health
consequences cannot be underestimated. Whilst efficiency savings are clearly key drivers
behind much of the recent ‘Early Years’ policy developments in the UK, it is also clear that
there are great opportunities to rethink and redesign how we support parents of very
young children. How midwifery, obstetrics, paediatrics, social care, education and
criminal justice professionals develop mechanisms for sharing resources and working
together creatively to meet the needs of families will be central to the success of this
preventative agenda.
Given new evidence that trauma in pregnancy and infancy alters the physiology of the
brain, it is time for all health and social care practitioners, teachers and counsellors to be
educated about the full health impact of violence and abuse, and to be trained to explore
these issues either as the true aetiology of the infant’s ill-health, or as an underlying
potentiating factor that has contributed to it. Nurses, midwives and health visitors as well as
specially trained safeguarding nurse practitioners need to develop an early trusting
relationship with parents and other family members to promote sensitive, empathic care of
their infant. Nursery school nurses also have a key role in the identification of infants who
may have been abused or are at risk of abuse. More and better training is needed to assist
health and social care professionals in making appropriate use of core assessments and the
common assessment framework (CAF) to support abused and neglected infants, and to
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ensure appropriate decisions are made about when to intervene. The availability of
appropriate treatments to meet the needs of these infants, however, still remains a challenge
[140]. Developing effective interventions and services is vital in order to support parents in
meeting their children’s health and wellbeing needs. A radical rethink of early intervention
services is underway, blueprints for integrated working are being developed, bringing with
them the opportunity to deliver meaningful and long term changes to the lives of young
children across the country. Primary prevention efforts could thus be marketed universally,
to further reduce the stigma associated with ‘parent training’: every parent can benefit from
parent skills training, not just the ‘bad’ ones.
Concerns over inadequate record keeping, poor information sharing, and communication
have also been raised by the Commission for Health Improvement [141] between NHS
organizations and other agencies with respect to violence and abuse [142]. Developing a
system that allows the sharing of information and statistics on abuse would immensely
benefit professionals and the families with which they work, as it could provide
interpretation of the multiple contributing factors associated with domestic and child abuse.
This information would provide baselines to establish education, prevention and treatment
programmes [112], to formulate benchmarks for performance evaluation, as well as allow
professionals to collaborate and provide assistance and protection to victimized children in
a more efficient and effective way. As Lord Laming states in his report:
“Improvements to the way information is exchanged within and between agencies are imperative if
children are to be adequately safeguarded. Effective action designed to safeguard the well being of
children and families depends upon the sharing of information on a multi-professional, inter-agency
basis [143].”
Finally the co-occurrence of risk factors for violence in pregnancy, where the health and
safety of two potential victims are placed in jeopardy [53, 54, 55] stresses the importance for
all health professionals and the primary care team to be able to recognize and report
domestic and/or child abuse at this time Identifying domestic abuse, however, may be a
useful risk factor for recognizing child abuse, which is clearly within the appropriate
domain of professionals working in maternity or primary care services. Although tensions
between the ‘best interests of the mother’ and the ‘best interests of the child’ are not always
easily responded to, Fleck-Henderso n [144] suggests that best practices for families, where
both children and women are at risk of violence, requires professionals to ‘see double;’
drawing from the knowledge and values of both perspectives to best meet the needs of these
families. ‘Seeing double’ should therefore apply to all professionals in every child abuse case
involving domestic violence.
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1. Introduction
Maltreatment is a complex problem affecting the lives of thousands of families and children.
In fact, not only is maltreatment a major societal issue carrying substantial socio-economic
costs in relation to medical and social allowances, but it also has devastating effects on child
development. There is thus a pressing need to better understand the dysfunctional interactions occurring between abusive/neglecting parents and their children in order to improve
evaluation and intervention strategies with these families. In the past few years, attachment
theory has provided a solid foundation for understanding the risk and resiliency factors
involved in the development of maltreated children and guided the development of assessment and intervention protocols for this at-risk population. Attachment theory and related
empirical studies thus provide relevant knowledge about the processes through which maltreatment may negatively impact child development, as well as the clinical applications and
best-suited practices for this population.
According to the ecological-transactional perspective child attachment is an important
protective factor for the development of children with a history of abuse and neglect [1]. More
precisely, this perspective [2]sustains that maltreated children's adaptation is affected by
several systemic levels, some closer to the child such as the system including family
relationships, and others more distal, such as the community and cultural values systems.
Though the ecological-transactional model acknowledges the influence of different systemic
levels, systems closest to the child are considered has having the greatest impact on child
development. Problematic and dysfunctional parent-child interactions, which are
characteristic of families subject to maltreatment, have a more direct effect on child
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development than more distant variables such as poverty or parents’ psychological state of
mind. Therefore, based on this model, parent-child interactions and child attachment to parent
act as relational mediating processes between distal systemic variables and child adaptation,
and thus become primary interventional targets for promoting child development.
The objective of this chapter is to present attachment theory as a useful framework for assessing and promoting parental competency in child protection cases. In the first section of
this chapter, we present key concepts of attachment theory, which are at the heart of all
attachment-based clinical protocols. In the second section, the two main attachment-based
intervention models are discussed: 1) the long-term model which addresses parents’ representations of attachment relationships, and 2) the short-term model which uses videofeedback to modify inadequate parental behavior. In addition to describing these intervention models, this section provides a review of studies having tested the efficacy of these
protocols with parents and children reported for child maltreatment. In the third and final
section, we present how a short-term attachment-based intervention protocol may be used
in the assessment of parental capacity in child protection cases.

2. Attachment theory: Key concepts
Studies in attachment have consistently shown the undisputed role of attachment in child
development. In particular, studies have repeatedly demonstrated that the quality of child
attachment to parent is one of the best indicators of the child’s mental health and later adaptation [3,4]. All children, with some rare exceptions, develop an attachment relationship
with their caregiver and view this figure, even if inadequate, negligent or abusive, as a potential source of comfort in stressful situations. The display of attachment behaviors by the
child stems from a biologically driven system in which the child is dependent on the caregiver’s responsiveness to their needs to ensure survival. As such, the child's capacity to form
a bond with a caregiver does not depend on the type of care received. What varies among
children is the quality of the attachment relationship developed towards the caregiver, i.e.
the degree of trust the child has towards the caregiver’s emotional availability, ability to
protect, comfort and soothe in distressing situations. According to attachment theory and
empirical studies, individual differences in child attachment behaviors are primarily based
on two types of factors. The first, proximal to the child, is quality of caregiving, while the
second is made up of more distal variables likely to affect parental care, such as the parent's
own state of mind in relation to past attachment experiences.
Quality of caregiving
Parental sensitivity and attachment security
Child attachment pattern to parent is closely linked to the latter's sensitivity, i.e. the parent’s
capacity to detect, interpret, and respond appropriately and within a reasonable delay to the
child's needs and signals [5,6]. Based on interaction experiences with a sensitive parent,
children learn, as early as 12 months of age, that their parental figure will help appease their
distress in stressful situations [7].Accordingly, by the end of their first year of life, children
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will be inclined to seek parental proximity in stressful situations to regulate emotions and
organize behaviors and, once comforted, to use their parental figure as a secure base from
which to explore [6].
Alternatively, an insensitive parent, who misinterprets or fails to respond to child signals,
encourages the development of insecure child attachment patterns. More specifically,
following repeated experiences with a rejecting or distant parent, the child is more inclined
to develop an insecure-avoidant attachment pattern, characterized by the minimization of
distress signals and proximity-seeking behaviors in order to suppress the activation of
negative emotions, which are difficult for the parent to manage. In response to more
inconsistent parental behaviors (sometimes sensitive, sometimes insensitive), the child is
likely to develop an insecure-ambivalent attachment pattern. This attachment pattern is
characterized by an exaggeration of distress signals and proximity-seeking behaviors by
the child towards the attachment figure in order to maximize chances of receiving parental
comfort. However, resistant behaviors with respect to physical contact and parental
comfort are also characteristic of this attachment pattern, resulting from the child’s anger
towards the parents’ inconsistency. While the distress of avoidant and ambivalent children
may not be adequately appeased, these children still manage to develop an attachment
strategy that organizes behaviors and emotions towards the attachment figure in situations
of stress.
Parental frightening/frightened behavior or extreme insensitivity and disorganized child attachment
While some children with an insecure attachment develop organized strategies to access the
attachment figure when distressed, others show a breakdown of attachment strategies or fail
to develop coherent approach strategies to gain access to the parent. In the presence of their
attachment figure, these children exhibit confused and disoriented behaviors, and may even
display frightened facial expressions or body postures. This particular group of children are
identified as presenting insecure disorganized attachment behaviors. Recent studies have
shown that mothers who demonstrate frightening or frightened behaviors during
interactions with their child (e.g. intense withdrawal, hostility, momentary state of
dissociation, facial expression of fear, hypervigilance, predatory behavior, sexualized or
deferential) are likely to promote the development of insecure disorganized attachment
behaviors in their children [8-10]. At the communication level, research has also showed that
mothers of disorganized preschooler tend to utter frightening remarks and ridicule their
child [11]. As Hesse [12] stated, children showing disorganized attachment behaviors are
caught in an unsolvable paradox: their potential source of comfort is also their source of fear
[13]. Disorganized children are therefore less likely to adequately explore their environment,
for their attachment system is chronically activated by feelings of fear or apprehension
caused by the presence of their attachment figure [14].
Disorganized attachment is the type of attachment most strongly linked in childhood to
socio-emotional adaptation difficulties, cognitive deficits, psychopathology, low self-esteem,
as well as psychopathology in adolescence and adulthood, including anxiety disorders,
dissociation, and suicidal thoughts [3,15-20]. Studies have also showed that attachment
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disorganization is maintained over time and evolves into a controlling strategy at the beginning of school age, where children becomes aggressive and punitive towards their parent, or
on the contrary, answer the affective needs of the latter [21,22]. This parent-child rolereversal phenomenon, commonly called "parentification", has often been observed in parent
and maltreated-child dyads [23].
Given that abusive and neglecting behaviors of maltreating parents are highly frightening
for children, it is not surprising to find that the majority of maltreated children exhibit
disorganized attachment behaviors, i.e., up to 86% are classified as insecure disorganized
children according to various studies [20,24]. In particular, a model by Main and Hesse [25]
propose that parents who have not been able to resolve past traumas from their own
childhood (abuse, loss) are likely to show short moments of dissociation, such as sudden
lapses with reality [26], altering their behavior when interacting with their child, which may
activate the child’s fear and attachment systems. In support of this hypothesis, a recent
study with a high-risk population has shown the mediating role of frightening parental
behaviors in the transmission of unresolved parent attachment representations (unresolved
loss or experience of abuse) to the child showing disorganized attachment behaviors[27]. A
second model,articulated by Lyons-Ruth et al. [8], suggests that it is the parent’s inability to
regulate thechild’s physiological and emotional states that contributes to the child’s
development of a disorganized attachment. In other words, the inability to face potentially
traumatizing events hinders the parent’s capacity to regulate the child’s own physiological
experience of fear[28].Hence, parents of disorganized children fail to repair situations that
elicit fear in their child. Instead of being sensitive following a frightening situation for the
child, these parents remain helpless or show hostility[8]. Through these extreme insensitive
behaviors, parents do not appease their child’s fear and attachment systems, but instead
actually exacerbate stress and become themselves an important source of fear for the child.
Parental state of mind with regards to attachment
Parental state of mind with regards to attachment refers to the representations of attachment
relationships and cognitive strategiesparents have developed since childhoodto organize
and understand present and past attachment experiences. Parental attachment state of mind
is an important precursor of child disorganized attachment as it is likely to interfere with
parental sensitivity. Notably, studies have demonstrated thatmothers of children with a
secure attachment are more likely to discuss attachment experiences coherently and make
metacognitive judgements (e.g. reflective functioning) to reassess the significance and the
meaning of past childhood experiences. Conversely, mothers of children with insecure
disorganized attachment are unable to solve past traumatic experiences (e.g. abuse, loss) [2930]. Their discourse has shown to be incoherent when describing past traumatic events and
related emotionsas well as sometimes disconnected from reality.
Abusive and neglectful parents are definitely at-risk of developing unresolved attachment
representations. Indeed, many of them have suffered sexual or physical abuse, or have been
abandoned and placed in foster homes in their childhood [1,31]. The personal background
of these parents, all too often filled with traumatic events, clearly puts them at risk of
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developing unresolved attachment representations. When painful experiences remain
unresolved, they continue to exert an (unconscious) influence on the parent's psychological
processes and behaviors, inhibiting the parent’sability to properly perceive, interpret and
adequately respond to the child’s needs and signals and thus contributing to the emergence
and maintenance of insecure disorganized attachment behaviors in the child.
Several studies have demonstrated the mediating role of maternal sensitivity in the
transmission of attachment from parent to child [32]. Another study of high-risk dyads
identified the role of frightening parental behaviors in the transmission of disorganization
[27]. Although studies having identified precursors to attachment disorganization in
maltreated children are scarce, findings stemming from the field of attachment support the
need to develop intervention protocols aiming improvements in parental sensitivity in order
to promote attachment security and reduce attachment disorganization [33].

3. Attachment-based intervention strategies and protocols designed for
maltreated children and their parents
Based on Bowlby’s [34] work and empirical studies on the intergenerational transmission of
attachment, Berlin et al. [35]suggest that interventions inspired by attachment theory should
be guided by three major therapeutic principals. The first two relate to intervention targets
and the way change is likely to occur. Attachment-informed interventions are concerned
with the promotion of child attachment security because it constitutes an important
protective factor in the development and well-being of the child. Therefore, key targets
should be empirically associated with child attachment. Whether target of intervention is to
change parents’ representations of attachment or behaviors with the child, in both cases,
emphasis is placed on the parent-child attachment which is used as the main intervention
vehicule to promote child attachment security and optimize child development. The third
principal refers to the intervention process in which a relationship of trust between parent
and practitioner, the latter in the role of a secure base for the parent, is necessary to promote
change.
For the past few years, several intervention protocols have been developed based on
research in the area of parent-child relationships and attachment. Accordingly, two metaanalytic studies [33,36] have shown that short-term behavioral interventions aimed at
changing parental behavior towards the child are more effective in improving parental
sensitivity and child attachment security and reducing the incidence of disorganized
attachment behaviors, than those aimed at changing parental representations or providing
parental social support. However, none of the studies included in these meta-analyses
exclusively examined maltreating parents and their children. Recently, three
majorattachment-based intervention protocols have emerged as effective for improving
child attachment security of maltreated children. These protocols, which are either shortterm (approximately 6-10 weeks) or long-term (approximately 20 weeks to 2 years), have
been developed for mother-child dyads in infancy and preschool age, and usually involve
weekly home visits. Long-term protocols aim mainly the modification of parents’
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representational models, while short-term protocols focus on the modification of parental
behaviors. In both models parent and child are present during intervention sessions, but in
long-term protocols, parents may receive social support and participate in separate
individual psychotherapy sessions.
Long-term protocols: The modification of representational models
Changing representational models refers to the modification of representations of the self,
others, and attachment relationships developed by the parent throughout the years. The
therapeutic objective is to bring the parent to understand how their representations of their
child and of their relationship can be inadequate, distorted, and linked to insecure
representations of past childhood relationships. According to Bowlby [34], the parent’s
capacity to give new meaning to attachment representations is possible through open
dialogue, in which the therapist supports the parent in the reinterpretation of past
childhood experiences and the recognition that these experiences may affect the actual
quality of caregiving towards the child. According to this model, it is this reflective process
that promotes parental responsiveness, sensitivity, and availability, which in turns foster
child attachment security and development.
The Infant/Child-Parent Psychotherapy (IPP or CPP)
The intervention model developed by Fraiberg et al. [37] with parents and infants, and later
extended by Lieberman and Van Horn[38]to parents and preschoolers, is centered on the
modification of representations. CPP has its origin in attachment theory, developmental
psychopathology, and trauma theory [38].The principal assumption of the IPP/CPP is that
difficulties in the parent-child relationship (parental insensitive behaviors) are not only due
to deficits in parenting knowledge and skills, but also, and most importantly, to insecure
internal representational models developed by the parent in response to past childhood
experiences. In particular, this intervention involves dyadic therapy sessions in which the
therapist uses the child’s naturally occurring play behaviors with the parent as a way to
translate the developmental and emotional meaning of the child’s behavior towards her
parent and improve mother-child interactive quality [39,40].This approach is mostly supportive, nondirective, and non-didactic, and includes developmental guidance based on the
parent’s concerns, or other strategies like role modeling, emotional support or insightoriented techniques to promote, through a trusting therapeutic relationship, the parent’s
understanding and empathy towards the child [39,41].
Several studies have assessed the efficacy of CPP and IPP for maltreated children and their
mothers. For example, the study conducted by Cicchetti et al. [41], noteworthy for its
randomized control trial, compared the IPP to a Psychoeducational Parenting Intervention
protocol in which mothers were giving didactic training in child development, parenting
skills, coping strategies, and assistance in developing social networks in order to promote
overall parenting skills. A randomized control trial, which involves random assignment of
participants to an experimental group (receiving the intervention) and a control group
(without intervention, or receiving an intervention having different targets and objectives
from those of the experimental group), constitutes an extremely rigorous method that allows
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one to conclude that observed effects are due to the intervention and not simply explained
by the passage of time, or other confounding variables. In this study, both intervention
protocols involved mothers and their child (mean age=13 months), and dyads were met at a
frequency of one session per week during one year. These two protocols were compared to
two other groups: 1) a community standard control group, which received the usual
community services available to maltreating families, and 2) a normative comparison group,
which consisted of non-maltreating, high socioeconomic risk families from the community.
Results of this study indicated a substantial increase in secure attachment and a substantial
decrease in disorganized attachment for children in the IPP and Psychoeducational group
compared to those in the community standard services and normative comparison groups.
However, no intervention effect was observed regarding maternal sensitivity. Moreover, a
second study with the same sample revealed significant differences in stress (cortisol)
regulation trajectories over time as a function of intervention groups [42]. More specifically,
children receiving community standard services showed more dysregulated trajectories of
stress (cortisol) beginning mid-treatment, in comparison to children in the IPP and
Psychoeducational Intervention groups, for whom trajectories remained similar to those of
non-maltreated children across time. In another study, this team also examined the effect of
CPP on preschool children’s (4 years old) representations of self, mother and relationships
[43]. Using a randomized control trial, mother-child dyads were assigned to CPP, a
Psychoeducational Parenting Intervention, or a community standard services group.
Children in the CPP group showed significant decreases in negative representations of self
and mother, as well as increases in their positive mother-child relationship expectations.
Results by this research team thus support the efficacy of the IPP and CPP as successful
long-term interventions in altering the predominantly insecure attachment organizations of
infants and preschoolers from maltreating families, which is not the case with typical
intervention services. These results point to the importance of providing services early on in
the child’s development by working jointly with the parent-child dyad in order to promote
child attachment security, remediate early developmental difficulties, and prevent the
development of later psychopathology.
Other studies by Lieberman et al. [44] assessed the efficacy of the CPP with mothers and
their preschooler (3-5 years old). Using a randomized control trial, these researchersprovided dyads witha one-hourintervention session per week, for an average of 50 weeks. CPP, as
a preschool version of the IPP, targeted changes in maladaptive behaviors through developmentally supported and appropriate interactions; and guided mother-child dyads in
creating a joint narrative of traumatic events while working towardsa resolution. The efficacy of the CPP on variables such as child behavior problems, post-traumatic stress symptoms,
and presence of life stressors, was compared with a regular case management group which
included individual psychotherapy with mothers. Study results showed a decrease in behavioral problems and post-traumatic stress symptoms for children in the CPP group in
comparison to the case management group. Ata 6-month follow-up of this sample, reductions in child behavior problem were maintained, showing that the effects of the CPP were
stable across time [45]. According to the authors, CPP assisted parents in finding effective
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ways to processtheir own traumatic stress, which in turn improved child emotion regulation
and aided in the correction of child cognitive distortions. However, while this study presents excellent methodological qualities, it did not measure parental sensitivity or child
attachment.
CPP has also proven its’ feasibility and effectiveness in a community and clinical setting as
part of the Florida’s infant and Young Child Mental Health Pilot Program designed for
maltreating parents and their children (0-5 years old) [39]. Osofsky et al. [39] found
improvements in parental sensitivity and responsiveness, and positive parental discipline.
In addition, children showed improvements in positive affect, problem-solving or motor
development, and mother-child dyads showed more reciprocal exchanges. This study did
not however include a comparison or control group with random assignment.
Short-term protocols: Modification of parental behaviors
Changing parental behaviors refers to the modification of inadequate, insensitive, and
frightening parental behavior into more sensitive caregiving behaviors. The therapeutic
objective is therefore to bring parents to recognize, interpret, and properly respond to child
distress and exploration signals. Video feedback has been considered as avaluable strategy
to attain this objective. After filming a parent-child interaction, the therapist views video
sequences with the parent in order to reinforce the latter’s positive and sensitive behaviors
towards the child. Video feedback allows the parent to witness personal positive behaviors,
appropriate parenting skills, and most importantly their positive effect on child behaviors.
Also, by highlighting the parent’s strengths, this approach allows both the parent and the
child to experience a new and pleasant relational exchange. According to this model, it is
through these positive experiences that parents give new meaning to their relationship and
increase their responsiveness, sensitivity, and availability towards their child, which in turn
foster child attachment security and development. Although some parents may present
limited strengths at the start of the intervention, emphasizing even simple positive behaviors such as saying “good job” to the child, can help the parent reconsider negative selfperceptions and discover hidden strengths, which can then lead to an increase in parental
sensitivity. Once this is possible, positive behaviors may be consolidated and applied to
other parent-child interactive situations [46].
To date, however, only two research teams have assessed short-term protocols based on
attachment theory for maltreated children and their parents: the Moss, Dubois-Comtois,
Cyr, Tarabulsy, St-Laurent, and Bernier (2011) research team [47] and the Bernard, Dozier,
Bick, Lewis-Morrarty, Lindhiem, and Carlson (2012) research team [48].
The Attachment and Behavioral Catch-up protocol (ABC).
The ABC is a short-term attachment-based intervention consisting of 10-weekly home visits
for which both the parent and the child are present. The main objective of the ABC [48] is to
enhance sensitive, nurturing care among parents and to decrease frightening behaviors
towards the child. While each session has a specific focus, the intervention aims mainly at
helping parents become more nurturing towards their child especially when the latter
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shows signs of distress. Parents are also encouraged to be sensitive to child needs despite
the fact that some children may show rejecting behaviors (session 1 and 2). The
practitioner’s goal is therefore to help parents reinterpret their child’s behavior, as well as
their own personal issues, which may stem from past childhood attachment experiences and
interfere with their present ability to provide sensitive care (session 7 and 8). In situations
when the child is not in distress, parents are encouraged to support the child’s exploration
and feelings of competency. This is accomplished by following the child’s lead with delight
during moments of play (session 3 and 4). Parents are also asked to monitor their own
overwhelming or intrusive behaviors towards their child during play activities (session 5
and 6). The practitioner thus uses structured activities to help parents enact particular skills.
The practitioner also comments on parents’ behaviors during these activities, as well as
through video-feedback sessions in order to reinforce their positive parental behaviors,
strengths, and understanding of the session content. The last two sessions are used to
consolidate gains acquired during the first 8 weeks of intervention. Finally, weekly
homework is assigned so that parents can practice the use of their newly developed skills
and record their own behaviors and those of their child throughout the week.
Bernard et al. [48] tested the efficacy of the ABC with parents and children (1-2 years old)
reported to child protection services. Using a randomized control trial design, dyads were
assigned to the ABC or a control intervention group, i.e., the Developmental Education for
families (DEF), which aims the enhancement of cognitive and linguistic development of the
child. Although child attachment was not assessed before the intervention, results from the
1-month post-intervention follow-up revealed a higher proportion of securely attached
children and a lower proportion of disorganized children in the ABC group than in the DEF
intervention group. These results support the efficacy of short-term attachment-based
interventions for improving attachment security and decreasing later incidence of
psychopathology in high-risk samples.
The Attachment Videofeedback Intervention (AVI)
The Attachment Video feedback Intervention, developed by Moss et al. [47] is a short-term
attachment-based intervention for parents and their children consisting of 8-weekly home
visits. The fundamental strategy of this approach is to focus on parental positive behavior to
help the parent witness personal strengths and promote change. More specifically, during
each intervention session of approximately 90 minutes, the practitioner reinforces the parent’s sensitive behavior through a video-feedback discussion with the parent following a
filmed parent-child interactive sequence. At each session, activities and toys are proposed to
the dyad according to child age and parental behaviors to be modified. For this 10 to 15minute filmed activity, the parent is given only one instruction targeting specific aspects of
parental sensitivity to be improved (e.g. follow your child’s lead, describe what your child is
doing, describe your child’s feelings during the activity). For younger children, caregiving
activities such as breastfeeding or bath time can be used as filmed interactions. Following
this activity, a video-feedback discussion of approximately 20 minutes is conducted by the
practitioner who watches the interaction sequence with the parent. At first, the practitioner
intentionally stops the film during positive moments in order to reinforce the parent’s sensi-
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tive behaviors towards the child, reciprocal interactions, and moments when the parent had
a positive impact on the child. The practitioner also inquires about the parent’s feelings and
thoughts during specific moments. The parent is also invited to share observations relating
to the self and the child (see Table 1 for a description of a typical session).Intervention sessions also include a discussion with the parent regarding attachment related themes, emotion regulation, and concerns regarding the child (e.g. anger, discipline). While the first
video feedback session emphasizes child behaviors (e.g. proximity seeking, exploration,
meaning of distress signals), the focus is gradually shifted on to parents’ behaviors (e.g.
interpretation of signals, adequate and nurturing responses).
Moss et al. [47] tested the efficacy of the AVI with parents and children (0-5 years old)
reported to child protection services. Using a randomized control trial, dyads were either
assigned to the AVI or to a case management control group receiving regular child
protection services. Results revealed that parents exposed to the AVI were more sensitive
after the intervention than those who received the usual servicesof the child protection
services. Substantial increases in attachment security and decreases in attachment
disorganization were also found for children of the AVI group. In addition, a decrease in
behavior problems was observed for older children of the intervention group. Results of this
study clearly support the value of short-term attachment-based interventions as a costeffective means for improving child attachment security as well as for promoting sensitive
caregiving behaviors in parents identified as neglectful and/or abusive, and at-risk of having
their parental rights terminated.
Overall, attachment-based intervention protocols represent promising and valuable
intervention strategies for maltreated children and their parents.Given the relatively
limited number of studies on intervention strategies for maltreated children and their
parents, determining whether one type of protocol is more effective than another is
premature. It is also difficult to determine the distinct benefits of short versus long-term
programs, or best-suited intervention target (parental representations and/or parental
behaviors). We can only deplore the rarity of studies that have evaluated the medium to
long-term effects of these interventions. Accordingly, greater research is needed in order to
examine whether the beneficial effects of these seemingly promising interventions are
maintained over time.
Studies must also consider the potential influence of variables that can moderate the efficacy of
intervention protocols (e.g. parental mental health, parental attachment state of mind, domestic violence). For example, some variables may influence the ability of some parents and children to benefit from specific types of intervention. In particular, studies have shown that
mothers who have experienced trauma during their own childhood or have unresolved attachment representations in response to loss or past experiences of physical or sexual abuse,
do not profit from a behaviourally-driven attachment-based intervention aiming the improvement of parental sensitivity [49,50]. Perhaps, sensitivity is more likely to improve if parents are able to witness their inappropriate, and sometimes frightening, behaviors in relation
to their child. This hypothesis is supported by results from the Bernard et al. [48] study in
which sessions specifically aiming the identification of parental frightening behaviors were
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integrated into the intervention protocol, and for which child attachment disorganization
decreased and child attachment security improved. However, this study did not examined
intervention effects on parental sensitivity. In addition, while the Moss and al. study [47] did
not specifically target parental frightening behaviors during video-feedback sessions, they
attributed part of their success to the training received by clinicians working with the families.
Not only were clinicians trained by attachment researchers (experts) in the recognition of children’s distress signals and parental sensitive/insensitive behaviors, but they were also trained
in the identification of parental frightening, extremely intrusive, and helpless behaviors. As
suggested by Bakermans-Kranenburg et al. [33], to reduce child disorganization and its correlates, interventions should focus on both improving parental sensitivity and reducing parental
frightening behaviors.
The clinician as a secure base for the parent
According to Bowlby [34], in order for intervention strategies to be effective, it is essential
that the therapist be perceived as a secure attachment figure by the parent. By listening,
being available and consistent, the therapist can be viewed as a sensitive personwho can
help the parent find new meaning to past and current attachment representations or behaviors towards the child. By accompanying the parent in the re-interpretation of childhood
experiences and by having the parent discover personal strengths, the therapist helps the
parent experience a significant and gratifyingrelationship with another adult. The parent
canthen refer to this new sensitive attachment figure to better interpret and appease their
own distress as well as that of their child. The practitioner's empathy and ability to proceed
with therapy in a progressive manner, respecting the parent's rhythm, are key elements for
the development of a relationship of trust and the promotion of changes in the parent-child
relationship. The more the parent learns to rely on this relationship of trust, the more the
parent learns to become his or her own security base.
Beyond these qualities, practitioner training and supervision are essential aspects of successful intervention protocols with parents. Research has shown that clinicians who intend to
apply intervention strategies based on the principles of attachment theory must acquire indepth knowledge of the theory and of child developmental processes, and must develop
excellent observational skills with respect to parent-child interactions [51]. For example, in
the Moss et al. [47] study, the training, which included the presentation of multiple video
case-studies, focused on the teaching of attachment theory concepts as well as associated
intervention techniques. In addition, the appropriate attitudes to be adopted by clinicians
partaking in the intervention protocol were clearly written out in the intervention manual
received by clinicians during the training. Moreover, clinicians learned to be flexible and to
make appropriate judgments in order to adequately adjust themselves to the particular
needs of each family, the age of the child, and the complex problems surrounding families.
In order to ensure the integrity of the intervention, regular supervision was also offered to
clinicians. Supervision was carried out by a psychologist, whom also was an expert in attachment and the application of the AVI. As indicated by Olds [52] and Goodson, Layzer, StPierre, Bernstein, and Lopez [53], the absence of extensive training makes prevention or
intervention efforts ineffective, and can even exacerbate the difficulties already present in
the parent.
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Phases

Duration

1.

Arrival at the 
home

10 min.

2.

Discussion



20 min.

Relational intervention session
Brief review of events which affected the parent and child since
the last encounter





3.

Filmed
playtime



10-15
min.







4.

Video feedback



20 min.





5.

End of session



10 min.



Theme chosen by the parent
Theme related to parent-child relationship, emotional
regulation or parent's preoccupations concerning parent-child
relationship (e.g. bedtime, discipline, etc.)
Allows practitioner to develop relationship of trust with parent
and helps the latter to make links between her present parental
preoccupations and how she interacts with her child

Parent-child interaction filmed during playtime activity
Activity and toys supplied by practitioner in accordance to the
child's age and dyadic aspects to be worked at (e.g. physical
proximity, child's need to explore, interpreting child's distress
signals, etc.)
A single instruction is given to the parent (e.g. to act as usual,
follow her child's rhythm, imitate her child, etc.)
No intervention is made during interaction; the practitioner is
merely an observer

Video feedback done by practitioner who views the interaction
sequence with the parent
Practitioner asks parent how she feels and what she notices of
herself and her child
Practitioner intentionally pauses at positive moments where he
reinforces parental sensitivity, reciprocity and moments when
the parent has a positive impact on her child

Homework: Practitioner encourages the parent to reproduce an
activity with her child during the week

Table 1. Progress of an Attachment Video feedback Intervention session according to a protocol by
Moss and Colleagues
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Figure 1. Development of the maltreated child and attachment-based intervention targets to promote
child development

Figure 1 presents the intergenerational transmission of child attachment disorganization and
the compromised development of maltreated children. It also illustrates how the different
therapeutic principals can guide and act as important elements in the process of change and
modification of the parent-child relationship.

4. Applying attachment-based intervention in a new context: The
assessment of parental capacity in child protection cases
While the contribution of attachment theory in the assessment of parental capacity in child
protection cases has been proposed by many researchers [54-57], key concepts of this theory
have rarely been integrated intoassessment protocols. This is surprising given that attachment theory is closely linked to the concept of parental capacity, i.e., the parent’s capacity to
care for their child, to protect from potential threats, and to offer an environment that promotes child emotional, cognitive, and physical development [58].A competent parent, in
terms of parenting capacity, is able to adapt to the inherent developmental changes of their
child: not only is the parent sufficiently competent in responding to the child’s needs while
adjusting to the child’s changing developmental capacities, but the parent is also able to find
solutions to the daily struggles encountered as a parent [54,58]. It is through a high-quality
relationship, in which the parent demonstrates interest, respect, and sensitivity towards the
child that a parent’s competency becomes apparent [59]. The concept of parental competency is therefore closely related to the concept of parental sensitivity, as defined by attachment
theory.
The assessment of parental capacity in cases of children reported for abuse or neglect is
particularly important, in that it often informs the court of the child’s best interest. Specifically, it
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plays a role in whether the child should be removed or not from his family of origin, and if
removed, the type of placement suggested for that particular child. This assessment is
subsequently used by clinicians as a way to determine the most appropriate intervention plan for
the family. Therefore, the assessment of parental capacity plays a major role in the life of a child.
Given the seriousness of the decisions made following theseassessments, it is important that they
be carried out by carefully trained professional, for whom personal biases do not interfere with
the objectivity of the evaluation process. Many, concerned with the quality of parental capacity
assessments, have suggested guidelines for evaluators. For example, the American Psychological
Association (APA) suggested guidelines regarding the necessary professional competencies
required for the evaluation process, as well as the ethical considerations to respect during
assessments of parental capacities [60].Other researchers and clinicians have highlighted key
elements to consider in such evaluations [54,61-64]. In particular, Budd [61,62] carefully outlined
a list of principles that should guide such evaluations.
The first principle proposed by Budd [61,62] is that assessments of parental capacity should
center on the parent’s limitations and strengths, as well as on the quality of the parent-child
relationship. This principal rests on the idea that parental capacity should be understood in
response to child needs, that is, how the parent’s limitations and capabilities may be
potential risk or protection factors for the child, and how they may influence the parent’s
ability to profit from clinical services. Indeed, as mentioned by the APA [60], the evaluator
must not only focus on the parent’s actual capacity, but also assess the parent’s potential.
This is in line with Haynes’[65]view, who describes core features in the assessment of
parental competency as parental: 1) capacity to care (ex: parental sensitivity, emotional
commitment, empathy); 2) capacity to protect (ex: safe environment, supervision, tolerance
to frustration, educational practices and adequate discipline); and 3) capacity to change (ex:
intellectual limits and strengths, severity of psychopathological symptoms,
insights/reflective functioning, social and family support).
The second principal emphasizes the importance of favoring a functional approach in the
evaluation of parental capacity, as to focus on behaviors and skills towards the child in everyday
performance and daily routines. As indicated by White [58], in an extensive summary pertaining
to research relating to parental capacity, it is the quality of the parent’s immediate and daily
behaviors towards the child that influences the child’s overall well-being and development.
The third principal implies the use of a minimal parenting standard to the assessment of
parental capacity. Indeed, many authors [54,61,66]have suggested that parents facing adversity should not be compared to parents presenting optimal abilities. For parents in child
protection cases, meeting the minimal requirements needed to ensure child physical and
emotional security should be considered sufficient and acceptable. For example, parents
who experience symptoms of depression or intellectual deficits may be limited in their ability tooffer their child a safe and secure emotional environment. Nevertheless, the impact of
these limitations may be reduced if the parent demonstrates insight, the ability to recognize
personal limits, or the capacity to benefit from friends/family social support or a clinical
treatment. Although this parent’s functioning may be affected by risk factors, he or she
should be considered as meeting the minimal standards required for adequate parental
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capacity if parental behaviors and abilities are sufficiently adequate during parent-child
interaction. Accordingly, parent-child interactive quality should be regarded as a central
feature in parenting assessment capacity.
Despite these aforementioned guidelines, in practice, assessmentreports of parental
capacityoften remain incomplete and follow a minimalist and low-quality protocol. Budd et
al. [67]examined 170 parenting capacity assessment reports for child protection cases.
Researchersidentified numerous flaws that put into question the validity of these reports. In
particular, results showed an over-simplification of conclusions, often based on premature
evaluations, and following only one meeting with the parent outside the family home.
Moreover, researchers found a lack of crucial information pertaining to the child and the
quality of parent-child relationship. More information was provided on parental limitations
than on parental strengths. In particular, direct observations of child and parent-child
interaction were limited and assessments generally relied on questionnaires and interviews
with the parents.
Harnett [68] also raises the important point that parental capacity is generally evaluated
under very short time frames. This suggests that parents’ capacity to change is not really evaluated according to longitudinal observations of parents’ interactive behavior
with the child, but instead is generally estimated following short meetings with the
parent. In order to assess parents’ capacity to change, parents need to be able to demonstrate their ability to question themselves and take responsibility for their actions, but
mostly they need to show their capacity to benefit from an intervention and change.
Certainly, these abilities represent important indicators of the parent’s capacity to
change. It has been suggested to assess parental competency from the perspective of the
parent’s ability to build parenting skills, while clinical workers aim at promoting positive parenting behaviors [68,69].Accordingly, Harnett [68] proposes applying an intervention for improving the parent-child relationship as a way to evaluate parental capacity to change. However, to date, no such protocol, including an intervention centered on
parent-child interaction, has been submitted to a scientific evaluation. The challenges
associated with the assessment of parental capacity highlight the need to develop
standardized intervention strategies that could accurately assess parental capacity to
change. Such a procedure would lead to more accurate and useful evaluation reports,
allowing for better decision making in the court justice system and more adaptive intervention plans for the child and family.
The parental capacity assessment protocol at the Child Protection Services of Montreal-UniversityInstitute
Recently, the Child Protection Services of Montreal-University Institute (CPS-UI) have
launched the Clinicfor the assessment and intervention of young children and their families,for
children aged 0 to 5 and their parents who have been reported for child maltreatment and
for whom a parental capacity evaluation is required. In collaboration with this clinic, we
developed a specialized protocol for the assessment of parental capacity [70,71]. The innovative aspect of this protocol is that we integrated into the evaluation procedure a short-term
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attachment-based intervention[47]as a way to assess parental capacity tochange. This attachment-based protocol is currently under scientific investigation by our research team.
We believe that an attachment-based approach is particularly appropriate for assessing
parental capacity in child protection cases. Given that an assessment of parental capacity
requires the description of parental deficits and limitationsin the final evaluation report, as
well as during court hearings, evaluators must be able to quickly put into evidence with the
parent their inappropriate behaviors during the sessions. To identify these inappropriate
behaviors within a framework that highlights the positive side of the parent can: 1) increase
the parent’s feelings of trust towards the evaluator and the ability to commit in the evaluation process, and 2) orient intervention efforts on the reinforcement of the parent’s selfrecognition and repair of inappropriate behaviors, while making use of the parent’s personal strengths. Through video-feedback parents may witness their own frightening-frightened
behaviors with their child, and then begin a process of change and reparation in which they
increasingly learn to take responsibility for their actions.
The parental capacity assessment protocol
The parental capacity assessment protocol implemented at the clinic of the CPS-UI consists,
on average, of 5 meeting of approximately 3 hours each, carried out during a 4 to 8 week
period. A typical evaluation meeting includes 4 components.
Component 1: At each meeting, the evaluator observes parent-child interactions during daily
activities and routines.
Component 2: A discussion period is scheduled with the parent toassess the different factors
potentially explainingthe parent’s behaviors and ability to recognize his or her own difficulties. This discussion is based on an adaptation [64] of the parental competence assessment
guide fromSteinhauer [63], which allows for the collection of various information regarding
the parent’s social and familial context, the health and development of the child, the impulse
control of the parent, and the parent’s history of prior use of clinical services. This guide also
allows the evaluator to obtain information regarding parental practices (e.g.educational
methods, discipline, care for basic needs) and the parent-child relationship by orienting
evaluators observations on child attachment behaviors and parental sensitivity in response
to the child needs during daily activities.
Component 3: In addition to gathering information regarding the parent’s ability to care and
protect the child, an intervention protocol is used as a way to assess parental capacity to
change. Here, we have used the attachment-based strategy developed by Moss et al. [47], to
which we have added a focus on parental frightening or inappropriate behaviors. Therefore,
this adapted version of the AVI protocol not only aims at reinforcing, via video-feedback of
parent-child interactions, 1) the parent’s sensitive behaviors (e.g identify and interpret child
distress signals, answering them in an acceptable delay), but also 2) the recognition by the
parent of his own frightening behaviors and the repair of these behaviors through sensitive
behaviors.
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Component 4: The last component is conducted at the end of the evaluation process. It consist
of the presentation of the strengths and limitations to the parent, and the writing of the
evaluation report.
Preliminary results: The adapted AVI protocol as an effective tool for improving the quality of parentchild interactions and for assessing parent’s capacity to change
In the scope of this research project, we have tried to answer two main objectives. The first
objective concerned the efficacy of the intervention as a tool for improving parental
sensitivity. The second objective was to verify whether the parental capacity assessment
protocol, which included an intervention centered on parent-child interaction, was useful
for assessing parents’ capacity to change.
Preliminary statistical analyses were conducted with a sub-sample of participants. This subsample consisted of 23 families, including 12 that were evaluated according to the AVI protocol as the activation technique for assessing parental capacity to change, and 13 were
evaluated according to a second protocol, just as intensive, but relying on the standard activation techniques used by psycho-educators of the CPS-UI (e.g. modeling). The children
(55% boys) had an average age of 18.21 months (S.D. = 18.96, range = 1 to 60 months). The
majority of children were reported for neglect, although half of thesample were also victims
of physical abuse. An important number of parents also experienced a troubled past including maltreatment or out-of-home placements.At a socio-demographic level, study participants represented a very high-risk sample with more than half not having a high school
diploma and living below the poverty threshold.
Using a randomized clinical control trial design, we examined changes in the quality of
parent-child interactions during a snack time procedure [19]. More specifically, we observed
parents’ capacity to be sensitive tochild needs and signals and to take on appropriate parental role, as well as the ability of each member of the dyad to openly and freely express emotions and intentions. In support of our hypothesis, results showed that dyads involved in
the AVI assessment protocol demonstrated significant improvements in interactive quality,
with mothers showing higher levels of sensitivity and dyads showing more reciprocal and
synchronized interactions [71]. On average, 6 sessions of video-feedback were offered to
participants.
Moreover, at the end of each parental capacity assessment, we questioned evaluators from both
protocols regarding the changes they observed in the parent-child dyads. We also asked about
the usefulness of our protocol for the assessment of parental capacity. Results of statistical analyses revealed that, according to evaluators, parents’ level of commitment facilitated parents
capacity to learn new strategies, regardless of the complexity of the case (difficulties met during
the evaluation process, the severity of abuse suffered by the child, etc). In addition, results revealed that evaluators of the AVI assessment protocol observed significantly more changes
within the family, resulting in improved parental sensitivity, greater secure or organized child
attachment, and improved overall child development [72]. These results support the efficacy of
the AVI as a tool for promoting quality of parent-child interactions of families reported to CPS.
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Also, our results point to the usefulness of the AVI intervention as a valuable tool for assessing
parental capacity to change. Given that the potential for parents to change is more likely to
result from the application of the AVI protocol than as a result of the “psycho-educational’
protocol, and that evaluators from the AVI are more likely to observe this improvement, we
conclude that the AVI strategy is a valuable tool for accurately assessing parents’ capacity to
change and show greater sensitivity towards their child.

5. Conclusion
The work stemming from attachment theory offers a critical theoretical framework that helps
identify 1) parental behaviors that influence the quality of the parent-child interaction and the
development of the child, and 2) effective intervention strategies to promote sensitive behaviors, which are at the root of a secure child attachment pattern. Taken as a whole, the different
attachment-based intervention protocols, whether short or long-term, are particularly promising. While the assessment of some of these protocols has not relied on randomized control
trials, they all have been subjected to a scientific investigation. As a result, all evaluated protocols with maltreated children and their parents have supported the beneficial outcomes of this
type of intervention strategy on the quality of the parent-child relationship and on the various
aspects of the child’s development : increase in parental sensitivity, child attachment security,
and decrease in child disorganized attachment; greater development or adaptation of the child
(e.g. increase in motor development, decrease in child’s negative representations of the self
and of the maternal figure, decrease in behavioral problems and of symptoms of posttraumatic stress). In summary, the various attachment-based protocols show impressive success rates for vulnerable populations and are therefore important practices to adopt with respect to maltreated and at-risk children. It is important to note, however, that the continuous
training and supervision of the evaluators, including extensive understanding of child developmental processes and observation techniques for relational patterns are central in maintaining the integrity and successfulness of the intervention.
Following the preliminary scientific evaluation of the adapted AVI protocol for the assessment
of parental capacity at the CPS-UI clinic, we conclude that the contribution of attachment theory
to the assessment of parental capacity in child protection cases is considerable and significant.
Not only did this intervention strategy allowed for the improvement of parental sensitivity and
reciprocity during parent-child interactions of a high-risk vulnerable population, but it also
enhanced quality of assessments conducted by evaluators of the CPS, particularly with respect
to the evaluation of parents’ capacity to show potential for change. This clinical improvement is
notable, considering the impact of the decisions made following these evaluation. It is clear that
a better understanding of the capacity for parents to change during the evaluation process enables family services that are better suited to answer the specific needs of parents and their child.
Nevertheless, to date, these preliminary results offer only a partial understanding of the effects
of an attachment-based intervention on the quality of a parental capacity assessment. Future
analyses will be conducted with a larger number of participants and will examine the role of
other variables that could potentially positively or negatively affect outcomes. Finally, more
research is needed to corroborate the results stemming from our project.
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By helping parents, often perceived as inadequate, identify their strengths, practitioners
guide parentsin the recognition of abilities and qualities, despite the fact that these may
initially be limited or scarce. Working with a parent in such a context can only facilitate the
parent’s willingness to acknowledge deficits and inappropriate/frightening behaviors
towards the child, and help to promote the development of more sensitive behaviors. Also,
attachment-based protocols can facilitate parents’ collaboration with child protective
services. In summary, the use of an intervention protocol based on attachment-theory with
parents and children reported for maltreatment, whether for assessing parental capacity, or
for intervention purposes, is clearly a promising avenue.
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Chapter 5

Human Trafficking of Young Women and
Girls for Sexual Exploitation in South Africa
Thozama Mandisa Lutya
Additional information is available at the end of the chapter
http://dx.doi.org/10.5772/39202

1. Introduction
Young South African women and girls are trafficked internally (within South African
borders) and externally (outside the borders of South Africa) for the purposes of sexual
exploitation and other purposes, such as domestic labour, for criminal activities, as well as
organ transplants.
External trafficking has occurred in this country since colonial times. Molo Songololo (2005),
a children’s rights organisation, reports that between 1726 and 1834, as many as 36 169
slaves were brought from Indonesia, Java, Ceylon, India, the East Indies, Mauritius,
Malaysia and other countries to South Africa to work in mines, and as domestic workers.
This was a practice instituted by the colonial authorities to boost the southern African
economy by importing cheap labour. Three infamous examples typify the beginning of the
trade in human beings internally and externally (Martens, 2003; Martens, Pieczkowski &
Van-Vuuren-Smyth, 2003). One known notorious incident was the recruitment, with
promises of economic prosperity and educational advancement, of Saartje Baartman, who
was transported from the Cape Colony and exploited by European citizens in England and
France (Martens et.al, 2003). The promises made to her in her country of origin were not
fulfilled – instead, her naked live body was displayed as an object of attraction for
everybody to view. She eventually died in France, where her private parts were put on
display in a museum. Another, less well-known, example involved European girls who
were trafficked into the Cape Colony for the purposes of involuntary prostitution to meet
the demand of men for prostitutes (Molo Songololo, 2005). More recently, Mozambican
children were trafficked into South Africa to be kept as concubines in the Carletonville
mines (Martens, 2003; Martens et.al 2003).
In the last two decades, increasingly, reports of human trafficking for sexual exploitation
have surfaced in the print and visual media, fuelled by the South African Police Service
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(SAPS) raids on brothels. One incident that made headlines in 1998 was human trafficking
for sexual exploitation of Asian women, whose dead bodies were found on a railway track
by the SAPS. These Asian women were brought into the country under false pretences –
they were told they would be working in high-end restaurants where they could mingle
with and marry rich men. When they arrived in South Africa, they became entangled in debt
bondage and their passports were taken from them (Reuters, 1998). Since then, academic
institutions and civil organisations have increasingly been reporting on the subject of
internal and external human trafficking for sexual exploitation. Furthermore, government
and non-governmental organisations (NGOs) are raising awareness on the topic, educating
South African citizens about this form of crime.
Internal trafficking also has historical origins dating back to the late nineteenth and early
twentieth century. At the turn of the century, a criminal leader called Nongoloza Mathebula
(1867-1948) and his gang abducted and kidnapped women and boys from neighbouring
areas to the mine compounds and kept them as sex slaves in the wake of the discovery of
sexually transmitted diseases among prostitutes selling their bodies to mine workers (Van
Onselen, 1998).
When the political struggle was at its highest (during the 1980s until 1990) and into the early
1990s, ‘jack-rollers’ kidnapped and abducted young women and girls who appeared to be
superior and were less appealing to men from lower socio-economic backgrounds. The
targeted victims led quiet lives and had been seriously pursuing educational goals. They
were also physically attractive. The jack-rollers would confine them in secluded residences
where the victims were repeatedly raped and physically assaulted (Mokwena, 1991). These
practices were not considered human trafficking at the time. However, South Africa has
defined these practices as criminal since becoming a signatory to United Nations Human
Rights-oriented legislation. Such practices are now classified as trafficking for sexual
exploitation in Part 6 Section 71 (1-2) b of the Criminal Law (Sexual Offences and Related
Matters Act, Act (32 of 2007), as amended.
Internal trafficking is the most commonly reported form of human trafficking in South
Africa. Human trafficking research reports produced in this country have revealed evidence
of children being trafficked from poor socio-economic areas such as rural areas and farms in
the Eastern Cape and KwaZulu-Natal to developed parts of the country, such as urban areas
in the Western Cape and Gauteng (Bermudez, 2008; Molo Songololo, 2005). Another
research report has identified case studies of teenagers recruited and transported under false
pretences to work as prostitutes in hidden brothels across South Africa (Unicef, 2003;
UNODC, 2007). In between these research reports, newspapers, television documentaries,
workshops, seminars and conferences have provided evidence of the prevalence of internal
trafficking. A criminal investigator aligned with the Organised Crime Unit of the SAPS in
Port Elizabeth has also exposed organised Nigerian syndicates trafficking children from city
centres to city centres across South Africa (Van der Watt, 2009). Furthermore, children as
young as ten are being kidnapped and abducted by organised criminal gangs who first feed
them drugs in preparation for work as prostitutes (Chetty, 2009; Molo Songololo, 2005;
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UNODC, 2007). Some of the members of these syndicates were filmed by a crew of the local
television programme Special Assignment while the syndicates were trafficking children
from Durban to Bloemfontein and Johannesburg in 2004. Some of these criminals have since
been caught by the SAPS. The conditions within which the trafficked children were held
was described by one of the investigators as ‘deplorable, not fit for a pig and downright
shameful’ (UNODC, 2007).
Although human trafficking occurs for other purposes in this country, sexual exploitation is
the most frequently reported reason. Human trafficking for sexual exploitation occurs
within a context of high levels of contact crimes (interpersonal violent crimes occurring
between persons who are known to each other). As illustrated in Figure 1 below, for the
period from 2009 to 2010, the SAPS recorded approximately 2.1 million criminal cases: 31.9%
of these cases were contact crimes (Sigsworth, 2008).

Figure 1. Crime figures for 2009/2010 ([70])

Of these contact crimes, sexual violence comprised of 10.1% (see Figure 2, below). Although
the details have not been released for the period 2009/2010, in the period 2008/2009,
prostitution and other sexually exploitative acts accounted for 15.3% of the total number of
sexual offence cases.
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Figure 2. Contact crimes for 2009/2010 (70)

Despite high levels of contact crimes, especially sexual violence against women and
children, the South African criminal justice system has been ineffective in its approach to
sexually violent crimes affecting women and girls. Only approximately 5% of reported and
prosecuted sexual violence cases receive a custodial sentence (Sigsworth, 2008). Regardless
of the large amount of research and scholarly work on human trafficking, there is currently
still no specific law to prosecute the crime in the country – South Africa literally does not
have a crime called human trafficking. Parts of existing legislation are used to prosecute to
human trafficking activities (SALRC, 2008; Stuurman, 2009). However, there are some sections
from the Criminal Law (Sexual Offences and Related Matters) Amendment Act (32 of 2007)
and the Children’s Act (Act 38 of 2005) reserved only for the sexual exploitation of trafficked
women and children. Part six of the Criminal Law (Sexual Offences and Related Matters)
Amendment Act (32 of 2007) is reserved to prosecute trafficking in persons for sexual
purposes. Chapter 18 of the Children’s Act 38 of 2005 is reserved to prosecute trafficking in
children.
South Africa is a hotbed for human trafficking for a variety of other state-related factors. It is
a source, transit and destination country for human trafficking (Le Roux, 2009b; SALRC,
2008; Stuurman, 2009; UNICEF, 2003). It is reputed among neighbouring countries to be
economically advanced and therefore may be seen as potentially offering golden
opportunities to poor immigrants. Since South Africa opened its borders to foreign citizens
from neighbouring countries such as Zimbabwe, Lesotho, Mozambique and Namibia in
1994, a large number of documented and undocumented immigrants have entered the
country as refugees, asylum seekers and tourists (Irish, 2005). On arrival in South Africa,
many of these immigrants experienced xenophobia from the local population, which creates
feelings of insecurity and fear. They have been accused of stealing jobs from South African
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citizens, for example. As a result, some had their possessions stolen or burned by South
African citizens. The insecurity felt by refugee women and girls on arrival in South Africa
(Chetty, 2009; Minnaar, 2009, Mutongwizo, 2009; Palmary, 2005; Prince, 2009) aggravates the
problem. They tend to rely on fellow citizens for economic opportunities instead of
assimilating into and seeking help from South African citizens (Malapa, 2008). However,
fellow citizens do not always provide legitimate economic opportunities. There is some
evidence that some immigrants recruit fellow nationals for prostitution (Martens, 2003;
O’Connor, 2009; SALRC, 2004).

1.1. Aim of the book chapter
In this chapter, the problem statement relating to human trafficking is addressed. Concepts
such as ‘human trafficking’, ‘sexual exploitation’, ‘child trafficking’ and ‘girl’ are defined. A
distinction is made between voluntary and involuntary prostitution. A theoretical
framework to elucidate the vulnerability of young women and girls to human trafficking is
also provided, particularly within the socio-economic and socio-cultural context within
which human trafficking in South Africa occurs. South African responses to human
trafficking are identified, taking into account the fact that the relevant legislation has not yet
been passed into law, because certain social and legal politics are preventing the rapid
processing of this law. A strategy or policy that could effectively reduce the human
trafficking of young women and girls for sexual exploitation in South Africa is proposed.

2. Problem statement
The purpose of writing this chapter is to illustrate the plight of victims of human trafficking
for involuntary prostitution. Given this plight, it is important to research and write about
human trafficking for sexual exploitation over other forms of human trafficking. Matters of
particular concern are the age of victims of human trafficking for sexual exploitation, the
increasing numbers of sex trafficking victims, socio-cultural factors contributing to the
crime, the context within which human trafficking for involuntary prostitution occurs, the
limited South African responses to human trafficking, as well as the politics of legal reform
hindering the promulgation of the Prevention and Combating of Trafficking in Persons Bill.
Human traffickers recruit, kidnap and abduct young girls between the ages of 11 and 17
(Dyantyi & Pritz, 2009; Muller & Holley, 2009; UNICEF, 2003; Van der Watt, 2009). When
these girls encounter human traffickers who make lucrative offers, or promise them
economic prosperity, or when these girls are kidnapped and abducted, they are usually
alone, without a capable guardian (Lutya, 2010b). The traffickers target this age bracket
because of a client preference for younger girls – such clients believe that younger girls are
compliant and docile, and therefore more likely to comply with their sexual demands
(Bernat & Zhilina, 2010; Bernant & Winkeler, 2010; UNICEF 2003). In addition, the
increasing number of HIV/Aids infections has popularized the socio-cultural myth of the
virgin cure: some HIV/Aids infected men believe that sexual intercourse with a virgin will
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cure them of the disease (Dyantyi & Pritz, 2009; Fitzgibbon, 2003; Gould, 2008). The United
Nations estimates that 79% of all trafficked victims are moved for the purposes of sexual
exploitation (Tshwane Alliance for Street Children, 2009; Tyakume, 2009). Most of these
victims are recruited, abducted or kidnapped from socio-economically deprived areas and
are then moved to economically developed parts of the country (Bermudez, 2008; Bernat &
Zhilina, 2010; Bernat & Winkeler, 2010; Molo Songololo, 2005).
Currently, South Africa does not have the means to distinguish between voluntary and
involuntary prostitution. Public hearings are still being conducted by the South African Law
Reform Commission to debate a suitable approach to prostitution. The country will have to
decide whether to legalize or regulate, continue to criminalize or abolish prostitution.
If they cannot be rescued by the police or are not reported missing by family members,
victims of sex trafficking cannot be identified easily (SALRC, 2008). They are often assumed
to be just another group of morally depraved girls searching for ‘easy money’ (Bernat &
Zhilina, 2010; Bernat & Winkeler, 2010). During the transportation process, if they are
questioned by the authorities, human traffickers falsely identify victims as relatives (Bernat
& Zhilina, 2010; Bernat & Winkeler, 2010). Even though they could be offered help by
strangers, victims of sexual exploitation find it difficult to just leave their captors. They are
consistently threatened with violence or may have been physically assaulted by human
traffickers (Delport, Koen & MacKay, 2007; UNICEF, 2003; Van der Watt, 2009).
Although South Africa has made significant progress with regard to the prevention,
protection, prosecution and partnerships to respond to human trafficking, there are still a
number of ambiguities and gaps in the knowledge of human trafficking in South Africa.
Furthermore, the politics of legal reform are hindering the promulgation of the Prevention
and Combating of Trafficking in Persons Bill.

3. Definition of concepts
3.1. Human trafficking
The Prevention and Combating of Trafficking in Persons Bill (2009) defines human
trafficking to include the recruitment, sale, supply, procurement, transportation, transfer,
harbouring, disposal, or receipt of persons or the adoption of a child facilitated or secured
through legal or illegal means within and across the borders of the Republic by means of
threat, force, intimidation or other forms of coercion, abduction, kidnapping, fraud,
deception, debt bondage, abuse of power, or the giving or receiving of payment in order to
achieve the consent of the other or by abusing vulnerability for the purpose of exploitation.
There is, however, still some confusion with regard to the definition of human trafficking.
Ambiguity arises from the inclusion of the word ‘exploitation’, with little explanation or an
inadequate explanation of what constitutes ‘exploitation’ (Gould & Fick, 2008).
Consequently, it is easy to include any exploitative situation under the umbrella of human
trafficking. The broadness of the definition of exploitation could mean that a common sense
interpretation of exploitation is used to describe a human trafficking situation (Gould &
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Fick, 2009). For instance, a holiday visit of a child which turns into exploitation could be
seen as human trafficking, instead of as a vulnerable situation that could lead to human
trafficking if the child was to be removed under false pretences. Human trafficking has not
yet occurred. The child has not yet been recruited, transferred, harboured, deceived or
intentionally bought for exploitation, even when the child has been abused sexually,
physically and emotionally by the relatives. The act of victimising the child becomes a
spontaneous act during the period of stay at the relatives’ home, but cannot be prosecuted
as trafficking.

3.2. Sexual exploitation
According to the Prevention and Combating of Trafficking in Person Bill (2010), sexual
exploitation implies the commission of any sexual offences against the victim of human
trafficking. Literally, sexual exploitation implies the act of misusing or mistreating another
person through sex. The various ways in which a person could be misused through sex are
forced marriage, sex work, forced pregnancy for the purpose of selling the child, as well as
personal gratification. Forced marriage and personal gratification are acts that occur within
private homes, and that are often perpetrated towards young women and girls who have
not been recruited, transported, sold, supplied, procured through deceit, fraud or debt
bondage – the essential components of the South African definition of human trafficking. It
seems that a clear distinction between a human trafficking victim and a child who has been
forced into a marriage is lacking, as well as between a human trafficking victim and a young
woman or a girl who is sexually exploited by a member of her family.
There needs to be legal and social criteria that can be used by social services and criminal
justice authorities to identify victims of human trafficking. Currently, the Prevention and
Combating of Trafficking in Persons Bill does not provide clear guidelines pertaining to the
victims of human trafficking. Sections 11 and 12 refer to professionals that could assist in the
identification, referral and reporting of a victim of trafficking, but these sections fail to
describe the characteristics of the victim. A list of factors have been presented by SALRC
(2008) describing the circumstances within which a victim could be experiencing when
encountered by professionals. It might be best if the Bill requires that all these factors should
be present at the time of identification, namely sexual violence, confinement, forcing drugs
on the victim, threats by family members, and mental as well as sexual health related
problems, to name just a few. However, these factors could be present in a person who has
not been trafficked. Legally speaking, to be defined as a victim of human trafficking a
person should have experienced crimes vital in the definition of human trafficking, at least
social dislocation, and should be unfamiliar with the environment within which she was or
is confined.

3.3. Child trafficking
According to section 1 of the Children’s Act (Act 38 of 2005) child trafficking for sexual
exploitation means the recruitment, transportation, receipt, harbouring, and transfer of
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children through deceit, fraud, abduction and kidnapping for the purpose of sexual
exploitation due to a position of vulnerability. In relation to children, section 1 of the
Children’s Act (Act 38 of 2005) states that commercial sexual exploitation implies the
procurement of a child to perform sexual activities for financial or other rewards including
acts of prostitution or pornography, irrespective of the person using or receiving the reward.

3.4. Girl
According to the South African Constitution (108 of 1996), a girl is any female person,
daughter, or young woman under the age of 18. This person may still be residing with her
parents, in a hostel or heading a household. Girls as young as seven are abducted,
kidnapped or misled by traffickers to accept offers that promise to yield financial incentives.
A set of gendered factors place girls in more vulnerable situations for abduction and
kidnapping by human traffickers for sexual exploitation. Firstly, young girls are perceived
as disease-free and therefore possess the potential to attract more customers/clients/users
than older women. The International Labour Organization reports that the high incidence of
HIV/Aids infections among young women has propelled users of sex workers to select girls’
more than young women. This preference has led to many young South African girls’ being
recruited, abducted and kidnapped for sexual exploitation (Lutya, 2010a). Some girls have
been abducted and kidnapped on their way to school, running an errand for their parents or
venturing outside with friends (Lutya, 2010a). Secondly, the desire to own the latest labels
and technological gadgets pushes some girls into pursuing their materialistic hopes. If they
are offered a job, such girls may accept the job with little or no scrutiny in the hope of
generating an income in order to reach this materialistic goal (Lutya, 2010a). It is possible
that the need to achieve the patriarchally approved gendered notion of femininity, defined
by aesthetics – fancy clothes, make-up, groomed hair and nails – as well as the desire to fit in
and receive external confirmation (Russell & Tyler, 2002) may drive some girls to accept
dubious jobs from traffickers. Gender and consumption could be ways in which some girls
define who they are in relation to boys and society: that means they become feminine
through consumer culture, a behaviour society expects of young women and girls (Russell &
Tyler, 2002). In essence, any person under the age of 18 is vulnerable to human trafficking in
three ways: legally (if the person is financially inadequately equipped to reside
independently and in pursuit of financial independence), socially (if the person is in need of
social affirmation) and individually (if the person hopes to obtain affirmation of her physical
aesthetic attributes).

3.5. Difference between voluntary and involuntary prostitution
A prostitute is working on a voluntary basis if her decision to perform sex work has not
been influenced, forced on her or coerced by anyone. She is working as a prostitute
involuntarily if another person has forced, confined and manipulated her to work as a
prostitute. In this paper, the term ‘voluntary prostitution’ pertains to any work that is
performed by a prostitute, either indoors or outdoors, where the prostitute obtains the
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money from the customer for her own gain. By contrast, involuntary prostitution refers to
any sex work that is performed indoors or outdoors where the prostitute works under the
supervision and monitoring of another person. The money obtained from selling sex is
taken by the monitor or supervisor (pimp). The difference between these two concepts is
that a voluntary prostitute exercises agency by deciding on the job, area and type of client to
serve, whilst an involuntary prostitute is forced to do the work in a chosen area and to serve
clients preferred by the supervisor or monitor.

4. Theoretical framework
There are three theoretical attributes which can be used to explain human trafficking for the
sexual exploitation of young women and girls in South Africa: victim vulnerability, victim
precipitation, as well as the victim-criminal relationship (Daems, 2005; Nettlebeck, Wilson,
Potter & Perry, 2000). These attributes should be present and stabilise in a victim’s life for a
long time (Nettlebeck et.al 2000). Victim vulnerability pertains to the presence of factors,
contextual and situational, in a victim’s life that could make the victim more vulnerable to
victimisation (Clark, 2005). It could be the victim’s lifestyle; personal characteristics or the
amount of time the victim spends or interacts with the offender (UNICEF, 2003; UNODC,
2007). Secondly, a victim’s words, actions and behaviour may precipitate the offender’s
actively and passively victimising her (UNODC, 2007). In the context of human trafficking
for sexual exploitation victim precipitation thus occurs when the victim accepts recruitment,
travels with a chaperone and allows herself to be transported with or without the
documentation required by immigration officials. In addition, the lack of a reasonable
solution to socio-economic challenges facing her, the potential victim may seek help from
traffickers. Eventually, the time spent by the victim in the company of human traffickers
may provide traffickers with opportunities for the victimisation of girls.
Victim vulnerability is best explained when a person is surrounded by factors that could
result in victimisation. It is attributed to a variety of internal and external factors that are
multidimensional, such as their age and lack of maturity, which affects young women and
girls more than adults, whilst socio-economic factors create potential victimisation for both
children and adults (Clark, 2005). Many young South African women and girls spend a
significant amount of free time in entertainment establishments that sell liquor (shebeens,
nightclubs and bars), abusing intoxicating substances such as drugs and alcohol, engaging
in risky sexual behaviour, as well as participating in criminal activities (Gould, 2005; Gould
& Fick, 2008 ). These lifestyles place them within close proximity to human traffickers.
Closeness to human traffickers of potential victims may not result in actual victimisation:
some young girls do not accept offers from strangers. The contextual situation within which
girls entertain themselves, coupled with their immaturity and the absence of a capable
guardian, may make it easier for traffickers to recruit them successfully. Eccentric
behaviours by a potential victim do not necessarily create vulnerability to victimisation, but
poor control of feelings, inadequate social skills and confrontational responses to
problematic situations may increase vulnerability to victimisation (Nettlebeck et al 2000).
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Regardless of personal characteristics, a victim’s lifestyle and the amount of time some
young women and girls spend with human traffickers, the contextual and situational factors
surrounding victims make them vulnerable to human trafficking for sexual exploitation. The
factors that drive most young women and girls to shebeens and bars, and into crime and
promiscuity (such as unfavourable home and family conditions, including a lack of parental
supervision and monitoring, inter-parental violence, sibling violence and parental use of
intoxicating substances) combined with socio-economic challenges exacerbate the
vulnerability of young women and girls to human traffickers (Clark, 2005; Lutya, 2010b;
Lutya, 2007). When these factors are stronger in a child’s life, careful scrutiny of an offered
job may not feature in the young woman or girl’s mind.
Although victims of human trafficking are often caught by surprise at the turn of events at
the places of destination, the acceptance of a job provided through illegal means of which
some young women and girls may be unaware can be regarded as victim precipitation.
Victim precipitation refers to a person’s willingness to move to another destination with the
recruiter or chaperone. At times, victims may initiate the act, or agree to its occurrence, or
may be joined by the perpetrator, which makes them accomplices in the perpetration of their
victimisation (Muftic, Bouffard & Bouffard, 2007). By asking for help from human
traffickers, the victim precipitates the occurrence of the crime. However, the victim may not
be aware of the consequences of her actions, because the negative consequences of accepting
or asking for help from human traffickers may be hidden, and she may fail to recognise a
legal or conventional solution to her contextual and situational problems. In this regard, this
chapter does not apportion blame, find fault or assign guilt to human trafficking victims, but
attempts to illustrate some of the ways in which the contextual and situational factors
surrounding victims could facilitate victimisation (Muftic, Bouffard & Bouffard 2007).
Prior to accepting jobs from human traffickers, victims are often confronted with socioeconomic and individual challenges such as unemployment and poverty, domestic violence,
a lack of knowledge of the crime, stereotyped perceptions of prostitutes, as well as sociocultural factors hindering access to opportunities for economic advancement. Faced with
such factors, they may accept (non-existent) opportunities that they believe could rescue
them from this context. In turn, they are opening up chances for sexual exploitation.
Moreover, human traffickers can be people that the victims trust, such as a close associate,
family member, an employment agent or a neighbour (Lutya, 2009; O’Connor, 2009 &
Prince, 2009). The relationship shared by the victim and the perpetrator, as well as the image
presented by the employment agent may not be suspicious enough to encourage the
potential victim to scrutinise the person’s motives.
There is sometimes a relationship between a human trafficker and the victim, enabling them
to interact, communicate and associate on a regular basis (UNODC, 2007). During this
process, both parties play roles that define the existence of this relationship (UNODC, 2007).
The victim may either actively or passively precipitate, provoke or instigate the formulation
of this relationship, but is victimised in return (Molo Songololo, 2005 & Tyakume, 2009). An
association between a human trafficker and a victim cannot always be construed as
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inappropriate, due to the quality of a relationship between the human trafficker and the
victim. As stated above, human traffickers can range from close associates to strangers and
apparently legitimate employment institutions. Therefore, the victimisation of a young
woman or girl in the process should not be blamed on the victim. Blaming the victim
implies that the victimised young woman or girl behaved outside social norms by
associating with a relative, friend, neighbour or seeking the services of employment
agencies (Tyakume, 2009).
Vulnerability, a persistent search for better opportunities and interaction with persons that
might turn out to be traffickers feature strongly in the lives of many young South African
women and girls. However, given their biological and socio-economic vulnerability (Molo
Songololo, 2005 & Tyakume, 2009), there is little victims can do to avoid association with the
human traffickers. They may lack the ability or have only limited ability to change the
disadvantaged positions that place them closer to human traffickers (Molo Songololo, 2005
& Tyakume, 2009), and they could reside in areas characterised by a disregard for law and
order (Clark, 2005), where residents are likely to resort to violent means of resolving conflict
and achieving their goals. Constantly battling to define themselves in socially acceptable
ways, to rid themselves of socio-economic weakness, vulnerability and susceptibility to
victimisation, they could precipitate victimisation and associate with persons that increase
their chances of becoming victims. Other young women and girls in similar situations may
not feel pressured to seek assistance from human traffickers, but may resort to ill-paid jobs
to make ends meet. The personality characteristics of potential victims may therefore
determine whether vulnerability will lead to actual victimisation.

5. Why is human trafficking associated with vulnerability?
The position of disadvantaged young South African women and girls places them in
locations that are easily accessible to human traffickers. They come across human traffickers,
wondering, bewildered and struggling with challenges that define them as passive victims
(Bernat & Zhilina, 2010). They are often deprived of basic necessities such as food, shelter
and medical care (Bernat & Winkeler, 2010). Because of the lack of these resources they feel
less valuable as human beings, to such an extent that any person who either pays any
attention to them to reduce their plight or promises to provide for them financially is
welcome, regardless of the negative intentions of this person (Bernat & Zhilina, 2010).
Ordinarily, being female is often equated with victimhood: societies often perceive young
women and girls to be in need of rescue, or protection in order to remain in a pure state of
femininity (Hargreaves, Vetten, Scheineder, Malepe & Fullere, 2006). Accepting and seeking
assistance from a human trafficker is not an unusual move for a young woman or girl. It is a
way of seeking incentives that will make her feel less unworthy, economically deprived,
depressed, anxious and stressed – psychological variables that hamper a young woman’s or
girl’s personal development (Hargreaves, 2006). Her goal is to move away from positions of
deprivation that make her feel inferior, persistently undermined and unworthy
(Hargreaves, 2006). In South Africa, child prostitutes, children heading households, girls
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who have been dislocated, are addicted to drugs and/or affiliated to gangs, as well as
displaced and dislocated women and children consistently seek to meet people who might
rescue them from such situations of victimhood and vulnerability to positions associated
with conventional social acceptability.
It is estimated that about 30 000 South African children work as prostitutes and that 247 000
are in exploitative labour-related situations (Delport et al 2007). The number of child-headed
households is growing, as South African parents die from illnesses related to their HIV/Aids
status, and other terminal illnesses. There were 148 000 child-headed households in South
Africa in 2007 – that translates to 0.8% of the 18 292 000 children between 0 and 17 years in
this country (Children’s Institute, 2009). Most of these children live in poor provinces
(Children’s Institute, 2009), which are commonly targeted by human traffickers for recruitment
into sexual exploitation, such as the Eastern Cape, Mpumalanga, KwaZulu-Natal and the
Limpopo Province (Bermudez, 2008 & UNICEF, 2003). About one in ten school learners use
some form of intoxicating substance. A high number of these learners have been offered drugs
in classrooms and playgrounds during schooling hours (Burton, 2008).
South African girls between 13 and 18 are involved in gangs independently of boys and some
courier narcotics for male drug dealers (Govender, 2008 & Naidoo, 2008). Male gang members
have been known to kidnap young girls, feed them with ‘Tik’ (methamphetamine), and, once
they are addicted, force them to work as sex workers to pay back the drug money (Naidoo,
2008). If they are not couriering drugs for male drug dealers (Naidoo, 2007), some young
women and girls are used to recruit other girls into child trafficking rings for work as
prostitutes (Parker, 2008). In the absence of parental supervision and monitoring, this
behaviour could lead to human trafficking for sexual exploitation.
Displaced and dislocated young women and girls are another group of females that are
vulnerable to human trafficking for sexual exploitation. Street children, refugees, children
used by adults to commit crimes, as well as children in gangs, can easily be recruited
clandestinely into human trafficking for sexual exploitation. Because of their need for
sympathy, shelter, food and a sense of belonging, displaced and dislocated children could
accept offers presented by human traffickers without verifying the details of the alleged job
(Bolowana, 2004; Parker, 2008 & Van der Watt, 2009). In South Africa, due to the growing
demand for sex with children, dislocated and displaced children are easily accessible and
visible (Bolowana, 2004). The Tshwane Alliance for Street Children (2009) reports that about
10 000 children live on the streets of South Africa. In Tshwane (Pretoria) alone, it is
estimated that 3 500 children live on the streets.
Refugee women and girls experience gender-specific victimisation that could result in their
accepting offers from human traffickers. Whilst they are trying to re-invent coping
mechanisms in the countries of exile (Wambugu, 2003), they risk being forced into marital
unions with older men, as well as discrimination from the citizens of their adopted countries
(Palmary, 2005). In some instances, families have forced war-raped female relatives to marry
their rapists to avoid the shame that they believe war rape would bring to the family
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(Palmary, 2005). Rather than to marry their rapists, a number of these women have turned
to prostitution to try to counter the trauma of rape and family rejection.
In addition, the xenophobic treatment experienced by legal and illegal immigrants in South
Africa make foreign women and children more vulnerable to human trafficking, despite
family and community rejection. Often accused of taking away jobs from the locals,
intermittently, they have their houses destroyed and property stolen in retaliation for
others’ economic deprivation. In this context, it might seem like a better choice to accept an
offer from a fellow national than from a South African citizen, regardless of the negative
repercussions the offer might bring.
Owing to these personal characteristics and situational circumstances of young South
African women and girls, and of refugees and immigrants in South Africa, analysing their
situations becomes a matter of the utmost importance. Although other types of human
trafficking have been identified to occur within South African borders, 90% of the young
women assisted between the ages of (12-24) have been trafficked for sexual exploitation (Le
Roux, 2009a; Le Roux, 2009b). The employment commitments of South African parents are
such that some spend considerable amounts of time travelling to and from work, thus
leaving little time to supervise and monitor their daughters closely (Le Roux, 2009b). The
increasing number of households headed by children with limited or no financial resources
to provide for their younger siblings puts pressure on these children that could see the
children who are heading such households accepting offers which turn out to be sexually
exploitative.

6. Contextualising human trafficking
Socio-economic factors, a lack of parental supervision and monitoring, exposure to violence,
households headed by children and a lack of a legal position on prostitution compound the
problem of human trafficking of young South African women and girls for sexual
exploitation. The experience of financial deprivation coupled with home and family
circumstances, as well as limited knowledge pertaining to child-rearing drive some young
women and girls into traffickers’ nets. With no consistent legal position on prostitution,
getting out of the victimisation process can be difficult.

6.1. Socio-economic factors
Although unemployment decreased from 30% in 2007 to 19% in 2008 (Statistics South
Africa, 2009), women and young girls are still the worst hit by unemployment in South
Africa. The Children’s Institute (2009) reports that 75% of black children, 43% of coloured
children and 4.9% of white children live in households generating an income below R350.00
a month: 67% of these children are female and 69% are between the ages of 12 and 17 years.
Furthermore, 38% of South African children live in households with an unemployed adult.
However, the employment and unemployment of parents may not necessarily translate to
the avoidance or non-avoidance of victimisation from human trafficking. A parent should
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be present in a child’s life, monitoring and supervising his or her movements. An average
South African parent, especially among the poor, spends approximately eight hours at work
and four hours travelling to and from work (Statistics South Africa, 2009).

6.2. Lack of parental supervision and monitoring
In most instances working and travelling parents leave behind unsupervised and
unmonitored children. When they are left to their own devices, with no authority figure to
control unruly behaviour, some children are likely to visit areas that could bring them closer
to human traffickers. On hearing of their children’s misbehaviour during their absence,
some parents may use corporal punishment to discipline their children (Dawes,
Kropiwnicki, Kafaar & Richter, 2005 & Le Roux, 2010b). This may not be a helpful response to
children’s problematic behaviour, but some parents may select this response because work
challenges, financial shortfalls, as well as fatigue from travelling, are likely to bring about
stress and frustration which could make some parents impatient with ill-disciplined children
(Dawes et al., 2008). However, a lack of parent-child interaction and corporal punishment may
drive some children to play truant or to run away from home (Le Roux, 2010b).

6.3. A culture of violence
Violence in South Africa is a widespread and increasingly common phenomenon: the belief
in the use of violence to solve problems is pervasive, embedded and entrenched in
traditional norms and values (Bruce, Dissel & Menziwa, 2007; CSVR, 2008 & Hargreaves et
al, 2006). A recent survey has revealed that children who have witnessed violence at home –
family members punching, kicking, beating, slapping and attacking another with a weapon
–and community violence, as well as interaction with negative peers and use of substances,
have a greater chance of being victims of school violence (Leoschut, 2008). The implication is
that multiple victimisations are experienced by children in direct contact with violent
neighbourhoods, peers and families.
Although criminologists predict that black males between 16 and 24 are more likely to
become victims and perpetrators of violent crime, in South Africa, women and children are
the most likely to become victims of violent crime (Mistry, Snyman & Van Zyl, 2001)). There
were 197 284 reported cases of domestic violence between 2009 and 2010, the highest
numbers coming from the industrialised areas, such as Gauteng and the Western Cape and
the poor provinces, namely the Eastern Cape and KwaZulu-Natal (UNODC, 2007). The
Teddy Bear Clinic and Childline report that in Gauteng alone, 1 200 children were raped in
2008 (Mashaba, 2009). In 1999, every day, four women died at the hands of their intimate
partners in South Africa: 50% were killed by cohabiting partners, boyfriends murdered 30%
of these women, and husbands were responsible for 18.4% of all female homicide cases
(Mathews et al., 2004). Only 9% of gender-based violence cases – violence towards strangers
as well as intimate partners – receive a conviction in South Africa (Sigsworth, 2008). In most
instances, victims may drop the case before the end of the trial.
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With human trafficking occurring in a clandestine and hidden manner, within similar
power-related contexts between the victim and the offender, it becomes difficult to identify
victims and report cases of human trafficking. The normalisation of violence, criminal justice
approaches to gender-based cases, as well the secretiveness with which human trafficking
occurs, makes it possible for human trafficking to thrive.
There is a link between human trafficking for sexual exploitation, poverty, gender violence
and inequality in South Africa (Tyakume, 2009). It is common in South African families
which experience deprivation, unemployment and poverty for girl children to be the first to
be sent away, either to live with relatives, to marry older men or to be sold in exchange for
cash (Delport et al., 2007). Some of the cases of human trafficking for sexual exploitation
involve parents’ directly selling their children to human traffickers (Richter, 2009). In this
regard, foreign nationals have been known to recruit female relatives from East and West
African countries, and upon their arrival in South Africa, force them into prostitution for
economic survival (Richter, 2009). As these practices are widespread, it appears that they
could be morally accepted as forms of economic survival (Tyakume, 2009).

6.4. Child-headed households
Although a significant number of South African adolescents attend school (Children’s
Institute, 2009), parental unemployment, the HIV/Aids-related deaths of parents, early
marriages and exposure to inter-parental violence at home result in limited chances for
educational and economic advancement for some adolescents. When parents die, some
parents leave behind adolescent girls to raise the younger children. Children who are heading
households are often left with no resources to care adequately for their siblings. The need for
resources might lead some young girls to child prostitution, which places them at risk of being
coerced, kidnapped, abducted or deceptively recruited by human traffickers. Furthermore, the
opportunities for relocation to economically developed South African provinces and abroad
are not easily accessible to young women and adolescents. Very few young women have
money for visas, plane tickets and start-up funds, or the skills required to get a job in the
country of destination (Delport et al., 2007). If such opportunities are offered to them, they may
accept a ‘job’ with no verification of the information offered to them.

6.5. Lack of a legal position on prostitution
The lack of a definite legal position on the act of prostitution creates confusion with regards
to the acceptability of this activity. According to the Sexual Offences Act (Act 23 of 1957),
prostitution, running a brothel, forcing a person to work as a prostitute and earning an
income from prostitution are criminal activities. Nevertheless, it is possible for SAPS officers
not to arrest prostitutes on the streets, but to intimidate them, interrogate them and allow
them to carry on with night activities (Fick, 2007). The brothels that are raided might be
closed down temporarily and then maybe allowed to carry on with their operations once the
police leave the premises (Gould & Fick, 2008). Furthermore, the publication of
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advertisements for exotic dancers, masseuses and sex work in newspapers creates the
impression that prostitution is an acceptable form of employment in this country. Young
women and girls brought into prostitution by human traffickers are often caught up in the
social perceptions and attitudes towards the industry that appear to be unable to separate
voluntary and involuntary prostitution. The male ‘need’ for sex is often used by society as a
reason for turning a blind eye on prostitution (Parker, 2008).

7. Cultural factors contributing to human trafficking
Some entrenched cultural norms and values that could be detrimental to the psychological
and personal development of young women and girls survive in South Africa. Notably,
child marriages due to HIV/Aids, child placement, as well as materialism and immediate
gratification are some of the cultural practices drawing young women and girls to human
traffickers in this country.

7.1. Child brides
With the high levels of HIV/Aids infection afflicting one in nine South Africans (HSRC, 2009),
older men are currently reviving age-old customs, bordering on human trafficking, by
kidnapping and abducting young girls for sexual exploitation to cure themselves of the
infection (Prince, 2009). These girls are turned into child brides at a tender age. At times, the
parents of these girls know about these marriages, but prefer to overlook the situation and
accept lobola from the groom. Some of the parents receive approximately R500.00 or a sheep,
goat or calf in exchange for their daughters (Oliphant, 2009). The mere fact that the girls are
abducted or kidnapped, and kept as sex slaves and against their will could imply human
trafficking for sexual exploitation. However, this practice is defined as a traditional custom,
legitimately acceptable in some Eastern Cape communities. Historically, traditional leaders
had specified orders regulating the practice, which was called ukuthwala intombi [taking of a
bride by force]. The regulation of the occurrence of this cultural practice has changed.
Currently, South Africa has ratified numerous human rights instruments which make it a
crime for a man to take an adolescent girl for marriage without consent. This would apply to a
situation where the main purpose of abducting girls is purely for sex slavery to cure Aids, or to
satisfy the preconceived notion of women as carriers of HIV/Aids and young girls as pure.

7.2. Child placement
It appears that the everyday reality of some people has become a method to victimise young
women and girls. It is customary for large South African families that are struggling socioeconomically to send some of their children to relatives, usually residing in economically
advantaged areas, in order to access economic and educational opportunities (Dyantyi &
Pritz, 2009). This practice is currently being used to draw children into human trafficking for
sexual exploitation. For example, a wealthy uncle from an economically privileged suburb
invited his two nieces from an informal settlement in Port Elizabeth (in the Eastern Cape) to
reside with him. He initially promised to provide education and access to other essential
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resources to his nieces. Instead, he confined them in his house and forced them to work as
prostitutes and took away their earnings (Bermudez, 2007).
Even when they are not misled by relatives, some young women and girls may pursue
relationships with older men, who in turn provide material objects in return for sex (LeclercMadlala, 2003). In some instances, human traffickers use this kind of scenario – they first
spoil young girls between the ages of 13 and 17 with an expensive night out (UNODC,
2007). Once the outing is over, they force them to work as prostitutes in order to return the
money used for the night out.
Child placement and intergenerational sex are embedded in South African society, and are
tolerated as strategies for unemployed young women and girls to earn an income (Dunkle et
al.,2007; Dyantyi & Pritz, 2009; Leclerc-Madlala, 2003). This situation makes the identification
of victims and communication of the prevention of the crime difficult to accomplish.

7.3. Materialism and immediate gratification
There is a growing culture of materialism and immediate gratification among young women
and girls in South Africa. The ownership of cell phones, brand-label clothes, as well as
partying at entertainment areas such as nightclubs and parties is a lifestyle desired by most
South African adolescents (Lutya, 2010a). During such parties and social events, adolescents
consume high volumes of alcohol, with some taking drugs and others involved in risky
sexual behaviours (Dunkle, 2007). Survival sex is one mechanism which poverty-stricken
teenagers use to access the material goods they desire (Leclerc-Madlala, 2003). They become
intimately involved with older men who can purchase the wares the teenagers want in
return for sexual favours. The male companion may then persuade the young female to
perform sex work in order to generate more money. Eventually, the female companion is
moved, harboured and commercially exploited for the benefit of the male companion.
In summary, although not all HIV/Aids-infected South African men kidnap and abduct
young women and girls for early marriage, the cultural practice of ukuthwala intombi has
received major criticism from government, civil society and human rights activists. As a
result of these points of view, public hearings on this practice have occurred in order to
ascertain the opinions of the citizens. The purpose of the public hearings is not to conflate
cultural practices with human trafficking or to refuse some citizens their right to practise
their culture. It is to ensure that the practice of ukuthwala intombi does not violate the rights
of young women and girls or contribute to increasing levels of sexual violence. Furthermore,
the practice of child placement is vital for social network support and family linkages.
Family support is important for the survival of young women and girls from povertystricken backgrounds in the absence of government services and sufficient incomegenerating resources. Support from relatives prevents young women and girls from
entering into relationships with older men for the purposes of generating an income.
However, it should be done with the intention to provide for a struggling family, instead of
human trafficking for sexual exploitation.
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8. South African responses to human trafficking
The government and civil society are currently mobilizing society and the legal system to
intensify prevention, protection and prosecution services, as well as partnerships to respond
to this crime (Eye on Human Trafficking, 2007). Several partnerships have been created to
broaden and give more publicity and information on human trafficking patterns and forms.

8.1. Prevention
Article 9 of the Palermo Protocol (United Nations, 2008) expects its signatories to develop
comprehensive policies and programmes, to conduct research, to implement media
campaigns and socio-economic strategies, as well as to provide information regarding
human trafficking in order to deter human traffickers from committing the crime. The aim is
to equip societies and countries with human trafficking knowledge. According to the
Protocol, the programmes should seek to reduce factors that create vulnerability to human
trafficking. Furthermore, the Protocol emphasises the establishment of regional,
international and national coalitions in order to share and disseminate information. Since
South Africa became a signatory to the Palermo Protocol and the publication of ‘Seduction,
sale and slavery’ (Mathews, 2004)) by the International Organization for Migration (IOM) in
2003, prevention services have been intensified to educate and inform the public about
human trafficking.
Awareness programmes, capacity building workshops and training of civil organisations, as
well as government officials in human trafficking are some of the common prevention
measures aimed at reducing human trafficking of young women and girls for sexual
exploitation. The IOM and its partners, the United Nations Office on Drugs and Crime
(UNODC), the Department of Social Development, women’s organisations, religious groups
as well as sporting clubs such as Kaiser Chiefs play an instrumental role in raising
awareness about human trafficking in South Africa. During these workshops, participants
are introduced to the concept in all its manifestations and are informed of the legal and
social resources that they could use to respond to the crime. But however diligently South
Africa is working to fulfil its obligations set out in the Palermo Protocol, the filtered
information may not be put to good use due to personal and socio-economic challenges
faced by some South African citizens. Informal conversations with South Africans have
shown that an average citizen of this country will not turn down an opportunity if it were
introduced by a stranger (Le Roux, 2009b; O’Connor, 2009). This attitude is motivated by the
desire to experience the world, earn more and access employment opportunities.
Socio-economic challenges are cited in most South African reports on human trafficking as
fundamental reasons fuelling the occurrence of human trafficking for all purposes. The IOM
has reported that 84% of documented and undocumented immigrants vulnerable to human
trafficking in South Africa cited family breakdown, religious and ethnic persecution as
fundamental reasons that brought them into the country (IOM, 2009). However, on arrival
in South Africa, they faced socio-economic hindrances that made it difficult for them to
acclimatise to the country. They may encounter xenophobic treatment whilst looking for

Human Trafficking of Young Women and Girls for Sexual Exploitation in South Africa 105

jobs and housing. As stated elsewhere in this chapter, South Africa has its own internal
economic challenges, which are difficult to eradicate. Some children reside in homes earning
less than an average wage. Economic Mobilization, a new initiative facilitated by the IOM to
prevent human trafficking in South Africa, seeks to mitigate the socio-economic challenges
driving some young women and girls to turn to human traffickers. Economic Mobilization
provides training and funds to small businesses in three impoverished provinces, namely
Limpopo, Mpumalanga and the Eastern Cape. The aim is create sustainable projects that
could provide employment opportunities to young women and girls in order to reduce their
vulnerability to human traffickers (Eye on Human Trafficking, 2009).

8.2. Protection
Identification, reporting and referral are some of the protective measures applied by South
Africa to respond to human trafficking. A designated official, such as a social worker,
border official or community worker, can determine whether a child is a victim of human
trafficking. Once a child has been identified as a victim of trafficking, the official is expected
to report the child to the criminal justice authorities. The identified child can then be
referred to a place of safety whilst waiting for her circumstances and experiences to be
documented. Article 6 of the United Nations’ Palermo Protocol states that on identification
of a trafficked victim, each member state is required to provide privacy and confidentiality,
housing, counselling, medical, psychological and material assistance to the victims. The
IOM offers trafficked victims shelter, medical and psychological support, legal assistance, as
well as to return them to and reintegrate them in their community. The organisation has to
date assisted 300 victims of sexual exploitation and forced labour trafficking inside and
outside South Africa (Eye on Human Trafficking, 2009). Molo Songololo has assisted 26
victims of child sexual exploitation and 44 rape cases, as well as provided victim
empowerment services to 32 children (Tyakume, 2009). Recommendations have been made
by the South African Law Reform Commission for victims of trafficking to be granted
immunity from prosecution.

8.3. Prosecution
Despite the absence of a legislation to prosecute human trafficking fully, South Africa has
successfully prosecuted and is currently prosecuting suspects alleged to have committed the
crime. Sections from existing legislation are used to prosecute human trafficking. The
Prevention of Organised Crime Act (Act 112 of 1998), the Immigration Act (Act 13 of 2002)
and the Sexual Offences Act (Act 23 of 1957) are some of the Acts used to prosecute human
trafficking activities ([40, 74]). Furthermore, the Children’s Act (Act 38 of 2005) and the
Criminal Law (Sexual Offences and Related Matters) Amendment Act (Act 32 of 2007)
contain sections dedicated to combating the human trafficking of young women and girls
for sexual exploitation. However, the Children’s Act is not yet fully promulgated (Qaba,
2007). These efforts are not enough to prosecute and receive a conviction for the crime. Few
trafficking offences have been prosecuted using parts of existing Acts in the absence of a
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concrete and specific trafficking legislation. The Criminal Law (Sexual Offences and Related
Matters) Amendment Act (32 of 2007) and the Sexual Offences Act (23 of 1957) can only be
used to prosecute sexual exploitation. Although the offenders are not convicted for human
trafficking, but for sexual exploitation associated with human trafficking, the South African
legal system is at least demonstrating some progress in this regard.
Two successfully prosecuted cases of human trafficking for sexual exploitation have been
reported (Qaba, 2007). In the first of these, Elizabeth Maswanganye recruited, transported
and lured into prostitution through false promises young women and girls looking for
employment in Pretoria. She was charged with running a brothel and with soliciting girls
for carnal intercourse under section 2 and 14 of the Sexual Offences Act (Act 23 of 1957). She
is currently serving a five-year term of imprisonment. In the second case, Amien Andrews
lured young women and girls looking for a good time at shopping malls into brothels. He
was charged with kidnapping, assault to do grievous bodily harm, indecent assault and
rape. He is currently serving a 17-year sentence.
Eight suspects have appeared in a criminal court in KwaZulu-Natal Durban on human
trafficking charges. A woman from Thailand and a South African man recruited female
prostitutes in Thailand to work in up-market establishments in South Africa. The recruits
were tied into debt bondage and intense sex work on arrival in this country. The Thai
recruiter and the South African male are facing charges of racketeering under the Prevention
of Organised Crime Act (Act 121 of 1998: Sections 20-21) of the contravention of
immigration principles under the Immigration Act (Act 13 of 2002: Sections 16-19), of
keeping a brothel and facilitating prostitution under the Sexual Offences Act (Act 23 of 1957:
Sections 3-15), as well as of running a business without a license under the Business Act (Act
71 of 1991) (Lutya, 2009). Furthermore, 27 Chinese female prostitutes and their recruiter
were arrested and charged with contravening the Immigration Act and Labour Acts for
entering and working in South Africa illegally (Kreston, 2007). It is problematic that in these
cases victims are prosecuted alongside traffickers and are offered no assistance. Once the
trafficking legislation comes into effect, victims will be protected instead of being treated as
accomplices to the crime (Kreston, 2007; Le Roux, 2009b; SALRC, 2004; Stuurman, 2009).

8.4. Politics of legal reform in South Africa
On 26 August 2009, the South African Cabinet approved the Prevention and Combating of
Human Trafficking Bill (Qaba, 2009). The next step is tabling the law in Parliament for final
approval. It has taken five years for this Bill to obtain Cabinet approval, due to the number
of constraints hindering the process. Divergent opinions regarding the sections contained in
the Bill and the manner in which the law will be interpreted could be the reason behind the
slow progress. It appears that religious, political, moral, gender and medical differences are
delaying the finalisation of the Bill. The main issue of concern is the sexual exploitation of
victims by human traffickers by means of forced prostitution. Organisations such as Sex
Worker Education and Advocacy Taskforce (SWEAT), which are fighting for the legalisation
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and decriminalisation of prostitution, are of the opinion that some trafficked young women
and girls exercise agency and accept offers from human traffickers knowing what will
transpire at the place of destination (Harper, 2009). With this mind, they argue that such
young women and girls would also be prosecuted alongside human traffickers. SWEAT is of
the opinion that when some young women and girls are caught by criminal justice
authorities without legal documentation – tied into debt bondage – they cry sexual
exploitation (Harper, 2009). Organisations fighting to reduce violence against women such
as Masimanyane Women’s Support Centre, which are seeking to criminalise prostitution by
arresting users of prostitutes and saving prostitutes from the business, point out that
prostitutes are not free to choose this profession, but are forced by a variety of genderrelated discriminatory circumstances to work as prostitutes. The Bill should render
prostitution a crime instead of distinguishing between voluntary and involuntary
prostitution, as is the case now. Additional political pressures from the tourism sector, the
trade sector and as a result of sporting events hosted by South Africa are putting pressure
on South Africa to accept and regulate the prostitution industry.
In addition to this political pressure, religious organisations are defining prostitution,
voluntary and involuntary, as an abomination to God. With all these opposing and
contentious opinions on the table, the South African Law Reform Commission is responsible
for ensuring that all parties are satisfied with the final outcome of this Bill. Notwithstanding
the fact that South Africa is a diverse country consisting of citizens adhering to differing
standpoints, it may appear that the only group of persons victimised by traffickers are
young women and girls trafficked for involuntary prostitution. The moral connotations
associated with prostitution may be the reason that most organisations are strongly opposed
to or in agreement with some sections dealing with sexual exploitation in this legalisation.
According to Section 4:3 (b) of the Bill, it is no defence not to charge a trafficker if an adult
has consented to exploitation or exploitation did not occur, or if human traffickers have
recruited, transported and manipulated young women or girls to think that the jobs offered
are financially lucrative. SWEAT argues that consent should be disregarded where children
are concerned (Harper, 2009). Adults should be seen as capable of giving consent to the
work of prostitution, irrespective of the coercive methods traffickers use to lure women into
the trade.

8.5. What would be a more effective policy to deal with human trafficking?
The promulgation of the Prevention of Trafficking in Persons Bill may not necessarily
address women’s legal and social challenges, but it will ensure that legal mechanisms exist
to address the legal needs of formerly trafficked young women and girls. However, it will
not address the factors which have motivated the trafficked victims to accept ‘assistance’
from human traffickers. The same applies to other laws addressing women’s issues: it could
make a difference to young women and girls who have been abducted and kidnapped. This
set of victims is often caught by surprise whilst either walking home from school or running
an errand for a parent.
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For a woman who needs better employment opportunities, it may lead to the kind of selfblame that is often observed in victims of acquaintance rape. A more effective strategy could
be a combination of services provided to potential victims of human trafficking. This
strategy will necessitate a change in the manner in which families, communities and the
South African citizens entirely select their lifestyles.
A combined strategy includes full participation by the families of potential victims,
communities, civic organisations, criminal justice authorities and former victims of human
trafficking, brothel owners, clients or users of human trafficking victims, as well as the
families and relatives of former victims of trafficking. This strategy should be a governmentdriven policy led by the Department of Social Development (DSD). It should be
implemented at a primary level before victims are recruited, kidnapped or abducted. At that
point, human trafficking has not yet occurred. However, owing to the increasing number of
young women and girls who are falling victim to this crime, unaffected potential victims
should be educated about the crime. The department is already driving many prevention
and early intervention programmes aimed at addressing risk factors that could result in the
victimisation of families in general.
However, human trafficking is a clandestine crime that should be addressed separately.
Firstly, parenting programmes should be designed, planned and implemented. The
facilitators of these parenting programmes should identify parenting deficits and
behavioural factors expressed by young women and girls that could result in victimisation.
The parenting programmes should be implemented at a community, school and family
level. In this manner, teachers, neighbours as well as other family members are aware of the
existence of the crime and can help alter young women and girls’ behavioural expressions
and parenting practices and styles that result in victimisation. Secondly, alongside parenting
programmes civil organisations, criminal justice authorities’ former victims of trafficking
should be instrumental in raising awareness about the crime. Victims of human trafficking
are likely to contact NGOs for assistance; formerly trafficked women are knowledgeable
about the mechanisms used by traffickers to capture, confine and transfer them whilst
increasing profits. Third, clients or users of prostitutes can engage with young women and
girls in the business without making them feel interrogated. This information could be sent
to the police who will contact brothel owners amicably and alert them to the finding before
an arrest is made. Lastly, the families and relatives of trafficked young women and girls
should form part of the strategy by supporting their trafficked victims in order to ensure
that their reintegration is achieved with fewer challenges.
Most researchers in South Africa are advocating for the immediate promulgation of the
Prevention and Combating of Trafficking in Persons legislation in order to reduce the
occurrence of the crime. Gender equality can be achieved through the enactment of laws
granting an opportunity for women to access justice (Ntlama, 2006). However, the
introduction of this legislation is bound to be delayed, because of differing opinions
pertaining to prostitution. It might be easier to separate voluntary and involuntary
prostitution once the trafficking law has been promulgated (Qaba, 2009). Along with the
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legalisation and decriminalisation of (voluntary) prostitution, brothels will be inspected
regularly, the human rights of prostitutes will be observed and prevention efforts will take
cognisance of the socio-economic factors influencing young women and girls to perform the
work (Khumalo, 2009; Qaba, 2009).
It is a betrayal of women’s aspirations when the criminal justice system does not fulfil its
obligations to improve the quality of their lives (Drakopolou, 2008). Meanwhile, owing to
the diversity of young women and girls, justice may not be accessed by formerly trafficked
young women and girls (Drakopolou, 2008). There are young women and girls who accept
offers knowing fairly well that they will work as prostitutes, but they are not alerted to the
conditions under which they will work. Once they exit the clutches of human trafficking,
they do not report the violations encountered at the hands of human traffickers, but often
continue to work in the prostitution industry as they were recruited to do.

8.6. Partnerships
Several partnerships have been established in South Africa to counter human trafficking for
all purposes. They are situated in provinces, nationally and regionally coordinated by
governmental and NGOs. The IOM, women’s organisations and the National Prosecuting
Authority (NPA) coordinate most partnerships against human trafficking. The Southern
African Counter Trafficking Assistance Programme (SACTAP), Migration Dialogue for
Southern Africa (MIDSA), the National Task Team, Mpulimo, the Southern African
Network against Trafficking and Abuse of Children (SANTAC), and Activists Networking
against the Exploitation of Child Domestic Labour (Anex CDW), are some of the
partnerships addressing human trafficking in South Africa.
The publication of Seduction, Sale and Slavery: Trafficking in Women and Children in Southern
Africa (Mathews et al., 2004) in 2003 resulted in the formation of SACTAP (IOM, 2009).
SACTAP, coordinated by the IOM, is a regional body consisting of representatives from the
South African Development Community (SADC) region. Since 2003 it has assisted 300
victims of human trafficking and trained more than 1 200 police officers, as well
approximately 500 practitioners from civil organisations in victim assistance and
identification (Eye on Human Trafficking, 2007). Its areas of focus are research, information
dissemination, victim assistance, and capacity building (Le Roux, 2009a).
The IOM also coordinates MIDSA, which gets government officials from SADC to meet in
workshops to debate matters related to migration issues three times a year (IOM, 2009).
Human trafficking and human smuggling are some of the migration-related matters
discussed at these workshops. Furthermore, the National Task Team, a government
initiative, was formed in 2005 to monitor activities aimed at preventing human trafficking in
South Africa. It is made up of government departments such as the Organised Crime Unit,
the SAPS, Justice and Constitutional Development, Home Affairs, Social Development and
Labour, as well as NGOs, the IOM, Molo Songololo and the UNODC. Its most important
roles are to monitor strategies against human trafficking and share information pertaining to
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the developments in human trafficking matters (Qaba, 2009). They meet quarterly to share
and disseminate information.
The Mpulimo Task Team against Human Trafficking includes government departments
such as the SAPS, Health, Social Development, Home Affairs and the Vhembe District
Municipality, as well as NGOs such as the SABC Polokwane branch, Terres Des Hommes
Johannesburg, and Sithabile Youth and Child Care Centre (Amazing Grace, 2009). Most
important among its tasks are to help the police investigate child trafficking cases and assist
in the identification and assistance of victims. To date, Mpulimo has played a vital role in
the prosecution of human traffickers operating around the Musina border between South
Africa and Zimbabwe. They have rescued children transported to South Africa in trucks,
taxis and private cars.
The Southern African Network against Trafficking and Abuse of Children (SANTAC)
started in 2004 as a Norwegian-sponsored initiative aimed at creating awareness about the
exploitation and abuse of children in the SADC region. The purpose of SANTAC is to
collaborate and interlink with other African countries in order to fight the commercial
sexual exploitation, labour, trafficking and abuse of children (Le Roux, 2009a; Le Roux,
2009b). The network lobbies African governments to formulate legal policies for the
purpose of prosecuting human traffickers and providing assistance to the victims of
human trafficking. Former South African first lady Graça Machel and Archbishop
Emeritus Desmond Tutu are patrons of SANTAC (Le Roux, 2009a; Le Roux, 2009b).
SANTAC is working towards reducing human trafficking and child abuse. SANTAC
launched an anti-trafficking campaign called Red Light 2010 in preparation for the 2010
Soccer World Cup, jointly with Women in Law in South Africa and the Child Welfare
Society. The aim of Red Light 2010 was to raise awareness about human trafficking and
address aspects creating vulnerability of women and children to the crime (Le Roux,
2009a; Le Roux, 2009b).
Tsireledzani, a TshiVenda word meaning ‘Let’s protect’ (Eye on Human Trafficking, 2009), is
a coordinated group of organisations, governmental and non-governmental, applying the
principles of the Palermo Protocol against human trafficking by conducting research,
training practitioners in the field, raising awareness about the crime and supporting
governments to formulate legal and social policies to counter human trafficking (Eye on
Human Trafficking, 2009). Some of its affiliates include the Human Sciences Research
Council (HSRC), the University of South Africa (UNISA), the United Nations Children's
Fund (UNICEF), the IOM and the UNODC. It is driven by the National Prosecuting
Authority (NPA) and financially supported by the European Commission. Tsireledzani has
to date held workshops with the media – journalists, editors, producers, web managers,
television presenters, photographers, correspondents and press officers – as well as with
police officers, investigators and other government officials, such as Home Affairs and
Immigration officials, for the purpose of educating them about human trafficking (Eye on
Human Trafficking, 2009).
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A provincial-based partnership, Activists Networking against the Exploitation of Child
Domestic Labour (Anex CDW), aims to end the exploitation of children trapped in domestic
labour with special consideration of girl-children moved from urban to rural areas. They
perform advocacy work, conduct research, and lobby government to create policies that
may improve the situation of children, run media campaigns, as well as create support for
children in domestic labour (Eye on Human Trafficking, 2007). To date, Anex CDW has
released a research publication describing the profile of children vulnerable to exploitation
in domestic work and the occurrence of human trafficking from rural areas to urban areas in
Cape Town.

9. Conclusion
Human trafficking for sexual exploitation occurs in South Africa. For the first time since
South Africa ratified the United Nations Protocol in 2004, in 2008/2009 the SAPS recorded
cases of human trafficking for sexual exploitation. It appears that this crime has historical
roots going back to the colonial period and slavery. Traditional cultural practices are also
driving the occurrence of the crime. In addition, socio-economic conditions, gender violence,
violent cultural practices, as well as dislocated and displaced children, form part of the
context within which the crime occurs. Although the legislation to prosecute the crime has
not yet been fully promulgated, sections of existing legislation are used to prosecute
trafficking for sexual exploitation only. That presents some challenges, in the sense that
most efforts to address the crime are geared towards reducing sex trafficking, despite the
occurrences of other forms of trafficking. Differing opinions about the legalisation,
decriminalisation or criminalisation of prostitution are delaying the process, because human
trafficking for sexual exploitation and prostitution intersects to some extent. Nevertheless,
legislation alone cannot be the only mechanism with which to deal effectively with the
crime: primary prevention programmes should play a central role. The family, the
community and criminal justice agents should collaborate to prevent human trafficking.
Moreover, once human traffickers are caught, effective legislation should be in place to
prosecute the crime fully.
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Chapter 6

Increasing Awareness of Brazilian Family Health
Team Professionals on Reporting Child Abuse:
A Case Study
Thais H. Bannwart and Lúcia C.A. Williams
Additional information is available at the end of the chapter
http://dx.doi.org/10.5772/48219

1. Introduction
There are diverse and countless cases of child abuse reported by the media, giving the
general public the impression that its number has drastically increased. We know that is not
the case. Child abuse is, unfortunately, a very old habit in need of change, and it is, in fact
being changed. Many cases come to health professionals in the very beginning, such as
when a nurse witnesses a mother humiliating a child who refuses to eat. Unfortunately,
many cases also appear only when it is too late, as when a physician signs a death certificate
in a child abuse fatality.
This paper aims at pointing out the need for changes in health professional training
regarding child abuse - a public health issue which directly affects individual and collective
health. Preventing and coping with abuse demands the formulation of specific policies and
organizational practices and services for the sector [1]. The World Report on Violence and
the World Health Organization [2] mention that psychiatric disorders, depression, anxiety,
substance abuse, and aggression, feelings of shame or cognitive disorders, posttraumatic
stress, sleep disorders, thoughts and suicidal behavior, as potential consequences of child
abuse. In addition, adult diseases, such as ischemic heart disease, cancer, chronic lung
disease, irritable bowel syndrome and fibromyalgia may be intensified due to child abuse
experiences.
A considerable amount of money is spent on treating cases related to child abuse. This
includes: a) offender arrests and subsequent court issues, b) abuse investigation reports, c)
mental health services for adults with a child abuse history; d) especial educational support;
e) expenses associated with foster care and adoption; and f) costs in the employment sector
due to absenteeism and low productivity [2]. In the health system, child abuse is responsible
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for increases in emergency assistance, and rehabilitation expenses, the latter more costly
than most conventional medical procedures [1].
Due to the complexity of child abuse, its close link with Public Health and the fact that
mandated reporting is regulated in many countries, health professionals involvement with
the topic has been the focus of several studies. In Brazil, the Child and Adolescent ACT
(ECA – Estatuto da Criança e do Adolescente 1990) ,in Article 245, [3] regulates mandated
reporting to proper authorities of any suspected or confirmed child abuse case. Failure to do
so may receive a penalty involving from 3-20 minimal wage fines.
The Child and Adolescent Act was implemented in Brazil in 1990, guarantying special rights
and full protection of children. In addition, the Ministry of Health developed guidelines in
the document "National Policy for Reduction of Morbidity and Mortality from Accidents and
Violence", in existence since 1998. Later, with the publication of another document ("National
Policy for Reduction of Morbidity and Mortality from Accidents and Violence in Childhood and
Adolescence"), in 2001, child abuse mandated report by Unified Health System professionals
was enforced [4]. Despite this requirement, violence underreporting in all areas is a reality
in Brazil. It is estimated that for every reported case, at least two others exist which have not
been reported [5].

1.1. Health professionals’ role in dealing with child abuse
Health professionals are under-qualified to deal with child abuse, in part due to a lack of
awareness on how to proceed when cases arise. There is lack of regulations to guarantee
appropriate technical procedures to deal with abuse cases in Brazil. In addition, there is an
absence of legal mechanisms to protect those who do report cases. Failure in child abuse
identification by health professionals, and fear of breaching client confidentiality, are
barriers that also contribute to under–reporting [6]. Additionally, the difficulties may
include lack of basic information to identify abuse, a topic not been addressed in
undergraduate or graduate curricula. Lack of infrastructure and an excessive workload by
Child Protection Services (CPS), and even its non-existence in some counties are also
barriers to be mentioned. Another peculiarity is a culture which values family privacy and,
Finally, threats made to professionals by abusers are also arguments responsible for nonreporting [6].
Child abuse reporting is extremely important because it is a tool to curb and prevent
maltreatment, allowing interventions to take place at various levels. When child abuse
becomes public, one may see that it is more common than expected. Needless to say that no
type of violence should be considered ordinary or normal [7].
In spite of Brazil’s mandatory reporting laws, there is a large gap between legislation and
reality. Iossi [8] conducted interviews and document analysis in the municipality of
Guarulhos, in the greater São Paulo area, observing that 23% of child abuse referrals health
professionals made to treatment centers were made without the awareness of CPS, that is,
without proper reporting. This situation may result in duplication of referrals to health
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services, resulting in false demands, illustrating , thus, the need for effective communication
among different stakeholders of the child protection network.
A survey [9] analyzed the child abuse reporting process with 359 family health team
professionals in the city of Fortaleza, Northeast Brazil, showing that reporting by
professionals happens sporadically, rather than systematically. In that sense, the
development of programs for continuing education and the increase of professional network
support may reduce insecurity, and increase the number of child abuse reported cases.
Insecurity and difficulties faced by health professionals in identifying and reporting cases of
child abuse were also addressed in other Brazilian studies. Health professionals’ perception
of child abuse, and responsibility to report cases according to past experience were analyzed
through interviews (n=10) [10]. All professionals said that they discard organic hypothesis
by examining the victims, and only then investigate "external causes". A third of
interviewees said that when there are injuries suggesting abuse (such as bruises in a child
admitted to the Hospital), it is difficult to confirm this diagnosis, as they fear committing
“injustices”. Whether or not the reporting occurred, feelings of frustration, powerlessness,
and immobility were recurrent. In addition, in two reported cases, the police advised
professionals to withdraw the notification. Psychological abuse was less valued than
physical violence; as such acts were viewed as natural forms of child rearing. The study
reports that mental health professionals tend to be silent about abuse, because "their training
involves understanding and treating offenders and therefore do not consider reporting as
their responsibility " (p.23).
The perception of 17 health professionals was analyzed [11] in relation to attitudes
regarding child abuse, by means of semi-structured interviews. A swing between belief and
disbelief of solving cases was noticed by researchers, as well as fear and emotional
insecurity. Problems associated to lack of professional training, and the reproduction of
cultural patterns of non-involvement beliefs regarding family issues were also identified.
The study also highlighted the disbelief in the effective action of Child Protection Services,
and previous negative experiences as reasons for not getting involved in child abuse cases.
Studies in the U.S. [12] also indicate difficulties professionals face in reporting abuse, as well
as negative experiences with the legal system, contributing to non-reporting. Another study
in Australia identifies problems with services available to children and families where child
abuse reporting is made, indicating the need for continuing education of health
professionals to identify symptoms and signs of physical abuse, as well as the physicians’
role in multidisciplinary efforts to address child abuse [13].
This first author [14] sought to investigate problems found by pediatricians in identifying
and reporting cases of abuse in a mid-size city of the State of São Paulo, Brazil. Main results
pointed out that difficulties were related to lack of training, disbelief and doubts about CPS,
fear of possible legal consequences, and fear of causing further trauma or discomfort in the
family and/or the child. The study detected a general belief in the need to confirm the
suspicion of abuse as a prerequisite to reporting.
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Difficulties in dealing with child abuse are present in other health related areas besides
medicine: 84% of dentists (n = 70) in the city of Blumenau, Southern Brazil, [15] reported
feeling unprepared to deal with child abuse. Difficulties associated in reporting were related
to not being sure about confirming the abuse (42%), lack of knowledge, (32%), and fear of
consequences (6%). Likewise, Australian dentists were unaware about child abuse issues, as
shown by the high frequency of "I don’t know" answers, when asked about procedures to be
followed in child abuse cases [16].

1.2. Brazil’s Family Health Program
The Family Health Program (Programa Saúde da Família or PSF), was initiated, in Brazil, in
1994, as a strategy for reorienting the healthcare model, through the implementation of
multidisciplinary teams in primary healthcare units. These teams are responsible for
monitoring a number of families (up to 4.500 persons) located in a defined geographical
area. The teams act on health recovery, health promotion, disease rehabilitation, and more
frequent disorders, as well as maintaining the community’s health level [17].
Each team is responsible for becoming aware of family demographics by taking pertinent
data from each family, filling out information on different diagnoses for all individuals in a
given family. Health professionals and the families create bonds, which in turn, facilitates
the identification and assistance to community health problems [18].
The Family Health Program in the city of San Carlos, where this study was conducted, was
established in 2001 with four Teams. Currently this program benefits 64.000 people, and 16
teams are in operation. The municipality has a goal of reaching 50% of the population by the
end of 2012, as the city undergoes a health service remodeling process.
Another peculiarity about this city is the fact that the Medicine Faculty from Universidade
Federal de São Carlos (Federal University of São Carlos) has partnered with the municipality
in terms of developing an innovative project geared towards family health care. The project
involves adopting a model with a strong interaction between the public healthcare system in
which the medical student starts his/her practice in the Family Health Program.
Working in the Family Health Program exposes professionals to various types of violence,
such as family and urban violence which may affect professionals’ mental health [19]. In
addition to violence, through home visitation, professionals notice other adversities, such as
extreme poverty, which in its turn, may trigger feelings of helplessness. Other potential
problems are the non-recognition of efforts, no delimitation between professional and
personal boundaries; fear of exposure to risks; feelings of moral and physical integrity
threats, and fear of retaliation. All this context and challenges must be considered when
proposing any intervention with such professionals [19].

1.3. The training of health professionals on child abuse
For Brazil’s Ministry of Health [20], the development of a child abuse reporting system must
overcome three challenges: 1) incorporating the reporting process in the healthcare activities
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routine, and in the organizational framework of welfare and educational services; 2) raising
awareness and training health professionals and educators to understand the consequences
of abuse to children’s development, teaching professionals how to diagnose child abuse,
how to report cases and make referrals when problems are found; and 3) building
partnerships and alliances to ensure that reporting is only a first step of a much broader
activity to support children, adolescents, their families or institutions working with them,
and not simply an obligation as an end in itself.
Researchers agree on the need to train professionals on child abuse, and to systematically
evaluate such trainings in studies in order to overcome the difficulties mentioned [4,13,1516]. In addition, there is a need to insert the topic into curricula, as knowledge of child abuse
is essential for healhcare [21]. The literature indicates that for physicians already in practice,
training is more relevant in terms of case variables which are more difficult to observe, such
as: a) the explanation given for the injury in case of physical abuse; and b) the time taken to
bring the child for medical care, instead of restricting training to injury severity and its
relationship to child abuse exclusively [21]. For medical students, it is necessary to develop
skills of information gathering, and case deductions, and from the onset of training, students
should actively be involved in the process of identification and child abuse reporting,
working with experienced professionals as role models [22].
Moreover, it is important for professionals to become familiar with epidemiological data on
child abuse, as this helps in making decisions to evaluate the information collected,
especially in relation to the explanation given when child abuse is suspected, or in
differential diagnosis [13, 21]. The literature also indicates that the difficulties in
identification and reporting child abuse are found in several health related areas [14], thus it
would be possible to start training from a broader topic such as what is child abuse, and
subsequently direct the training to specific areas, such as types of treatment that a physician
and a dentist may have to perform with an abused child [14].
The literature [22] has also recommended that for the training to be appropriate it should
consider the ecological context of child maltreatment to understand risk factors present in
the child, the family, the community and society. Researchers also say that the disparity in
knowledge of health professionals who work at the same institution should be reduced by
training all staff, with emphasis in the need for continuing education. The same conclusion
was reached by scholars [23] who found an increase in the number of reported cases after
training, but a decrease in subsequent months, indicating the need for ongoing education.
Additionally, it is suggested [13] having regular case discussion meetings, stressing the
investigative nature of protective services, and to educate physicians in the
multidisciplinary aspects of child abuse.
Furthermore, it is recommended [24] that challenges faced by pediatricians in dealing with
child abuse cases may be inserted into the training, such as: having the families, not just the
children and mothers as the focus of attention; assessing routinely risk and protective
factors associated with the child and the family; strengthening protective factors; and
working to minimize or eliminate the risk factors.
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Experiences with training other professionals on child abuse prevention are also worth
mentioning. A quasi-experimental study was conducted by the second author to train preschool educators [25] to act as child sexual abuse primary prevention agents. 101 pre-school
teachers, 2.918 children, and 2.732 family members of these children took part of the
program, which was developed in partnership with the city of São Carlos’ Board of
Education. Teachers participated of 12 weekly meetings, for three months, in which they
learned to develop practical activities with the children, and their family members on child
sexual abuse prevention. The program had a very positive impact in all involved, and the
sexual abuse cases reported in the community nearly doubled at the program’s end.
Training teachers in child abuse prevention is highly recommended. Hazzard and Rupp [26]
compared child abuse-related knowledge and attitudes of pediatricians, mental health
professionals (social workers, psychiatrists and psychologists), teachers and University
students who completed a questionnaire on definitions, characteristics, causes and effects of
child abuse. Mental health professionals were better informed than pediatricians. In
contrast, teachers and University students were the least knowledgeable. On the basis of this
study results, additional abuse-related education was recommended for pediatricians and,
particularly, for teachers.
The training of health professionals should aim at increasing awareness of children’s rights
and needs, in ways to also increase the skills in identifying child abuse, maximizing the
commitment to child abuse notification to ensure compliance with the law [7]. Thus, the aim
of this study was to increase awareness of Family Health Program professionals in
preventing child abuse, by evaluating a training course to identify and report abuse.
Professional child abuse awareness was here defined in terms of the ability to identify child
abuse cases, as well as specifying its different modalities, and to comply with legal
requirement of case notification, when child abuse is suspected or confirmed.

2. Method
2.1. Participants
Two Family Health Unit teams (Group A and B) of the mid-size city of São Carlos, in the
State of São Paulo, Southeast Brazil, took part of the study, encompassing a total of 22 health
professionals. Group A consisted of one physician, a nurse, two nursing aids, a dentist, a
dental assistant and six community health agents. Group B had similar members, minus the
dentist and dental assistant, as configuration of the teams varies according to practical
demands. The groups were similar regarding the number of participants, gender
distribution, average age and average length of professional experience. Table 1 below
presents a description of both family health teams.
The teams were chosen based in communities with higher prevalence of child abuse in the
year of 2008, as reported to CPS. The Protection Service had only started to have reports
with number of reported cases per neighborhood as of the year 2008.
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Number of participants
Female
Sex
Male
Age (years)
Length of professional
experience

Group A
11
8
3
23 – 41
M = 29
10 months – 18 years
M = 7.6 years

Group B
11
9
2
24 – 47
M = 33
16 months – 21 years
M = 6.4 years

Total
22
17
5
23-47
M= 31
10 months – 21 years
M= 6.9 years

Table 1. Demographic characteristics of participants in Groups A and B.

2.2. Instruments used in data collection
a) Questionnaire on Hypothetical Cases, [14] containing two vignettes with the aim of verifying
which procedures the professional would adopt in the process of child abuse identification
and reporting. The instrument was originally developed by the first author to pediatricians,
and the vignettes were written based on reports from health professionals who had contact
with suspected child maltreatment. For the present study, the instrument was adapted
adding the context and routine of the Family Health Program. The first vignette involved a
possible neglect case, and the second a suspected sexual abuse case. The choice of these two
types of violence refers to the difficulty in identifying negligence by health professionals, in
spite of being the most common type of abuse reported to CPS; as well as the fact that sexual
abuse is still considered by many a taboo, and often, a family secret.
b) Child Maltreatment in Pediatric Primary Care Evaluations by Lane and Dubowitz [27].The
instrument contains three parts: the first being a survey of cases of physical, sexual abuse
and neglect reported or not reported; the second part is made of 38 sentences in which the
professional responds according to a five point Likert Scale of agreement, where 1
corresponds to strongly disagree with the statement, and 5 with strongly agree with the
statement. The statements address reporting consequences to the professional, evaluate
need for training and support in making decisions, and assess knowledge on the subject.
The third part of the instrument characterizes the professional (giving information on age,
gender, ethnicity, work experience, number of courses on the subject). For the present study
only 37 sentences of the second part of the instrument were used. The authors gave
authorization to the translation and adaptation of this instrument to Portuguese for this
study.
c) Questionnaire on Family Violence against Children and Adolescents, developed by Rossi [28]
whose definitions of types of violence were adapted by Giusto [29]. This questionnaire aimed
at investigating whether reporting was a procedure adopted by health professionals working
in the public sector. In addition, the instrument was designed to assess the knowledge of
professionals about the signs of abuse, to identify if there are personal and professional
consequences to child abuse reporting, and to identify whether discussion of family violence
was part of the professionals’ training. The instrument provides a definition of each type of
Violence (physical, sexual, psychological abuse and neglect,), giving information on
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professional demographic characteristics; on identification of signs and symptoms of child
abuse; knowledge of laws; aspects of personal consequences of reporting child abuse;
knowledge of the professional ethics code; training on child abuse and the responsibility to
report.
Data collection also involved monitoring child abuse reporting behavior to CPS by each
team participant, prior to the training program (for one year) and afterwards.

2.3. Procedure
The project was approved by the University’s Ethics Committee, and participants signed
Informed Consent explaining the study’s objectives, risks and benefits associated with the
research, and guarantee of anonymity. The initial contact with the health teams was made
by telephone, followed by a letter sent by email, with the course proposal attached. After
interest in participation was expressed, a meeting was held with the first author to provide
further explanations.
The intervention initially took place exclusively with Group A, and two pre-intervention
assessments were done with Group B prior to their respective training. The training took
place at each Family Health Unit’s office, in rooms designated for staff meetings. Each Unit
office was located in different geographical areas.
Before starting training with Group A, the Questionnaire on Family Violence against Children
and Adolescents was administered to both groups to evaluate the initial repertoire on the
subject and previous group experience. The instruments Questionnaire on Hypothetical Cases
and Child Maltreatment in Pediatric Primary Care Evaluations were applied at pre-test to
evaluate the course, as well as at post-test for comparison.

2.4. The training procedure
The training was aimed at overcoming the second challenge indicated by Brazil’s Ministry
of Health [20] which is to raise awareness, and train health professionals to understand the
consequences of abuse to children’s development, teaching professionals how to diagnose
child abuse, how to report cases, and make referrals when problems are found.
The training contents were divided into four main themes:
1.
2.
3.
4.

Definition of child abuse according to Brazilian law, Brazil’s Ministry of Health and the
World Health Organization;
What is mandated reporting and its importance to society;
How do Child Protection Services, the Judiciary System and the Protection Support
Network operate and some of the difficulties they face;
Proper use of the child abuse mandated reporting form to health professionals;

The training relied on LAPREV’s (The Laboratory for Analysis and Prevention of Violence)
past experience in teaching the topic of child abuse to different professionals, such as,
teachers [25], police [30], CPS [31] and institutional staff [32].
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The specific training involved that by the end of the course professionals should be able to: a)
identify family violence as a phenomenon, b) identify different modalities of child abuse; c)
identify the signs and symptoms associated with such violence; d) identify risk and protective
factors for child abuse; e) analyze myths surrounding the subject; f) analyze appropriate ways
to approach victimized children; g) identify the protective network in their community; h)
identify and analyze factors that promote resilience; i) establish a dialogue with CPS, and j)
correctly complete the mandated child abuse health professional reporting form.
Training lasted 15 hours in total, divided into 10 biweekly meetings, lasting one and a half
hour each, inserted into their regular four-hour staff meetings. Different activities to increase
participation were used throughout.
Different activities to increase participation were used throughout the training. In meetings 2
and 6 there were discussions about written material compiled by the first author. In meetings 3
and 7 excerpts from the film "Bastard Out of Carolina" [33] were shown, as well as an animation
"Once upon a family" [34] to facilitate group discussion. In addition, at meeting 7, local and
national newspaper clippings on child abuse cases were given for analysis of risk factors and
procedures involved. At meeting 4 there was role-playing of a fatal child abuse hypothetical
case by participants, who were divided into pairs, and given different roles. In the meeting 9,
two reporting forms were analyzed: one used by the State Department of Health and another
by the Ministry of Health. In meeting 5, a representative of the local Child Protection Service
made a presentation, and answered questions, and in meeting 8 a forensic psychologist
working in the Judiciary system made, likewise, a presentation.
After each meeting, the first author took records of the main procedures and verbalizations.
At the end of the training course, a questionnaire was administered to assess the degree of
participant satisfaction.

2.5. Data analysis
This case study had a pre-experimental A-B design which allowed comparing differences in
scores on the pre-test and post-test in both groups [35].
In the Questionnaire on Hypothetical Case [14] data analysis is based on categories established
by questions. The answers were analyzed qualitatively, enabling the creation of
subcategories, and a descriptive analysis of the responses was performed.
The Child Maltreatment Evaluations in Pediatric Primary Care [27] uses a Likert scale of 5
points: strongly disagree (SD), disagree (D), neutral (N), agree (A) and strongly agree (SA). To
verify if there were changes of opinion between the steps, the Wilcoxon test was used. The
level of significance was set at 5%. Thus, the p-value obtained in each test rejected the
hypothesis of equality groups and no change of opinion when the p-value is greater than
0.05. Data analyzes were performed using SPSS statistical software.
The Questionnaire on Family Violence against Children and Adolescents [29] has a predetermined
set of response categories for each variable, thus the final score involved the frequency
responses of presented options.
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3. Results and discussion
We will initially present data on participant’s previous experience with child abuse cases,
for both groups. In sequence we will present the quantitative data from the instruments
regarding pre and post measures, and lastly qualitative data will also be presented to
compare changes in participants' views.

3.1. Previous experience with child abuse
Table 2 presents the distribution of participants who had contact with suspected or
confirmed cases of physical abuse, sexual abuse, psychological abuse, and neglect,
illustrating participants’ previous experience.

Yes, once
Yes, more than once
No, never
No answer

Physical
Abuse
6
4
10
1

Sexual
Abuse
4
0
16
1

Psychological
Abuse
7
5
8
1

Negligence
5
7
7
2

Table 2. Previous experience of suspected or confirmed child abuse cases in frequency per modality of
abuse (n=21, both groups combined).

The data indicates that at least once a particular health team member had previous contact
with a child abuse case. Lack of previous involvement with sexual abuse cases was high
(76% of participants), which may indicate difficulty or uncertainty in identifying such cases,
as well as how under-reported this type of violence still is in this country. Although there
were two different teams in different geographical areas, previous experience was similar
among the groups.
Figure 1 illustrates how many participants had reported child abuse cases in the past, and
how many would hypothetically report if a child abuse case occurred. Previously reported
cases involved discussing the issue with the immediate boss or with colleagues. Most of the
reported cases involved physical violence for both groups. Sexual violence cases were the
most frequently reported in supposition.
The large difference between actual reported cases and intention of reporting may indicate
socially acceptable answers to the instrument. Nevertheless, one has to consider the possibility
that it may also reflect a genuine intention or high motivation to report, if they were to identify
a child abuse case. Unfortunately, we were unable to verify if professionals past reporting
experience did in fact take place, as CPS data was only gathered after the year 2008.
Among reasons given by participants not to report previously, "not knowing how to do it" was
noteworthy. In addition, there were written comments on the instrument suggesting a new
category "the problem was solved in the workplace", which seems to indicate that the
professional found a temporary solution, instead of fulfilling the reporting law.

Increasing Awareness of Brazilian Family Health Team Professionals on Reporting Child Abuse: A Case Study 127

16
14
12
10
8
6
4
2
0

Reported
Intent to report

Figure 1. Frequency of participants who had previously reported child abuse and who would report, if
needed.

In summary, both groups had contact with child abuse cases, but there was a low frequency
of reporting to Child Protection Services. Although several participants stated that they
would indeed report child abuse if needed, they also said that lack of knowledge about the
correct procedure or by difficulties in identifying these cases were barriers to be faced. This
entry data reinforces the need for training to reduce misunderstandings and comply with
current legislation, ensuring the protection of children.

3.2. Evaluation of the training course
Table 3 presents frequency of responses given by participants in the Questionnaire on
Hypothetical Cases [14] about which procedures would be adopted in a hypothetical situation
of suspected negligence.
Procedures
Call Child Protection
Request assistance from the team
Make home visits
Speak to parents or neighbors
Confirm the suspicion

Before training (n=19)
4
8
9
7
3

After training (n=18)
12
7
2
2
1

Note: more than one answer may be given
Table 3. Frequency and types of procedures given to a hypothetical situation of suspected neglect.

After the training, there was a marked increase in the decision to involve the Child
Protection Services, as required by law. The category “request assistance from the team”
maintained approximately the same level,, although the procedure is considered suitable
for such situation.
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The procedure "speaking to parents/neighbors" had an expressive change, decreasing the
frequency as indicated. Similar to speaking with parents, home visitation is a common
procedure in the Family Health Program. Nevertheless, the professional role in this case
involves speaking to the family, but not conducting an investigative interview, as this
would not be appropriate. One of the training course topics was how should the
professional behave if child abuse is suspected, without doing an investigation or adopting
different professional boundaries.
Table 4 presents the procedures that would be adopted in a hypothetical situation involving
suspected sexual abuse. The data illustrates that after the intervention, most participants
would call Child Protection Services.
Procedure

Before training
(n=19)

After training
(n=18)

Request assistance from team

10

6

Call Child Protection/Police

6

12

Refer to a psychologist

0

1

Visit/communicate school

2

4

Speak to parents/neighbors

5

4

Speak to the victim (child)

2

2

Making home visits

2

1

Note: more than one answer may be given

Table 4. Frequency and types of procedures given to a hypothetical situation of child sexual abuse.

More participants reported that they would call CPS, doubling before training data.
However, the category "speak to parents" and "speak to the child" remained unchanged, and
this may be an artifact of the vignette involved in the instrument.
The difficulties encountered by participants to the situations of neglect and sexual abuse
presented in instrument [14] were similar for both groups, namely: possible resistance from
the family to take responsibility for the abuse, fear of retaliation from the abuser, lack of
experience with these cases, fear that CPS would not handle appropriately the reported case,
fear of exposing the child and not knowing how to speak with the child. After the training,
the most frequently cited difficulty was "possible resistance from the family to take responsibility
for the abuse and to receive help".
Previous contact with the theme of child abuse during professional training was classified as
"none", except for two participants (a Community Health Agent and a nurse) who had "little"
experience and had attended talks about child abuse.
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3.3. Professionals ‘opinions about personal and work-related aspects of child
abuse
Child Maltreatment Evaluations in Pediatric Primary Care [27] responses were analyzed to see if
the training had been responsible to change professionals ‘opinions. The Wilcoxon test was
conducted and significant changes of opinion between pre and post training (using both
groups together) were seen for four instrument’s questions (question 19 "I feel competent to
give a definitive opinion about physical abuse" p = 0.027; question 25 "I Know the law involved in
the reporting child abuse/neglect” p = 0.005; question 26 "I know how to report a case of child who is
being abused" p = 0.013 and question 27 "I feel comfortable in talking with families about child
abuse" p = 0.031).
It is somewhat frustrating that out of 32 questions, only 4 showed significant differences
comparing pre-post results, suggesting that the training had little influence. However one
must not discard the small size of the sample, difficulties answering the instrument, and the
fact that participants may have given socially accepted answers.
The reasons provided in the instruments in general for not reporting child abuse
corroborated the literature regarding the disbelief in CPS [10], lack of knowledge about
activities of the Judiciary [12], lack of basic information to identify violence, peculiarities of
each case which are influenced by professionals ‘personal factors or by the structure of
mostly insufficient services, [11], insufficient infrastructure and excessive workload of staff,
and threats from the abuser to professionals, as well as fear of retaliation for living in the
same community [6].
After the training, some of these factors did not change (nor could they have been changed),
such as the excessive workload, and lack of infrastructure, but the positive assessment made
by participants following the visit from Child Protection and the Forensic Psychologist may
have been responsible to improve the image of this institutions as being inoperative.
Participants gave testimonials regarding the changes in receiving information: "The training
was invaluable for learning and knowledge. It was a great achievement for the team. "(PA11 –
Participant 11 from Group A), and" The course we had was very satisfactory; it has given us a new
view of things, which sometimes, we passed unnoticed "(PA7).

3.4. Effect of reporting behavior by participants
Monitoring of reporting behavior to Child Protection Services by health teams in the year
preceding the training and afterwards was conducted. Group A reported one case to CPS
after training and this same group had not reported any cases in the previous year. The
report made by Group A employed the proper health notification form for child abuse,
which was introduced in the training and it involved a sexual abuse case of 5 year old girl.
The girl’s mother who was pregnant had arrived for a routine check-up, and told the nurse
that her daughter was different and that she thought her uncle might be doing “the same thing
to her daughter that he had done with her as a child”. Medical examination of the girl revealed a
ruptured hymen. The team’s nurse phoned the University, to confirm with the first author
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that all the necessary steps had been taken, and indeed the suggested procedure (reporting
to CPS) had been adopted by the team.
Group B began the study without a history of reporting to CPS, but just before their training
(while Group A had started to receive training), Group B made a report of a suspected case
of sexual abuse. One may speculate if this reporting behavior was prompted by familiarity
with the topic provided by the instruments. The reported case involved a 9 month-child,
female, who was taken to Family Health Unit by her aunt because the baby had a rash in the
genital area. Two professionals examined the child separately and found that the genital
region did not have a rash, but was indeed, edematous and red, signaling possible sexual
abuse. The girl’s aunt told both professionals that she suspected sexual abuse by the child's
stepfather. CPS was, then, called and a letter by the physician indicating possible sexual abuse
was forwarded as well. When the first author examined this case at CPS, there was also a letter
from the child's mother among the documentation, registering a complaint against the
physician, as she felt that the reporting was aimed at harming her family.
According to staff reports, the child was sent for an exam at the city’s Legal Medical
Institute, but supposedly the expert had written that that "because there is no hymen rupture
one cannot claim that there was sexual abuse". The family moved away from the neighborhood,
and no longer visited that particular health unit. During the first training meeting with
Group B, the case was narrated, and assessed by the team as an example of failure from the
protection network. The general opinion was that even when the professional fulfilled
his/her role, there were no guarantees that the case would have a proper resolution, point
that was often discussed throughout the course.
This case illustrates the difficulties and shortcomings of the Protection Network and how
difficult it is to prosecute child sexual abuse cases in the city [36]. The case also illustrates the
need for ongoing training of all agencies involved, including experts from the Forensic
Institute, who conduct medical examinations of children who may have been sexually
abused.
After training, one more report record was observed by Group B, which may indicate that
the intervention helped to overcome the initial negative experience. There is however
another complication concerning notifications to CPS by Group B. At the fifth meeting in
which a CPS staff made a presentation to the group, health participants reported five cases
during this visit (two cases involving adolescents with drug involvement, a case of
suspected neglect and two cases of physical violence). CPS staff wrote down names and
addresses of the five children, explaining that he would refer them to other staff members of
CPS. Nevertheless, no such records existed when the first author examined CPS data, but
one cannot say that the reporting steps were not taken because the cases could have been
"old" in the sense of previously reported, and therefore inaccessible in their data base.
Despite the low number of reporting done by the groups after the training, the fact that they
existed may be considered an important step and positive result, given the very low contact
staff reported having had previously with sexual abuse cases.
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To Brazil’s Ministry of Health [37] the main consequences of notification are: facilitating a
registration system with trusted information and to ensure that victims are receiving
support in institutional routines [20]. In spite of this assertion, systematic record keeping is
no guarantee of its proper use or potential. The data itself is not useful if it does not help to
support concrete public policies and actions at the local level. Reporting per se does not
warrant that proper service is incorporated into the routine of the unit. There is a risk that a
professional may fill out a reporting form and subsequently feel that his/her responsibility is
over. However, it is felt that continuing education on child abuse prevention may reduce
this risk by empowering professionals and adding new elements for case analysis, such as
identifying risk and protective factors.

4. Conclusions
The goal of this study was to to increase awareness of Family Health Program professionals
for preventing child abuse, by evaluating a training course to identify and report abuse. The
choice of these professionals was based on the literature that indicates that training the team
as a whole is more efficient than just training professionals individually [22].
Results indicated that there were positive changes of opinion and attitudes facing the topic
of child abuse. From a quantitative point of view, results were not as robust as expected.
Perhaps the instruments used in the study were not sensitive enough to observe changes,
which would require investment in the construction of questionnaires with proper
psychometric data, tested in large scale. Additionally, the reduced sample may have
hampered the detection of quantitative improvements. From a qualitative viewpoint, on the
basis of consumer satisfaction, the results were very encouraging. Additionally, there seems
to have been initiated a systematic engagement with Child Protection Services, which did
not exist before.
The prompt acceptability by staff, with which the teams agreed to take part of this training,
reflects an interested and motivated attitude to learn about child abuse. However, because
we provided training to a team in operation, many challenges had to be overcome as, for
example, the insertion of a researcher in the teams and the floating of professionals during
meetings for various reasons, hindering attendance. Initial questionnaire data confirmed
that there was a lack of familiarity with the topic and, this way, basic concepts such as the
fact that humiliating a child corresponds to psychological violence, had to be discussed with
the teams.
One aspect that may have contributed to participants’ positive course evaluation were the
visits from CPS staff and the forensic psychologist, which helped to provide a realistic
picture of the work involved, diminishing negative impressions. Some of the comments
professionals made after such visits were: "now I understand how Child Protection Services
work, it was very enlightening" (PA1), and "It was enough to get a sense of how difficult it is to work
there" (PA6).
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Authors [22] indicate that one should work with the team as a whole in order to reduce the
disparity of knowledge of health professionals from the same institution. We could see that
this was indeed possible and that it strengthened the bonds amongst teams.
Another point observed was the influence of health professionals own personal history of
abuse as in the example of one team staff who said that: "the last meeting (about different
types of violence) made me reflect on the way I was raised, always with slaps and screams and that
this was not necessary" (PA12). Another participant disclosed to the team that when she was
young, the aunt who raised her used to bang her head against the wall, if the child did not
do house chores properly, and in addition, her cousins had attempted to rape her. It was
agreed that these disclosures reflected confidence in the group as a team, and should remain
confidential. A third participant disclosed privately to the researcher that she had been
sexually abused as a child by and uncle, and a fourth professional told the researcher
privately about what it was like to grow in a home with domestic violence, and how much
she strived to provide a different environment to her children.
Yoshihama and Mills [37] examined the personal history of professionals and their influence
on the professional responses to allegations of family violence. They found that about half of
professionals (n = 303) reported having suffered physical and/or sexual violence by an
intimate partner; one-third of respondents reported physical abuse in their childhood, and
22% had suffered sexual abuse as a child. Professionals who had an abuse history identified
more with abused cases encountered, and offered greater support to victims, making more
protective decisions. This aspect was not explored in the present questionnaires, but
participants’ accounts in each group with a history of corporal punishment, sexual and
psychological violence indicate that there were indeed previous abuse histories. In future
research it would be interesting to investigate this variable and match them to their
respective opinions about the role of health professionals.
The emphasis given to the need of a training program rather than a single lecture [22] seems
to be valid. The training in the present study lasted five months, enabling reflection among
participants and a change of verbalizations, beliefs and attitudes about child abuse, which
would have been difficult to observe in a shorter period of time. In addition, the inclusion of
the training course in the work routine encouraged discussion of several potential or real
child abuse cases.
Lane and Dubowitz [27] stated that clinical experience is essential for the development of
skills and comfort level regarding assessments of child abuse Thus, a brief training may not
be suitable to create the knowledge needed to assess and treat children suspected of abuse.
Additionally, Lane and Dubowitz [27] verified the need for expert assistance, which is also
relevant to this study, as after the training, the team pointed out that an interdisciplinary
group would be ideal in terms of assessment of child sexual abuse and neglect cases.
Another possibility of course expansion would be to include in-depth encounters for each
type of violence, as was proposal by the second author [25] after giving a specific training
course on sexual sexual abuse, as each violence modality leads to specific demands. The

Increasing Awareness of Brazilian Family Health Team Professionals on Reporting Child Abuse: A Case Study 133

training program recommendation on the ecological context of child abuse to understand
risk and protective factors [22] was well suited to the context of the Family Health Program,
which aims to meet individuals and family needs fully and continuously, developing
actions to promote and restore health [38].
In conclusion, the training of health professionals to identify and report to competent
authorities cases of child abuse, may be instrumental to Brazil’s Family Health Program. It
would be important to incorporate this approach, once tested in large scale, as public policy
aimed at training professionals to improve the general care of the population, and especially
to prevent violence.
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Chapter 7

Residential Care as a Resource
of the Childhood Welfare System:
Current Strengths and Future Challenges
Eduardo Martín
Additional information is available at the end of the chapter
http://dx.doi.org/10.5772/46402

1. Introduction
The aim of this chapter is to analyze the role played by residential care (hereafter, RC)
within the childhood welfare systems, acknowledging its strengths, but also its weaknesses.
The historical evolution and the changes made in the model to adapt it to current legislation
are briefly analyzed. The model is currently set in Spain, where it is still more relevant than
in other European countries, where other alternatives—such as placement with foster
families—are more developed for children and adolescents who must be separated from
their biological families. This resource attends a large number of children. According to the
data of Save the Children (2011), worldwide, 8 million children are living in some RC
modality, of whom 15000 live in Spain (Observatorio de la Infancia [Children's
Observatory], 2011).
Throughout the long history of this resource, research on RC has mainly focused on the
negative effects it may have on children. The results of the investigations conducted from a
clinical and psychopathological approach are critically reviewed and analyzed, because
research usually employs normalized comparison groups. Further, no pre-post measures are
taken in order to reliably appraise the effects that living in RC has on these children, and, in
many cases, a lot of the developmental problems detected may be due to the prior situation
of maltreatment that led to separating the child from the family. The results of some studies
with pre-post measures performed in Spain are presented, and they show that living in RC
can be beneficial, although not in all cases, but only for certain profiles. Moreover, they belie
the idea that the more time children spend in these resources, the worse effect they have on
them. It is shown that very short stays can be as harmful as long stays, and that the most
important aspect is to adjust the time to the characteristics of each case.
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Subsequently, the research currently carried out in Spain on the integration in school of
children and adolescents who live in RC is analyzed. The results reveal that they have many
difficulties to integrate at school and their academic achievements are far below average,
and a considerable percentage of these residential children do not even finish compulsory
education, and only a token number of them continue post-compulsory education. As will
be discussed, education for these children is important for several reasons: 1) Family and
school are the two most important contexts for children's development. When one of them is
lacking, such as the case of the family for these children, the school should reinforce its
compensating role. 2) The school is the main normalized context that allows these children
to establish relations of friendship and to enrich their social support networks, both with
peers and with adults. 3) Finishing their studies and achieving adequate formation and
qualification will allow for better socio-work insertion, once they come of age. This, in turn,
will allow them to break out of the vicious circle of social exclusion, because most of the
youngsters who drop out of the welfare system when they come of age return to the family
from which they had to be separated for their own protection.
I will conclude by underlining the strengths and future challenges of RC as one more
resource within the childhood welfare system. With regard to the strengths, I underscore its
modernization, the professionalized care provided to the children, the positive effects it has
in many cases and with certain profiles, being able to work with the families so as not to
break the family bonds, as well as its flexibility to combine with other resources.
The challenges of the future involve the capacity to improve these children's academic
adjustment—which is usually already impaired when they reach the residential homes—
and their socio-work insertion when they come of age. One of the topics in RC research that
has recently awakened much interest is the transition to adult life, where not all the results
of the investigations carried out are positive. Some reflections are made about how to
improve these processes. Among other aspects, other administrations, such as the
educational administration, should take on a more active role within the childhood welfare
system. Only by means of inter-administrative coordination can we provide effective
solutions to these future challenges to RC. We shall also address the topic of care for the
mental health problems of this population. The studies carried out on this aspect indicate
that the prevalence of mental health problems in this collective is much higher than that of
the population of children and adolescents who live with their families.

2. Residential care: Evolution of the models and typology
RC has a long history as a resource to attend children and adolescents who, for whatever
reason, have no family to protect them. Both the old-fashioned orphanages and the current
supervised homes have helped a considerable percentage of minors who were in a situation
of vulnerability. With the change of the model of the childhood welfare system that takes
place in Europe in the second half of the 20th century, we abandoned the notion that the only
possible intervention for unprotected childhood was the charity-based one, where practically
the only resource was the enormous residences in which boys and girls were interned
because their parents could not (or did not want to) attend their needs. At that not too distant
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time, children were admitted so that their basic needs would be taken care of within the
residences, because they even studied and received medical care without leaving the
enclosure. Most of the boys and girls who entered these residences did not leave them until
they were of age and, in many cases, they were all alone in a society they were unfamiliar
with, because they had grown up within the walls of the institution. Until the first half of the
20th century, the socially constructed image of these children was that of victims of a
traumatic situation, and it was thought that they would not be able to develop normally
because they had no family, so most of them were predestined to poverty, delinquency, or
prostitution. The future granted to these children was social margination. Therefore, there
was no social pressure to change the care and opportunities provided to these children,
because most of the population had ambivalent feelings towards them, a mixture of
compassion and fear. A famous refrain says "ojos que no ven, corazón que no siente" [out of sight,
out of mind], so it was considered appropriate for these children to be practically locked up in
these large residences, concealing them from the public opinion, which did not accept any
responsibility for this population other than some beneficial gesture. Thus, there was at this
time no kind of external control or supervision of what went on within these institutions, and
over time, too many cases of maltreatment and even indiscriminate adoptions, under the
suspicion of commercial transactions, have come to light. The characteristics of these large
institutions, according to Del Valle and Fuertes (2000), are shown in Table 1.
Indiscriminate admittance
criterion

Self-sufficiency and
institutionalization

Basic care

Lack of staff training

The children were often collected directly from the
parents, and cases of maltreatment, abandonment, or
simply of poverty were indiscriminately mixed together.
The treatment received by the children did not respond
to their peculiarities, but instead all were treated equally.
All the children's needs were met within the institution:
medical care, feeding, hygiene, education, leisure, etc., so
the children did not need to leave the enclosure and
could not relate to other people except for the staff and
the other children who lived in the institution. Thus, they
were deprived of basic aspects for their development,
such as the establishment of social networks and physical
and social experiences.
The care provided to the children was essentially meeting
their most basic needs, without attending the possible
problems they had due to their prior experiences of
maltreatment or poverty and social margination.
The staff that attended the children was not required to
have any kind of training. Most of these institutions were
of a religious nature, and the way they dealt with the
children was based more on doctrinal aspects than on
scientific knowledge.

Table 1. Common characteristics of the charity-model institutions for children
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World War II, the most destructive and atrocious war suffered by humanity throughout its
history, led to the generalized realization of the rights of human beings. In 1948, the recently
created General Assembly of the United Nations approved the Universal Declaration of
Human Rights, although it took more than 40 years to approve the Convention on Rights of
the Child. This delay is not casual. Childhood was never granted a voice to claim its rights,
easily trampled by adults due to children's inability to assert them and defend themselves
from all kinds of aggressions suffered, and which many children still currently suffer. This is
vitally important in order to understand that the evolution of modern childhood welfare
systems (among which is RC, as it is understood nowadays) has been relatively slow, which
is why they are not yet fully developed. Moreover, the adequate social construction of
childhood and our responsibility towards children who are not our blood relations are still
far from ideal. As noted by Garrido (2001), legislators not only make decisions as a function
of research, but particularly, depending on whether their decisions make sense to society
and are demanded by it. We should therefore appraise the development of the childhood
welfare systems that currently exist from this perspective.
As a result of the adherence by most countries to the Convention of Rights of the
Child(although there are still a few that have not yet signed it, some of them really
surprising), the charity model of children's welfare is beginning to be abandoned. In
developed countries, this adherence led to legislative development that provided the
foundations of the welfare systems as they are currently known. In the case of Spain, this
transition was delayed due to the military dictatorship, which lasted until almost the end of
the 1970s. The model sustained by this change disrupted the charity model. Firstly, RC went
from being almost the only resource for the welfare of childhood to becoming just one more
resource. Adoption and foster care become alternative and preferential measures for
children who had to be separated from their families. Moreover, family intervention
programs were promoted, which sought to strengthen families so that the children would
not have to be separated (Rodrigo, Máiquez, Martín & Byrne, 2008), because one of
children's essential rights was established by consensus: the right to grow up in a family, if
possible, the family of origin. Nevertheless, in spite of these good intentions and the
consensus about the priority that all children grow up in a family setting, in Spain, the
implementation of protective measures, such as foster care, developed slower than in other
countries like the UK (Colton & Hellinckx, 1995). Although things are changing, and the
number of available families is increasing, the number of children who live in RC and the
new cases that are admitted each year are surprisingly stable. Figure 1 shows the evolution
of RC in Spain during the past few years. Each year, an average of 9000 children enters RC,
with a yearly total approximately 15000.
The principle of normalization is established for those cases that must be admitted into RC.
The aim is that the lives of children who live in RC should be as similar as possible to the
lives of children who live with their families. However, this principle is currently the subject
of some debate because, for some authors, to consider normal a situation that should be
exceptional can lead to institutionalization (Campos, 2011). Due to the implementation of
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this principle, the large residences have been turned into small homes, with a reduced group
of children who carry out many activities outside of the home, thus promoting community
integration; and where all the children have a work plan: to return to their families or to
another foster family, adoption, or preparation for the transition to adult life in those cases
in which they cannot or do not want to return to a family environment. Moreover, in most
cases, the staff that works in these resources has adequate training (Del Valle & Fuertes,
2000).
Total
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Figure 1. Evolution of yearly admittances and the total number of children in RC in Spain (Source:
Observatorio de la Infancia, 2011).

The concern to provide adequate care to this population of children led to the elaboration of
quality standards to appraise the work carried out in RC (General Assembly of the United
Nations, 2009; Child Welfare League of America, 1991; Del Valle & Bravo, 2007; Redondo,
Muñoz & Torres, 1998; Fedération Internationale des Communautés Educatives [FICE],
International Foster Care Organisation [IFCO] & Children's Villages, SOS, 2007).
One of the recommendations of these standards is to provide individualized treatment in all
cases and, in this regard, the existence of very diverse profiles has made it necessary to
create centers specialized by profiles, which, moreover, vary according to the country. This
leads to the need to define what we mean by RC and what are the modalities. When
performing a bibliographic search of the topic children's residential care, studies about
boarding schools, centers for children with special educational needs, or even centers for
young offenders may be found. We shall use RC to refer to the resources provided for
children and adolescents who must be separated from their families for their own
protection, because their families cannot meet their basic needs. And we shall only refer to
those resources where the children carry out their entire daily activity, excluding day
centers in which the children only spend a few hours a day with very clear goals of meeting
some specific needs, but from which the children return to their family home every day
(Svenlin, 2010). In the case of Spain, according to classification of Bravo and Del Valle (2009),
we can find the following types of RC:
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Immediate Shelter Centers: These are centers aimed at attending cases of urgent
separation from the family, where the child's status and case are appraised, to be
subsequently referred to the most appropriate resource for that case. The stay in these
centers should be short, a few months at most, although in many cases the stays are
unduly prolonged.
RCs for children under 3 years of age: Although there is a legislative initiative aimed at
preventing small children from living in centers, until this intention becomes a reality,
the RC network includes this type of children's center because children of these ages
have different needs of attention and care from those of older children.
Supervised Children's Homes: Herein are included all the resources in which children of
different ages live in a home that is an attempt to imitate a family environment. Within
this category are diverse resources, such as those in which the staff work in shifts and
those with fixed 24-hour staff.
Homes to prepare adolescents for independence: Although the legislation obliges the state to
protect minors until they are of age (in Spain, this is 18 years), it is necessary to prepare
them for emancipation in all cases in which family reunification is not foreseen. Skills to
facilitate social and occupational integration are taught so the adolescents can be
independent when they leave the welfare system. As in contemporary society, and
more so due to the economic crisis, being economically independent at 18 years of age is
practically impossible, resources to attend to youngsters over 18 who have no resources
are beginning to appear, so they can continue with their studies. These resources could
be included within this category.
Homes and centers for adolescents with emotional and behavioral problems: A change that has
recently been observed is the increase in cases of children over 12 years old who enter the
welfare system at their parents' request because their parents cannot control their
behavior. Although most of the cases occur due to lacks in the parents' educational
styles—which indicates enormous lacks in prevention—in many cases, these minors
require specialized attention because some of them have even developed mental health
problems. These centers are an attempt to respond to this profile with specialized
attention.
Homes for unaccompanied alien minors: Due to the economic bonanza in Europe during
the years before the current crisis, the phenomenon of immigration emerged, and it was
especially visible in frontier countries like Spain. In addition to adults and families,
unaccompanied minors with no family references began to arrive. As they were minors
in Spanish territory, the law considered them to be the object of protection, but their
profile is very different culturally and religiously, and also with regard to language and
even to their life goals, so they require special handling. Nevertheless, the crisis has led
to a decrease in the migratory flow and the current situation is therefore not as chaotic
as it was at the beginning of the 21st century.

As can be seen, there are very diverse profiles, and RC childhood is a very heterogeneous
population, but they have one thing in common: they are all neglected minors who have no
family setting, and for whom special children's homes are the only available alternative in
order to live together with other people. The question is: does RC protect them or does it do
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more harm? This leads us to review the results of the scientific research on this resource of
the welfare system.

3. Research of residential care
The charity-based past of this resource, as well as the lack of research until not long ago, has
led to the appraisal of RC and its effect on children more as a function of beliefs than of
knowledge. In many cases, this resource has been satanized, even by legislators, and we
hear cries advocating the disappearance of RC and its replacement by other measures, such
as foster homes, which are considered, per se, to be better than RC. Therefore, it is essential
to collect data about the research developed in this field. Given its long past, the research of
RC has changed, even as a function of the paradigms and predominant theories of each
epoch. Towards the mid 20th century, the works of Spitz on the hospitalism syndrome of
institutionalized children and the works of Bowlby about the negative effects of maternal
deprivation began to generate a bad image of RC after World War II, a time when society
began to be more sensitive about these children. A first effect of these early studies was, on
the one hand, to initiate a line of research based on the problems developed by children in
RC, and, on the other hand, as a consequence of the former, to generate a psychological
intervention model based on an eminently clinical and psychiatric approach. This model
was based on the idea that the child was the problem, so the intervention had to focus on the
child. The line of research on all the kinds of problems produced by RC generated an
enormous quantity of literature. The research method used was mainly to compare children
raised in RC with groups of children who had always been with their family, or who had
been adopted after living in RC (Chisholm, 1998; Han & Choi, 2006; Harden, 2002; Hodges
& Tizard, 1989; Kaler & Freeman, 1994; O’Connor, Rutter & the ERA Team, 2000; Sloutsky,
1997; Tizard & Hodges, 1978; Vorria, Rutter, Pickles, Wolkind, & Hobsbaum, 1998). All these
studies coincide that children raised in RC have more emotional, cognitive, social, and even
physical problems than children who live with their families or who were sent to foster
families or adopted by another family. A review of these studies carried out by Johnson,
Browne, and Hamilton-Giachritsis (2006) concludes that, especially for smaller children,
spending more than 6 months in RC can have severe consequences for their development.
These results have helped to firmly fix the bad image of RC in the political and public
opinion. Nevertheless, these results have been questioned mainly due to methodological
defects, because they do not differentiate the effects of the prior situation that led the minor
to be admitted in RC, nor are there any works that compare the status of the minor upon
admittance and at some later date (Del Valle, 2003; Martín, Rodríguez & Torbay, 2007).
Although some studies try to identify the problems caused by the prior family situation
before the problems produced by the stay in RC (Knuston, 1995; Roy, Rutter, & Pickles,
2000), poorer results are still found in children raised in RC. But in spite of these attempts,
there are still shortcomings in the research designs. Firstly, the children's opinion about their
stay is not taken into account, and the situation is appraised exclusively from the adults'
viewpoint. Secondly, the samples of children in RC came from orphanages of countries that
are not particularly distinguished for the quality of their protective systems. And thirdly, a
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relevant fact that usually goes unnoticed was not taken into account: the children who enter
RC are the ones who, because of their age or their problems, or simply because they have no
extended family, have no other alternative, and they are the most difficult cases and the
ones that usually develop more problems at all levels.
With the change of model produced at the end of the past century, the work has become
professionalized, making it possible to achieve a series of assessable goals. Thus, as there
were now recoding and assessment instruments, a line of research based on the assessment
of the RC programs appeared (Bullock, Little & Milham, 1993; Skinner, 1992). In Spain, some
works based on one of these systems was developed: the "Sistema de evaluación y registro
en acogimiento residencial" ([System of assessment and recording of RC]; Del Valle & Bravo,
2007). Del Valle and Bravo (2001) found that aspects such as family involvement in the work
carried out in the residence or social integration within the community were the most
difficult goals to achieve. Martín, Torbay, and Rodríguez (2008) and Martín et al. (2007) used
this assessment and recording system to conduct a study with repeated measures. They
analyzed the degree of goal achievement of the programs at two moments with a 9-month
interval. They found that some children improved, others worsened, and others maintained
their scores over time (see Figure 2). When analyzing which children improved, they found
that the ones who had experienced a situation of more severe maltreatment and who
remained in RC for over one year and less than three years obtained the highest benefits.
Moreover, if the professionals worked with the family, and the family cooperated with the
home in educational tasks, the children obtained more benefits, which no doubt facilitated a
possible family reunification. From the above, various aspects are derived that should be
underlined. Firstly, when children have been the victims of severe maltreatment, and urgent
separation from the family is required, RC can provide them with an adequate and stable
setting to recover from some of the negative effects suffered. These effects, which are often
emotional instability and behavior problems, impair their good adjustment to foster care.
Admittance of these cases in RC would forestall a possible interruption of foster care, thus
preventing yet one more separation; we know that the greater the number of changes and
interruptions suffered by the children from the time of their admittance into the welfare
system, the more emotional sequelae they display.
Secondly, we must qualify the effects of the stay in RC on these children. The results of these
studies show that very short and very long stays are the most harmful. If a child enters into
RC, it is with one aim, and to achieve it requires a certain time, which is usually not very
long. Trying by any means to minimize the time spent by children in RC, independently of
whether or not the goals were met, can be harmful, because it could hinder a subsequent
family reunification or being admitted into a foster home.
Thirdly, when working coordinately with a family, and the family cooperates with the
residence (naturally, in those cases in which it is foreseen that the child will return to the
family), the children improve very much, which increases the likelihood of successful
reunification. Goals, such as the family's involvement in the children's education and
learning educational and care tools, can also be worked on with the family.
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Figure 2. Percentage of minors as a function of the change observed in the diverse dimensions assessed
(Reproduced from “Evaluación diferencial de los programas de acogimiento residencial para menores”
of E. Martín, T. Rodríguez and A. Torbay, 2007, Psicothema 19(3), 406-412. Copyright: Colegio Oficial de
Psicólogos del Principado de Asturias. Reproduced from “Cooperación familiar y vinculación del
menor con la familia en los programas de acogimiento residencial”of E. Martín, A. Torbay and T.
Rodríguez, 2008, Anales de Psicología 24(1), 25-32. Copyright: Servicio de Publicaciones de la
Universidad de Murcia).

4. Adaptation and academic achievements of children and adolescents in
RC
The legislative changes that modernized the RC model near the end of the 20th century
granted special relevance to children's and adolescents' social integration as a means to
achieve the normalization of this collective and to prevent the perverse effects of
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institutionalization and stigmatization that were produced in the past. Thus, the children
began to go to the schools of the area with other boys and girls. This evidently had a positive
effect on the normalization process. Thus, the school became the main normalized context
for their development, of vital importance for the collective of children in RC (Berridge,
2007; Brodie, 2005; Goddard, 2000; Maclean & Connely, 2005; Martín, Muñoz & Pérez, 2011),
and this is essentially due to the fact that the school can fulfill a large number of the needs of
these minors. Firstly, a good adaptation to the school and good academic achievement will
allow them to improve their qualifications, which will facilitate their social integration
through the work market, thus interrupting the cycle of intergenerational reproduction of
social exclusion that occurs in many cases (Vacca, 2008). On the other hand, as the school is a
normalized context of formal and normative development, this offers the opportunity to
learn to get on well both with adults and with peers, respecting the established rules. And
lastly, it leads to the establishment of bonds, both with prosocial adults and providers of
support—which has proven to be a key factor for socially disadvantaged minors (Baker,
2006; Cyrulnik, 2002; Lázaro, 2009; Martín & Dávila, 2008; Masten & Reed, 2002)—and also
with peers—whose role in these minors' cognitive, emotional, social, and moral
development is extremely important.
The studies that have analyzed the academic situation of minors in RC show that this
collective has higher rates of failure, academic delay, and school dropout than the rest of the
population (Berridge, 2007; Cameron, Hollingworth & Jackson, 2011; Casas & Montserrat,
2009; Stone, 2007; Trout, Hagaman, Casey, Reid & Epstein, 2008). This problem is attributed
to three main causes (Martín, Muñoz, Rodríguez & Pérez, 2008). Firstly, the prior situation
of maltreatment can provoke a series of deficiencies in the cognitive, emotional, and social
development that hinders their adjustment to the academic and relational demands of the
school (Anthonysamy & Zimmer-Gembeck, 2007; Leiter, 2007). Martín et al. (2008) analyzed
60 classrooms in which children in RC were studying. They used a scale of perceptive
attribute assignation and found that the children in RC were perceived by their classmates
as not getting on well with the teachers, being more aggressive, and calling attention to
themselves more often (see Figure 3). This behavioral profile impairs relations both with
peers and with teachers, and therefore it becomes a risk factor that can cause maladjustment
and school dropout (Martín & Muñoz de Bustillo, 2009; Martín et al. (2011).
Secondly, the frequent changes of locations that usually occur while the minor is under the
guardianship of public administrations also involve changing schools, which does not
facilitate a good academic adjustment (Trout et al., 2008). And lastly, the RC programs
prioritize therapeutic goals over educational goals, which, in many cases, means they cannot
dedicate the necessary resources (time, personnel, materials, coordination with tutors, etc.)
that are required to improve the academic situation of minors in RC (Harker, Dobel-Ober,
Lawrence, Berridge & Sinclair, 2003; Linsey & Foley, 1999).
These problems have gone unnoticed until a very short time ago, when studies that analyze
the transition from the welfare system to independence have begun to appear (Stein, Ward
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& Courtney, 2011). The reason is that this population has been an invisible collective for
society (Casas & Montserrat, 2009), so no attention has been paid to these worrisome data.
Moreover, it has never been entirely clear which entity is responsible for all this: the
educational administrations, those in charge of the childhood welfare system, or their
coordination. Some positive experiences in the UK seem to show that, when working
coordinately from both systems, the academic results of children and young people in RC
improve (Cameron et al., 2011; Maclean & Connelly, 2005).
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Figure 3. Behavioral profile of children in RC and children from a normative sample. ((Reproduced
from “De la residencia a la escuela: la integración social de los menores en acogimiento residencial con
el grupo de iguales en el contexto escolar” of E. Martín, M. C. Muñoz, T. Rodríguez and Y. Pérez,
Psicothema 20(3), 376-382. Copyright: Colegio Oficial de Psicólogos del Principado de Asturias)
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But we must not only consider the merely curricular and qualification aspects that the
educational system can provide to these children. This can help them achieve a good
occupational insertion, and, thereby, socioeconomic integration when they leave the
childhood welfare system, as most of them will either have to become independent or else
return to the family from which they had to be separated for their own protection. School
can also play an essential role in the compensating intervention that must be carried out
with these children. Firstly, the school enables better cognitive development, which can help
the children to understand their personal situation and to integrate it adaptively into their
life story (Cyrulnik, 2002). Sometimes, the adults in charge are unaware of children's
difficulties to understand and interpret the experiences—many of them terrible—that they
have undergone. The fact that children do not ask questions about it or show signs of being
upset does not mean that they are not suffering.
Secondly, school enables the children in RC to relate to prosocial adults who can become
their reference adults. Martín and Dávila (2008) found that the affective bond with adults
outside of the family setting has a positive impact on the adaptation and adjustment of
children who were in RC. The need for unconditional support from an adult is
acknowledged from developmental psychology, and all the more so for these children, who
were deprived of adult figures in the family setting. The same can be said about their peers.
Their contribution to the cognitive, affective, social, and moral development is essential for
these children due to the important compensatory role they play (Gauze, Bukowski, AquanAsse & Sippola, 1996; Masten & Reed, 2002).

5. Strengths of RC as a resource of the childhood welfare system
Being the resource of childhood welfare that has attended the greatest number of children
and adolescents in a situation of vulnerability, and perhaps precisely because of this, RC is
habitually questioned both from academic and political spheres. A social discourse has
emerged that argues the need for RC to disappear for two essential reasons. One is that all
children in a situation of vulnerability should be provided with a family that protects them
and cares for them. The other is that to grow up within RC resources can have sequelae on
the children's development, especially in the younger children. The latter argument has
already been discussed in previous sections and, although it is true that there have been
many such cases—especially in the past—if RC currently works well, this should not occur.
In fact, RC can become a therapeutic setting in which to work on the problems that caused
the family situation and the neglect in the first place. The former argument, that all children
should grow up in a family, is a consensus we have all reached: politicians, professionals,
and investigators. But this is not enough to close down all the supervised homes. In Spain,
we have legislative initiatives of this sort that, if not accompanied with other resources, such
as the creation of a good pool of foster families, will only reflect good intentions.
But the fact that we all reached this consensus and that we should begin to set the
foundations so this can happen in the future does not necessarily mean that RC should
disappear as a welfare resource. This "satanization" to which it is so often submitted should
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not conceal its many strengths and the solutions it provides to many children and
adolescents. The first aspect that must be clarified is that, nowadays, RC is necessary
because there are not enough foster families available, and because the preventive work
carried out is not enough to prevent situations of vulnerability. The term "last resort" has
been used to refer to the last alternative to which one turns (Hellinckx, 2002). The reality is
that it is very often not the last resort but the only one, and it is therefore necessary to
analyze its possibilities. These strengths are:
1.- One of the arguments habitually heard is that the educators and other workers in RC
cannot fulfill functions that correspond to the children’s' parents. This is true; foster parents
do not take the place of the biological parents if work is being carried out with the children
and the family in a family reunification program. The most we could say is that RC will
never be a family home, although it can be very similar. The principle of normalization
facilitated the integration of supervised homes in the community, and currently, many of
them are flats in residential buildings. The educators cannot and should not be parents, but
they can become reference adults for the children, giving them what their own parents could
not give them, at least temporarily. This is important because it can become a factor that
promotes resilience in these children. Martín and González (2007) studied the quality of the
care that the children received in supervised homes by interviewing the children. They
discovered that the factor with the highest association to quality care was the relation
established with the educators. Allusions such as the educators love me, the educators help me,
they listen to me, etc. indicate that, for the children in RC, having the educators as reference
adults is of vital importance for their quality of life. The professionalization and technicality
of the figure of the educators, which has been positive, should not be incompatible with
their establishing affective bonds with the children. This is necessary and it is very often not
promoted, erroneously thinking that this could cause some kind of conflict of loyalty and
role confusion in the children about the adults who are a part of their lives. If one is clear
when informing the child, there should be no conflict or confusion. Also, the more extensive
the child's network of adults, the better (Martín & Dávila, 2008).
2.- We would like to emphasize that entering RC can also be an opportunity to enrich the
children's social support network Not only because the children relate to other RC children
and to the staff, but also because the promotion of out-of-school and community activities—
which many of their biological families could not afford—help the children to get to know
their peers in diverse settings, and adults who will become part of their social network. This
variable is recognized as one of the most important to improve the quality of life of these
children, as it has a direct impact on their adaptation (Martín & Dávila, 2008). Such aspects
should not go unnoticed, and we must work towards the achievement of these goals, taking
the differences as a function of the children's developmental stage into account. For instance,
it is more important for the smaller children to have available adults than for the
adolescents, for whom the peer network is more relevant (Del Valle, Bravo & López, 2010;
Martín, 2011). In the same vein, the creation of emancipation flats and residences for
adolescents who are almost of age, where several of them could live together, not only
facilitates their acquisition of the basic skills for independence, but also allows them to
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strengthen their peer support network, which they can retain when leaving the welfare
system.
3.- With regard to the above, we must analyze the role played by groups of siblings. The
proportion of children who enter the welfare system alone is relatively low, and it is more
habitual to declare groups of siblings—sometimes quite numerous—to be in a situation of
vulnerability. The diverse handbooks of quality standards and legislative proposals defend
the idea of keeping groups of siblings together while they are under the guardianship of the
competent administrations. This allows maintaining the bonds among them and facilitates
the work of family reunification programs, as it allows them to organize family visits and
meetings of the children with their families and with the family intervention teams.
Although the results of the research analyzing the benefits of living with their siblings for
RC children's development are neither overwhelming nor very clear (Davidson & Klein,
2011), it is nevertheless the most logical and desirable option. And it must be acknowledged
that, in most of these cases, RC is the only available resource. The larger the number of
siblings, the more difficult it is to find a foster home, or even an adoptive home, because the
groups of siblings may comprise small children and adolescents, which makes it
economically costly and complicates adjusting well to a new family. Therefore, it must be
admitted that if siblings should remain together in RC, then it is necessary and even
recommendable to maintain this resource.
4.- One advantage of RC that it is more widely acknowledged is that it allows the children
who have lived in destructured families, where there was no schedule and no rules, to live
in a structured setting. The same can be said about a foster family. One of the basic needs of
childhood is the acquisition of a system of rules and values. The RC fulfills these needs
adequately, and even allows intensive and therapeutic work that may offset this
developmental deficit of the children who are admitted into RC. In the cases of children who
have suffered greater emotional, cognitive, and behavioral sequelae, this intensive work is
essential, even before the first step towards foster care or adoption can be taken. If these
children go directly to another family without prior work in RC, the foster care is
considerably more likely to fail. This is related to the fact that RC has become increasingly
specialized in caring for specific collectives: minors with behavioral and mental health
problems, unaccompanied immigrant minors, etc., profiles that are very difficult to
accommodate in foster families.
5.- One of the erroneous ideas that persists in many sectors of society is that children's
admittance into RC implies their total separation from the family. This is only true in those
cases in which contact with the family implies considerable risk for the minor. Fortunately,
this does not occur in most cases. The goal of separation is to protect the children and fulfill
their needs, but not to break bonds. In many cases, the goal is family reunification, and in
the meantime, the children are in RC and the professionals work with the families. In these
cases, there is a visiting schedule, either in the RC itself or in other specified places, or the
children even spend the weekends with their families. These programs are not only to
maintain family bonds but also so that the family intervention professionals can work with
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the families, teaching them how to take on parental responsibilities, and learn educational
skills and childhood care. Martín, Torbay et al. (2008) found that, in many cases, separation
not only did not harm the minor's bond to the family, but it even strengthened it. Let us not
forget that there are cases in which a short "breathing space" of separation is necessary,
especially concerning adolescents, in which RC is valid. These authors also found that, when
the RC professionals work cooperatively with the family, there is a considerable increase in
the benefits for the children's development produced by their stay in RC. We underline that
RC and family are not incompatible concepts. On the contrary, if one works adequately,
they provide mutual support in benefit of the child.

6. Current and future challenges for the improvement of residential care
Till now, we have seen the role played by RC within the childhood welfare system. This
resource—criticized and questioned for a long time from diverse instances, usually because
of erroneous beliefs and ignorance— has an unfair negative image, because it has many
strengths to attend childhood, especially certain collectives and in certain cases. In the
former section, we briefly mentioned these strengths. But there are also a series of
deficiencies, which should become challenges for improvement, and which we cannot
ignore or adopt a complacent position in the face of the aforementioned critical current.
Without meaning to be exhaustive, these challenges are as follows:
1.- As commented upon above, the problems of adaptation and academic performance of
the children and adolescents in RC. In this collective, many of the children reach RC after
long periods of truancy, due to the sequelae of maltreatment, or because their parents were
uninterested in their children's education. That is, the children already arrive at RC with
academic delay. What is really worrisome is that the welfare system does not offset this
delay, or it actually impairs its compensation. Firstly, it is not always possible for the
children to remain in their original schools, and, moreover, they sometimes change schools
several times, as often as the measures adopted for their cases are changed. Thus, sadly
enough, some children go to various schools, undergoing changes that do not always
coincide with the end and the beginning of the school year. We must find formulas within
the welfare system to minimize this harm caused by the welfare system itself. However,
there are few experiences of coordination between the welfare and the educational systems,
beyond the tutorship visits, which are also attended by the educators who are in charge of
the children. Not only the welfare system, but the entire society is responsible for childhood
protection. It is necessary for other administrations to take responsibility in order to
efficiently deal with the academic problems of children and adolescents in RC. Secondly, the
history of RC has made it a context in which therapeutic features have priority over the
psychoeducational ones, so that, in many cases, the RC staff does not correctly value the
academic aspect. Although therapeutic intervention is necessary, and daily life often makes
it impossible to dedicate time to educational goals, a change in this direction is nevertheless
necessary. Moreover, from psychology educational, it has been proved that children's
motivation for school increases if their parents value it and show interest We must assume
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that the same thing would apply for RC educators. A last aspect to underline is determined
by the fact that childhood is legally protected until the child comes of age. This means that,
in those cases where reunification or foster care are impossible, the children are referred to
technical schools so they can learn a trade that will support them when they are of age. For
this purpose, their academic trajectory is rerouted, even in youngsters with good academic
adjustment and performance, who have expectations of continuing their studies beyond
compulsory education. This fact shows that RC is still not completely prepared to fulfill
such a basic and necessary need for a good sociocommunity integration as education.
2.- Adopting the principle of normalization, in some cases, led to generating erroneous
beliefs, thinking that the children and adolescents in RC were exactly the same as those who
live with their families, thus relaxing the mechanisms to detect certain problems, such as
academic failure and mental health problems. In the latter case, in Spain, the line of thought
that criticized research based on a psychopathological approach because it confused the
effects of RC with those of the prior situation of maltreatment did not take into
consideration the mental health problems of this collective, whatever their causes. The lack
of studies may have contributed to this, as there is only one (Del Valle, Sainero & Bravo,
2011). Nevertheless, international research has contributed contrasted evidence that children
and adolescents have more mental health problems than the general population (Clausen,
Landsverk, Ganger, Chadwick & Litrownik, 1998; EUROARC, 1998; Ford, Vostanis, Meltzer
& Goodman, 2007; Heflinger, Simpkins & Combs-Orme, 2000; Pecora, Jensen, Romanelli,
Jackson & Ortiz, 2009; Sempik, Ward & Darker, 2008). The results of these studies show
relevant data in this sense: the percentage of children and adolescents with some mental
health problem is somewhere between 48 and 89%, depending on the studies. That is, the
prevalence of mental health problems in this population is four times higher than in the
general childhood and adolescent population.
Therefore, one cannot just look away. As occurred with educational care, the principle of
normalization externalized RC children's physical and mental care, to some extent, ignoring
these problems. Moreover, health resources are designed, at most, for the prevalence of
disorders in the general population, so there are not enough external resources to attend to
this problem. Admitting these problems does not mean attributing them to the stay of these
children and adolescents in RC, but of adequately attending to the sequelae that their family
situation may have caused.
3.- Another challenge of RC is to adequately deal with the processes of transition to adult
life of the adolescents who live in these facilities (Stein et al., 2011). The youngsters must
often face independence at the age of 18, because they have no family or because their
family is not able to take charge of them—something that is currently not demanded of the
majority of the juvenile population. In other cases, although they return to their families,
they must contribute their own economic resources to help out in a precarious family
situation. Knowing what RC can contribute to guarantee the success of this process of
transition to adult life is a priority of the childhood welfare system. Till now, due to the fact
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that the legislation only obliges their protection until the age of 18, the problems faced by 18year-old adolescents were not perceived as a responsibility of the welfare system. However,
they are now perceived as such, because this is an indicator of the results of the work carried
out while the adolescent lived in RC. Del Valle, Bravo, Álvarez, and Fernanz (2008) found
that the situation of emancipated youngsters from RC was better the older they were when
the follow-up was performed. This indicates that it is very difficult at such early ages for
these youngsters to achieve the personal, social, and economic resources that facilitate a
good socio-work integration. The proliferation of homes for youngsters over 18 in which
those who are old enough to leave the RC can live together and continue studying and
preparing for adult life provides them with opportunities similar to those of youngsters who
can count on powerful family support in their transition to adult life. This flexibilizes the
time needed to ensure that this process will be successful. Although still scarce, these
resources are a first step to adequately attend the needs of this collective.
Dumaret, Donati, and Crost (2011) analyzed the factors that facilitate a good transition to
adult life and found that the above-mentioned factors were essential to guarantee this
process. On the one hand, adequately attending the education of the children and
adolescents in RC helps them in the sense that higher qualification means a more likely
socio-work insertion, without forgetting all the opportunities to strengthen the support
social network provided by the educational system. However, efficiently attending the
mental health problems while they are still in RC would place them in a better condition to
become integrated into society as personally and socially adapted adults. And lastly, the
authors emphasize the importance of reinforcing the resources for emancipation, providing
these youngsters with emancipation homes and other support resources beyond their
majority of age (18 years). Applying pure logic, we cannot demand from these young people
more than we ask from the rest of the boys and girls of the same age. It is simply unfair,
because, having received much less, they should not have to give more.

7. Conclusions
In this chapter, we carried out a review of the historical evolution and the current reality of
RC, an important resource for the childhood welfare system. The enormous number of
children and adolescents who are admitted to this resource worldwide requires us to
analyze it from objective, evidence-based criteria contributed by research. Unfortunately,
this does not usually occur, because from political, professional, and even academic
instances, the discourse is based more on ideological proposals and beliefs than on facts.
As in almost all social topics, we must come to a consensus about what should be done. In
childhood protection, we reached the agreement that growing up in a family is not only a
right of children, but also a need for their emotional, social, cognitive, and moral
development. Therefore, measures are promoted for alternatives to RC, such as foster care
and adoption, which are much more important for small children. We all agree about this,
but some people, many in the legislative spheres, take advantage of this consensus to
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demonize RC and propose its elimination. Such harassing can even give rise to the error of
trying to turn RC into a family. There are examples of homes where children of different
ages live together, in many cases, groups of siblings, with two resident educators, a man and
a woman, trying to turn a professional resource for living together into a family. A welfare
home will never be family, and the educators will never be the parents. Nor should they.
The children already have a family, although they cannot live with it.
A welfare home is a resource that tries to fulfill all the needs of the children and adolescents
as normally as possible. And the educators are adults who are responsible for this, and who
can become important figures in the social support network of children and adolescents
who are separated from their families. In fact, they should not be seen as opposite resources
from the families. Living in a welfare home does not imply total separation from the family.
There are visits, weekends, working together with the family, the minor, and the technical
teams, always depending on the goals to be achieved in each case. When children are
separated from their families, it is to protect them from the family situation, not to shut them
up in any center. That is, we must dismantle the social consensus that RC is a resource to
separate children from their families, and build the idea that RC is a resource of support for
the families.
The results of current research must be made visible, as they show that RC can have
beneficial effects in certain cases, that the stays should not be too short for fear of negative
effects on the children, but instead their duration should depend on the goals aimed at for
each child and each family. Day-care centers in which children return to spend the night
with their families must be promoted, for those cases in which aspects concerning hygiene,
feeding, and academic support are the main needs to be fulfilled. And, particularly, other
alternative resources must be promoted, such as foster care, increasing the pool of available
families. And we must not only increase their quantity, but also their quality. The scarce
number of available families and the satanization of RC frequently leads to the selection of
families considered suitable as foster homes (thus, preventing the child from going into RC),
when we know that foster care can also fail, producing unnecessary break-ups for the
children (López, Del Valle, Montserrat & Bravo, 2011). Foster care is positive, but only when
the families are selected adequately for each particular case.
However, collectives like adolescents with emotional or behavioral problems,
unaccompanied immigrant minors, or large groups of siblings find in RC the only available
resource for living together within the welfare system. For most of these cases, there is no
other alternative. The voices that propose the elimination of RC should change their
discourse and, in any event, demand its specialization to attend to these special groups. For
all these reasons, we must consider RC a flexible resource, compatible with others, which
can become specialized and deal with problems that other resources cannot reach.
Another important aspect we should not ignore is the visibilization of protected children in
general, and the RC children in particular. With the pretext of protecting the identity and
intimacy of this collective, we have sometimes overdone it, and they have been concealed
from the public opinion. This has perverse effects, because it does not facilitate the social
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awareness of such a severe problem as that of the children and adolescents living in RC.
Knowledge of a problem is the first step to take on the responsibility of coping with it.
Children separated from their families are not perceived as a social problem. Moreover,
such ignorance provokes fear and rejection. Thus, when an organization tries to rent or buy
a flat to turn it into a welfare home, they usually encounter the neighbors' rejection, because
they do not know the difference between a welfare home and a reformatory for adolescents
with judicial measures. This produces stigmatization and rejection of a population as
vulnerable as this one. In addition, this concealment from the public opinion even deprives
these youngsters, who cannot publicize themselves, of even reclaiming their rights.
Nor can we forget that we should definitely promote prevention programs to avoid
separating children from their families. Only the most severe cases should have to go into
RC.
Ultimately, RC should be seen from the perspective of its historical evolution,
acknowledging the advances produced in this resource. We must value its contribution to
children and adolescents who are separated from their families, and realize its limitations
and the improvements still pending. And all of this should be considered according to the
evidence contributed by research in this field, not to beliefs and assumptions.
Only this way can we have one more adequate and efficient resource within the childhood
welfare system, to respond adequately to the needs of the boys and girls who,
unfortunately, must be separated from their natural growth setting, which is their family.
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Chapter 8

Interaction Design for Preventing Child Abuse
Euichul Jung and Joonbin Im
Additional information is available at the end of the chapter
http://dx.doi.org/10.5772/48130

1. Introduction
The chapter aims to share various approaches to prevent crimes against children with
students and professionals interested in developing and designing interactions.
Accordingly, it is focused on discussing various examples and features of current interaction
designs based on a diversified examination of designed products, services, and social
systems. It also aims to understand and analyze characteristics of crimes against children
from a designer’s perspective and suggest a new direction for design while discussing basic
suggestions on crimes against children and examining design methods with regard to
crimes against children.

1.1. How to study
Firstly, what are the characteristics of children? Secondly, what are the characteristics of
crimes against children? Thirdly, what is the current prevention system for against crimes
and the advantages and disadvantages of such as system? Fourthly, what technologies
could complement the disadvantages? The current study discusses interaction designs
aimed to prevent crimes against children based on service designs through resolutions to
suggested problems.
Researchers have revealed that more practical preventive measures can be taken when a
protector – the government (the police) or private companies (security providers) –
communicate with children to prevent crimes. The protector must immediately estimate the
situation on behalf of children and a government agency or a private security service
provider serves as a linking device and intervenes to protect children.
From examining the current products on the market as available devices, smart phones have
been deemed appropriate; however separate development guidelines are needed given that
users are children.
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2. Theoretical background
This chapter analyzes children’s performances and circumstantial judgments through
literature and studies on preventing methods through understanding the procedure and
characteristics of precedents of crimes against child over the past seven years.

2.1. Characteristics of a child
A child refers to the ages between 6 and 12. During this period, a child learns similar tasks
that he or she must perform once they become an adult1. Child development is often
discussed from the perspective of developmental psychology and paediatrics and is defined
from biological and psychological perspectives. Child development is believed to have
characteristics of dependency, continuous development, susceptibleness, demand, and
adaptability2. Table 1 summarizes research conducted Sigmund Freud, Erick Erikson and
Jean Piaget with regard to the psychological cognitive development of children.
Psychologists Development

Freud

Psychosexual
Development

Erikson

Psychosocial
Development

Piaget

Stages of
Development

Stages
Characteristics
Latency
Libido is repressed and the child develops superego.the child
Stage
acquires social value through playing with same age group
6-11 year
with same sex and adults other than family members.
old
Industry
vs.
Children develop competence and cooperation skills in
Inferiority
school. Complex develop through negative experiences in the
Latency
family or when experiencing incompetence in school or
Stage
among same age group.
6-11 year
old
A child can conduct logical reasoning what regard to specific
Concrete
cases and is able to divide objects into different categories
Operations
(i.e., children can conduct operation). In this stage, the child
Stage
which performs concrete operational reasoning, but cannot
7-11 year
perform reasoning that requires algebraic equations because
old
it require advanced abstract thinking.

Table 1. Characteristics of child by Freud, Erikson, and Piaget

Jean Piaget’s “concrete operations stage,” which is third of four stages of development
applies to 7-11-year-old children. Children in this stage can perform simple operations and
logical reasoning replaces intuitive thinking, which means that children can operate a
mobile phone. However, how well a child can operate a mobile phone in case of an
emergency must be carefully examined.
Therefore, the following needs to be considered when designing a device for kids. Although
child in the concrete operations stage can perform operations that requires quite
1
2

Laura E. Berk, translated by Nang Ja Park, Infants & Children.
Sung Sim Han, Joo Mi Song, ‘Child Welfare’, Chang Ji, 2003, page 12.
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complicated and logical thinking, it must be designed so a child can operate quickly in case
of emergency. Table 2 shows a list to consider in accordance with the characteristics of
children.
Items
•
•
General
Characteristics

Physical
Characteristics

•
•
•
•
•
•

Cognitive
Characteristics

•
•

Contents
should be able to get attention from same age group
should seek for a way to educate children about utilization in case of
emergency through game
should prepare for malfunction caused by shock
should educate children to avoid unintended operation out of curiosity
child should be familiarized with operation
design should consider physical development of childhood
design should consider safety of a child so he/she does not get injured from
unintended operation due to physical development
cognition of age of 6, 9, and 12 is different and should have flexible structure
or icon design for respective ages.
not only a button but also a variety of methods need to be considered to
respond in case of emergency
circumstantial judgment and discernment may insufficient compare to an
adult

Table 2. List of considered device designs in accordance with the characteristics of a child

2.2. Characteristics of Child Abuse
Based on the analysis of precedents, what marks the child abuse is that most crimes involve
sexual motivation, although some lead to the murder of a child. For the crime from
occuring, there must be three prerequisites: (1) crime will, (2) victim, and (3) crime scene.
Once these are satisfied, there are five phases to commit a crime; crime prerequisite →
approaching → luring and kidnapping → movement → committing the crime.
Step 1
Crime prerequisite Approaching

Step 2
Luring and Kidnapping

Step 3
Movement

Step 4
Committing the crime

Table 3. Process of Crime

The intention of classification of a crime is to extract the Design Specification of the device
for children to respond to each phase of the crime and prevent it the crime from occuring.
First the prevention of the first phase, crime prerequisite, has been conducted in the West in
various ways.
Nevertheless, criminals continue to approach victims, wearing electronic Tagging. Criminals
lure victims using feigned identity or by asking for directions. Criminals may also capture
victims by force and move to a certain spot to commit the crime.
In the Kim Kil-Tae case, the preschool, the crime scene, and the criminal’s house were
located within 300m. This shows that many crimes are committed within the child’s home
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environment. On study showed that the luring point and crime scene are only 30 min. away
(i.e. within 2km).
Phase
Crime
prerequisite
Approaching
Luring
Kidnapping
Movement

Counter Measures
Need for systematic measures to block any attempts for crime will, victim, crime
scene.
Alert the child’s parent by receiving signals from the Electronic Tagging of
recidivism through a device for children.
Educating the child about the action guide and letting them avoid the crime scene.
Informing the third party about the danger using an emergency button or strap
when captured by force.
Collecting all data about a child’s routine pattern and alerting the parents when
their child strays from the routine.

Table 4. Counter measures for each crime phases

According to a survey, cases where the victim’s house, crime scene, lure place, victim’s
school and perpetrator’s house were located within 2 km and accounted for 50% or more of
crimes. Findings also revealed that a perpetrator searched for the subject of the crime in
surrounding areas and the crime scene was a familiar environment. In addition, the lure
place was not the same as the crime scene, and a perpetrator lured the child to another place
to commit the crime. In these cases, it is the only time when a child can be rescued. Of note,
2 km takes up to 30 minutes to traverse on foot.

Figure 1. Distance from victim’s house, crime scene, lure place, victim’s school, and perpetrator’s
house.

A main characteristic of crimes against children is that it is impossible for children to protect
themselves or ask for help when they perceive a crime because of physical differences
between the child and perpetrator. Accordingly, it has been perceived that the intervention
of a third party, who can immediately extend a helping hand to children, is desperately
needed. Therefore, this study focuses on determining measures to achieve such an
intervention.
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Figure 2. Physical differences between a victim and a pertpetrator

2.3. Prevention system and current technologies
Preventive means can be divided into individual and social means. As seen in the Figure 3,
the social means are characterized by handling a situation after the fact. As it is difficult to
protect many and unspecified persons, an emphasis is placed on preventing the recurrence
of crimes that center on ex-cons. However, it is difficult to protect victims prior to a crime.
Individual means are characterized by prevention that is focused on self-protective instincts
aimed to protect oneself and one’s family from many and unspecified persons.

Figure 3. Characteristics of individual and social means

According to Table 5, which compares the domestic and foreign prevention system, the
domestic system shows more favor to the rights of the criminal than those of the victims or
the many and unspecified possible victims. Under certain circumstances, prevention
becomes essential.
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type
•
•
Domestic System
•
•
•
•
Foreign System •
•
•

Measures
Comparison
Child safety guards
Victim’s human right
Amber alert
<
Electronic Tagging
perpetrator’s human right
Posting identities of sexual offenders
Isolation policy of the sexual offenders (U.S)
Victim’s human right
Amber alert
>
Posting sexual abuse record/ identities(U.S.)
Surgical or drug castration of sexual offenders(U.S.) perpetrator’s human right
Genetic database (U.K.)

Table 5. Comparison of domestic and foreign systems and victims‘ and perpetrators’ human rights

The followings are current technologies used for crime prevention.
1.

2.

SOS feature on mobile phones: Transmits the signal to five or six people who are
registered by users in case of emergency and are available for only limited mobile
phones.
LBS (Location Based Service): Electronic Tagging of ex-convicts; this has been adopted
in many different fields. The security company ADT uses LBS-based mobile service for
crime prevention. Users can set up an ETA (Estimated Time of Arrival) and if the users
do not arrive on time, the company dispatched their men. If users enter the plate
number of a taxi, the company will do the background check. However, as seen from
the Fig. 2, this is problematic because it is not a kid friendly interface.

Figure 4. Example of setting up an ADT mobile phone - service name : Taxi care

3.

Electronic Tagging: Domestically, electronic tagging of ex-convicts uses an LBS system.
Legislation regarding adherence to Electronic Tagging for specific sexual offenders was
enacted in April, 2007. After its revision in May 2008, electronic tagging was effective
starting September 1st, which is an another use of LBS. Thus, if inspectors and mobile
phones for children can detect the signal of the Electronic Tagging, it would provide a
significant solution for preventing crimes against child.

Table 6. summarizes the results of the analysis of utilization of applicable systems and
technologies through an assessment of effectiveness of each crime phase.
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Phases
Phase 1 :
approaching
Phase 2 :
luring and
kidnapping
Phase 3:
movement
Post crime
phase

SOS feature of
Mobile phone

LBS

Electronic positioning system
/Electronic Tagging

-

-

-

○
(when
kidnapped)

○
(when kidnapped)

○
(when kidnapped)

○

○

○

○

○

○

Informs
guardians in
case of an
emergency.
Frequently
Characteristics
unintended
operation
causes loss of
reliability

Not a user friendly interface
It is a current measure that is
when using the service through a
systematically utilized. There is
mobile phone; requires
limits to prevention of crimes
frequently resetting the settings.
against people with no criminal
High cost for extra device and
records. May not expect any
fees can be a burden on users
prevention when intentionally
when using a satellite-based
detached and committing a crime
system

Table 6. Assessment of effectiveness of prevention technologies regarding each crime phase.

It is concluded that mobile phone SOS features, LBS, Electronic Tagging are ineffective for
luring and kidnapping because a child is not aware of it; however, it is effective for
movement after kidnapping. In addition, to find a solution for preventing crimes against
children, it is necessary to integrate mobile phone ubiquitous and LBS.

2.4. The current design of mobile phones for kids
The evaluation of precedents of existing mobile phones for kids was conducted to analyze
features that are needed for this population of users.
Company
model

Image

Characteristics

Verizon
Migo

-emergency use for kids/elders,
-minimum capacity that allows only five limited
numbers be saved including emergency number (911)
-no texting

Kyocera
Mamorino
cell phone
for kids

-only available in Japan, can locate child’s position and
sounds alarm in emergency to inform
-limited texting available through preregistered texts
-there is a strap besides an emergency button and when
pulled, it sounds an alarm and transmits signal to
security company
-when there is no light based on the setting, the lights
will be turned on

168 Child Abuse and Neglect – A Multidimensional Approach

Cingular
Firefly

-private button for mom and dad
-can save up to 20 numbers
-emergency call button and designed to prevent malmanipulation
-suggests that child can be protected from harmful
materials becuace there is no internet or email
connection

Willcom
Nico

-arrangement of large buttons/buttons with enlarged
dome design
-positioning system that can inform parents of child’s
location
-parents can learn child’s location by calling or through
a computer at any time
-high quality audio with low electromagnetic waves,
which ensures safe use for kids

Gigabyte Sergeant
Keroro, Doraemon

-Keroro and Doraemon version released by Taiwanese
company Gigabyte
-no specific features for child safety

au
A5520SA

-provides location of child in real-time using GPS and
informs when a child approaches specific location
-pressing # for several seconds sounds an alarm and
transmits current location through GPS mail to
registered number and simultaneously informs the
security company
-can contact fire department or hospital in emergency
of fire or illness
-informs the child’s location in time intervals, even if
the power is off
-wireless internet NTT Tokomo arranged ‘Kids I menu’
and prevents child from harmful internet content

Hop-on
chitterchatter

-mobile phone that can frequently connect family with
child under 10 or person with disability
-comprises five (mom, dad, home, 911, Track Me)
buttons with total of seven emergency numbers
-child can inform parents of their location
-can be put in backpack, wallet, pocket, etc, or can hang
on neck or worn on the wrist
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Willcom
Papipo

-Papipo, released by Willcom, is manufactured by
plastic model company Bandai
-produced in Blue, Damogochi, Chao version and has
meticulous UI design
-once connected to kids studio, a database for children,
a child can download wallpaper, games, ring tones and
even raising Damagochi (function of fun)
-provides positioning system using PHS base station,
and emergency button

Dmodo
M900

-manufactured by Hong Kong mobile phone handsets
company
-uses Walt Disney’s Mickey-Mouse design
-popular among kids and young women, also uses
Disney characters for integrated programs such as wall
papers, animation, icon, button sound.

Table 7. Precedents of existing mobile phone for kids

The precedent analysis showed that it is not easy for a child to control the device in an
emergency and protecting a child through third party involvement seems an easy task.
However, some features of these devices were useful such as A5520SA from AU, which
informs parents when a child is approaching a specific location and informs the child’s
location at specific time intervals, even if the power is off. Additionally, Chitterchatter’s
wearing method was found useful. Table 8 summarizes useful features for preventing
crimes against children.
Categories

Functions
Specified Key

Button

Power

Emergency
Button
Notifying Self
Location Button

Contents
Easy operation for various ages and children with disabilities. Can
maximize battery by allowing limited number of phone numbers to be
saved and prevent unnecessary calls and harmful content.
Informs the current situation and self location to the preregistered
person in case of an emergency
Can inform self location at any time

Battery Cover

When the battery cover is forcibly removed, a warning sign will be sent
out to preregistered numbers

Powerless
Positioning
Signal

Can notify one’s location without any power in certain time intervals

Lamp

Lamp

Emergency

Strap

GPS
App.
DB

When a child is trapped in dark area, the lights will be turned on based
on the settings
If a situation doesn’t allow a child to a press button, he/she can pull the
strap, which will sound the alarm and send out a text message to the
preregistered numbers
Parents can confirm their child’s location any time and will be notified
when the child approaches a specific location
Parents can protect their child from harmful content and decorate the
mobile phone using DB for kids.

Table 8. Useful current technologies to prevent crimes against children
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The users have a need for normalization and avoiding admitting that they are special3.
Thus, mobile phones for kids that are currently available have very small LCDs or none at
all; nevertheless, designs for both specified-key mode and 10-key mode would be viable by
parents setting up the key-type screens based on the Full Touch Technology and adjusted
for their children’s age-specific cognition levels.

2.5. Summary
•

•

•

•

•

Children aged 7 to 11 experience concrete operational stage as mentioned by Piaget
with regard to characteristics of children who can deal with simplified manipulation
and logical inference, which suggests that children have no problem manipulating a
device.
With regard to characteristics of crimes against children, a perpetrator commits a crime
if three conditions, crime will, victim, and crime scene are met and the crime goes
through the stages Approaching→ Luring and Kidnapping →Movement→ Committing
Crime.
Cases where victim’s house, commit place, lure place, victim’s school, and perpetrator’s
house are located within 2 km account for 50% or more; therefore, crimes are committed
near routing of children.
As it is deemed impossible for children to protect themselves due to physical
differences between the child and perpetrator, it is perceived that intervention by a
third party is essential and many thoughts have been given to intervention by a third
party.
There are various methods to prevent crimes, which are divided into individual and
social means. Individual means are preventive measures to protect oneself and family
from many and unspecified perpetrators; however, few methods have been found to
enable children to protect themselves. On the other hand, social means are related to excons and are characterized by prevention after the fact; therefore, they are less often
characterized by prevention prior to a crime.

According to an inquiry into preventive technologies, many useful technologies and
functions have been found with mobile phones and include such diversified technologies as
LBS and SOS functions. However, they may have problems because children are unable to
perceive situations where they are exposed to crimes or there are difficulties in helping them
directly or indirectly when they ask for help even thought they have perceived a crime.

3. Design concept of device for preventing child crime
As the study aims to prevent crimes, it is focused on suggesting the direction of design so
that children can be protected from a crime through a device one way or another.
Accordingly, it has designated a scenario to extract factors according to situations while
suggesting guidelines needed for a device from the extracted factors.
3

Shin Ah Jo, ‘Research on Designing Customized Menu for Users in Mobile Phone’, Dept. of Digital Design, Kyung
Sung Univ.
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3.1. Categories of scenario for child crimes
The following scenario was written based on crime categorization of Table 9 and was used
to support reasons for necessary device features.
Criminal records
Less than two previous conviction
More than two previous conviction

Methods
Luring
Kidnapping
Luring
Kidnapping

Cognition
does not perceive danger
recognize danger
does not perceive danger
recognize danger

Categories
category 1
category 2
category 3
category 4

Table 9. Setting up four categories

This scenario was established based on a previous research and has the following
conditions. It has been sub-divided into the following crime stages: crime prerequisite →
approaching → luring and kidnapping → movement → committing crime before
suggestion.
First, perpetrators are divided into ex-cons and first offenders and this scenario is related to
the application of electric tagging. Some criminals attempt to commit a crime after removing
electronic tagging; these are regarded as first offenders. These criminals are divided into
luring and kidnapping and luring refers to as a situation where a child is unable to be
exposed to a crime; kidnapping refers to as a circumstance where a child perceives that he or
she is in danger.
Category 1 : Without Electronic Tagging and Luring
Category 1 of Table 10 describes the role of mobile phone for each phase under the premises
that a 40-year-old man with less than two previous convictions targets a 12-year-old female
victim.
Category 1

Setting
Phase 1
Phase 2
40 year old, less than two
Approaching Luring
Perpetrator
previous convictions
Does not
Does
6-12 year old girl /
Victim
Perceive
not
playground
/wariness perceive
Function
of mobile
phone

Detecting any abnormal
activities (route, speed,
etc.)

-

-

Phase 3
Movement

Phase 4
Commit a
crime

Does not
perceive

Recognize

Detecting any abnormal
activities (route, speed,
etc.)

Emergency
button /
Alarm/
lighting

Table 10. Category 1: Criminal without Electronic Tagging and Luring

The worst case is Category 1 because the perpetrator can hide intention and the child may
never recognize the danger until right before the crime. In such a case, parents can be
informed about abnormal activity of their child such as different routine pattern or sudden
acceleration of speed and detect changes in mode of transportation; they can also confirm
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the situation of their child. In many cases, the child does not recognize danger until right
before a crime, thus, active involvement of third party is necessary.
Category 2 : Without Electronic Tagging and Kidnapping
Category 2, seen in Table 11, shows a case of threatening and forcible kidnapping by a
criminal with a similar previous conviction. Here, the child does not recognize danger until
the criminal approaches; however, is aware of that the situation is threatening
Setting
Phase 1
40 year old, less than two
Approaching
Perpetrator
previous convictions
Does not
6-12 year old girl /
Victim
recognize/
playground
wariness
Category 2

Function
of mobile
phone

Detecting any abnormal
activities (route, speed,
etc.)

-

Phase 2
Kidnapping
(threatening)

Phase 3
Movement

Phase 4
Commit a
crime

Recognize

Recognize
danger

Recognize
danger

Emergency
button /
Alarm/
lighting

Emergency
button /
Alarm/
lighting

Emergency
button /
Alarm/
lighting

Table 11. Category 2: Criminal without Electronic Tagging and Kidnapping

While the mobile phone detects routine pattern and speed, it can also alert a nearby third
party by sounding an alarm or informing the child’s parents and police when he or she
presses the emergency button. However, when the child is being kidnapped forcibly or too
nervous to control the device, the mobile phone’s secondary function activates through LBS
and informs guardians of abnormal activities.
Category 3 : With Electronic Tagging and Luring
Category 3, seen in Table 12, shows crimes committed by 40-year-old man with more than
one previous conviction, wearing Electronic Tagging. Proposed mobile phone receives
signals from Electronic Tagging; however, does not inform the child to avoid the human
rights violation of the ex-convict.

Setting
Phase 1
Phase 2
Phase 3
Phase 4
40 year old,
more than one
Commit a
Perpetrator
Approaching
Luring
Movement
previous
crime
conviction
6-12 year old
Does not
Does not recognize
Does not
Does not
Victim
girl /
recognize/
recognize
recognize
road
wariness
Detecting any receives signals from check with guardian’s Emergency Emergency
Function
abnormal
Electronic Tagging, remote camera, sound button /
button /
of mobile
the emergency alarm,
activities (route,
transmits warning
Alarm/
Alarm/
phone
speed, etc.)
message to guardians report to the police
Lighting
Lighting
Category 3

Table 12. Category 3: Criminal with Electronic Tagging and Luring
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The signal received from the Electronic Tagging transmits a warning message, such as
“exposed to possible threat,” to the child’s guardian so they can determine whether their
child is exposed to the actual threat or not. Additionally, if the guardian believes there is an
actual threat, they can remotely sound the alarm on the child’s mobile phone regardless of
the child’s will.
Category 4 : With Electronic Tagging and Kidnapping
Category 4, as seen in Table 13, is criminal wearing Electronic Tagging and kidnapping a
child by threatening. In such a case, the child recognizes a danger and may take immediate
action to notify a third party by pressing the emergency button. Even if the child fails to
press button, he or she still can get help because the guardians are being notified by signals
from Electronic Tagging device.
Setting
Phase 1
Phase 2
Phase 3
Phase 4
40 year old,
more than one
Kidnapping
Commit a
Perpetrator
Approaching
Movement
previous
(threatening)
crime
conviction
6-12 year old
Does not
girl /
Victim
recognize/
Recognize
Recognize Recognize
Apartment
wariness
entrance
Detecting any receives signals from check with guardian’s Emergency Emergency
Function
abnormal
Electronic Tagging, remote camera, sound button /
button /
of mobile
activities (route, transmits warning
the emergency alarm,
Alarm/
Alarm/
phone
speed, etc.)
message to guardians
report to the police
Lighting
Lighting
Category 4

Table 13. Category 4: Criminal with Electronic Tagging and Kidnapping

Although it was impossible to consider every circumstance, this chapter has discussed the
most common circumstances to conduct a study on children’s perceptions of crimes and
devices that can be helpful in such situations. This discussion has led to the understanding
that devices require the LBS function to locate a child, a child’s action radius and progress
needed to be recorded and designated and a remotely controlled camera and microphone
are required to help a protector judge the situation. It has also helped better understand that
it is necessary to be able to communicate with parents or a guard.

3.2. Model for device system
Research was conducted to determine how devices sense abnormal movement by situation
and how to deliver the information to a third party via logical operational device systems.
For the purpose of the operational system, routing, the rate of movement and location of a
child, needs to be collected as data in advance for a certain period to be patternized. If the
patternization is completed, the movement deviating from it, which is abnormal speed or
change in rout, is considered abnormal movement of a child and is primarily reported to a
protector. The following figure provides a detailed explanation.
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As seen in Figure 5, a model for device function has been proposed based on the analysis of
the above stated categories.

Figure 5. Model showing function of child protection device

Figure 6. Model showing function of device when abnormal activities are detected

Based on the model illustrated on Fig. 5, Fig. 6 explains how a device for kids uses data on a
child’s routine pattern, moving speed, and signal from the Electronic Tagging and transmits
information to a child’s guardian when it detects abnormal activities
Fig. 7 shows how parents can explain to a child how to act through texting or calling based
on the level of the threat. If a serious threat is determined, parents can sound the alarm and
notify people nearby or contact a preregistered 911(US), 119(Korea), 112(Korea), or security
company.
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Figure 7. Role of guardians through understanding the situation

Fig. 8 shows how a system can automatically be activated and reported to the police when
the device is damaged, the battery is forcibly removed, or the child presses the emergency
button.

Figure 8. Model showing how children can report.

Findings suggest that a government agency (the police or a private company), a protector,
and a child need to be linked to one another for cooperation when equipped with the system
above as the device acts as a link. From examining products with similar or available
functions among those on the market, smart phones are the technologies that best meet
these requirements. However, given children aged 6 to 12 and such peripheral functions as
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an emergency button, it is difficult to apply existing smart phones as they are, and
guidelines are deemed necessary for developing beneficial devices.

3.3. Summary
•

•

•

•

Ex-cons, first offenders, luring and kidnapping have been mixed to categorize four
scenarios based on four stages of a crime as extracted from the study: crime prerequisite
→ approaching → luring and kidnapping → movement → committing crime. Research
has been conducted to determine the status of a child and the role of a device in each
phase.
Research has been conducted to comprehend the role of a device through these
scenarios. Toward this end, research has been conducted on detailed functions of a
device through a systematic diagram.
This process revealed that practical preventive measures can be generated when a
protector – the government (the police) or a private company (a security service
provider) and a child communicate with one another to effectively prevent crimes. A
protector can immediately estimate the situation on behalf of a child and a government
agency or a private security service provider must intervene to protect a child while the
device acts as a link.
From examining products on the market with regard to a device that can fulfill such a
role, smart phones are deemed the closest ones and, given that users are children,
separate developmental guidelines are needed.

4. Drawing mobile phone design and demanding app
The chapter suggests guidelines for developing a device for children so that crimes can be
prevented.
Information herein has been established based on useful factors on previous research,
technologies, and services.

4.1. Guideline for figure design
Categories
Without

Types
-

With

-

Type

Window

LCD Screen
Full touch

Button

Size

-

Number of
buttons

6-9 year old

Contents
May be limited as it allows only text informing
Informs a child of how to respond through various
information
Provides information through text or illustrations
Button type (Hotkey & 10-key) can be jointly used and
age-specific usage is possible
Should not be larger than 5x9cm for usage by children
aged over 6
Number and size of buttons should be designed while
carefully examining abilities of 6-9 year old child’s
operational skill. Buttons with icons are preferred over
letter and should be limited with call, end, select menu,
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-

Size of
buttons
Shape of
buttons
Arrangement
of buttons

Type of
buttons

Color of
buttons
Text of
buttons

and number button (includes emergency button)
Number and size of buttons should be designed while
carefully examining ability of 6-9 year old child’s
9-12 year old
operational skill. Uses numeric keys and should be
limited with call, end, select menu, and number button
(includes emergency button)
Size and shape of buttons should consider one hand and
two hand operation separately
Should have convex design for easy operation of
General
frequently used buttons
Should be differentiated with general button and
emergency
minimize unintended operation
General and emergency buttons should be separated to
minimize unintended operation, but should not hide it
Specified key type makes for easy operation for a child
under the age of 9. However, cannot make calls to many
Hot key
people
Able to make phone calls to many people, but losses
10 key
rapidness and is easy to operate for a child over age of 9
Emergency
Can use specified key in addition to keypad to
key or strap
supplement weakness of 10-key type
Unlike emergency button or strap, it has general button
Track me
and different operational strategies
Achromatic
color
Low /high
Change of chrome can visually alert people to cognize
chroma
threat
-

Separate button can activate emergency button. It is easy
to locate but has high risk of malfunctioning and is easily
exposed to criminals
Emergency
Projected type looks as if part of a mobile phone but
buttons
Projected
activates when broken. Once it is broken, it is hard to
type
restore. It is not easily exposed to criminals and may be
hard for a child to break under certain circumstances
Has a strap with hook. The hook may lead into
malfunctioning; however, it has the advantage that a
Emergency
child can operate quickly compares to a button in any
strap
case
Child can inform guardians of his/her location when it is
hard to make phone call or cognize great danger (unlike
Track me
emergency button, it is used with general button and
button
transmits signal with special operational method in
emergency)
-During night time phone calls
Lighting
Lamp
-Notifying self location through flickering
-Used as lantern in dark areas
Speaker
Informs a child what he/she should do through sound
Sound
siren
Ask for help through sound
Enclosed type
Main body has integrated battery and powering off
Battery cover
(integrated)
should not be easy
Button type

Emergency
function

Emergency
function

Battery

-
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Screw down
Stops criminals from forcible powering off of a child’s
type
mobile phone. There will be an interval time to power off
Use solar
Should be sustained to enable communication with a
power
child under any circumstances
Battery
charging
Self charged
Install portable or integrated self charger
kit
Has enough power to transmits signal of one’s position
Latent battery
for a certain length of time even after the battery is
removed
General
Video telephone
phone call
camera
Emergency
Remotely collects data about the environment
Ubiquitous
General
Telephone
phone call
Mic.
Emergency
Remotely collects data about the environment
sound
Siren
Third party can remotely sound the alarm
Watch, ring,
Report the threat automatically once child’s mobile phone
Optional
necklace
is removed by criminals
device
waterproof
Should operate under any circumstances
Table 14. Guideline for figure design

4.2. Guideline for application design
Categories

Features

Characteristics

Screen
layout

Selective layout is possible.

Cognition and operational skill of 6-9 and 9-11 year
olds should be considered, respectively, for agespecific design.
Using illustration is suggested over text for UI.

Font size can be adjusted.

Suggests using 16 font of computer monitor and
could be modified, if necessary.

Font type can be adjusted.

Suggests using Gothic type, but may choose other
types.

Maximum number of
characters within screen.

Should be able to give information with minimum
number of letters; Korean 4-6, English 9 letters, and
should be legible instantly
(e.g., emergency)

-Receives signal from
Electronic Tag.
-Informs preregistered
guardians about the signal.

Receives signal once Electronic Tag and a child falls
within certain distance.

Informs when child breaks
out of route.

Warns guardians when child breaks time-based
activity pattern.

Informs when detects change
of moving speed.

When detecting dramatic change of speed; from 23km/h (normal walking speed) to 30-60km/h or stop
moving for long period.

Text

Electronic
Tagging

Emergency
service
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Guardians can remotely
control child’s camera and
microphone of mobile phone.

With prior consent, guardians who received warning
message may access and control child’s camera,
microphone, and siren, which are installed in child’s
mobile phone.

Able to transmits short texts
SMS

Transmits preregistered
message in case of emergency.

Child can transmit text message to his/her guardians
with one touch.

Table 15. Guideline for application design

5. Example
5.1. Device specification
The chapter introduces an example of a selective application of guidelines for a crimeprevention device for children.

1
Remote Control Camera - Parents/Guardian can check up the child’s surrounding using the child’s mobile phone
2
Full Touch Screen - The layout can be made to suit one’s taste. If the child is too young, parents/guardian can set
it up.
3
Emergency Speaker - In emergency situation where child needs help, siren blows to inform their location;
parents /guardian can also remotely activate blow the siren
4
Power Button
5
Emergency Button - If the button is pressed in an emergency where a child needs help, pre-set dial is activated to
seek help.
6
LED Lamp / Emergency Light - Acts as a lamp and is automatically turned on when a child is isolated in the
dark or will blinks to draw attention in the face of danger.
7
Battery Cover - If the power is turned off or battery is removed deliberately, it reports to a preset number.
Has a function that reports the location if the batter is removed.

Figure 9. Example of Device Specification

5.2. Age specified set-up
It is possible to set up the screen by age or taste. As users are aged 6 to 12, it has been
divided into hotkey method and 10-key method based on children aged 9; however, can be
set up in consideration of cognitive ability and manipulability.
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Figure 10. Example of Age Specified Set-up

5.3. Initial route set-up
Because it is difficult for a child to conduct an initial setup for oneself, it can be set up with
the help of parents as seen below. The initial setup is conducted based on synchronization of
a device with a computer. Figure 11 provides an explanation for the initial setup. First, if the
home address and school address (destination) are entered, movement section is indicated,
and if a private academy or friends are added, destinations are additionally entered as well.
At that time, a child enters all possible routes. Although all routings have not been entered,
they can be added during the period of collection of data.

Figure 11. Example of Computer-Based Initial Setup Screen
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After the setup, the device collects and records the routing of a child during a certain period.
At that time, the direction and speed of movement are recorded by time and routes. The
minimum unit of time is a week during a certain period and considerations are given for
time of end of the class and after-school activities by day; learning schedule is designated by
the week. Figure 12 below shows an example of recording changes in the daily movement of
a child.

Figure 12. Example of Collection of Routing Data by Time and Day

Information collected for a week is recorded and the longer the period of data collection,
more accurate patterns are displayed. The frequency of a child’s movements are indicated as
the thickness of a line and a private academy and a friend’s house that have not been
initially set up are recognized as abnormal routes to be reported to a protector for
confirmation before the addition of the new destination and route. Figure 13 exhibits
patternization of collected information.
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Figure 13. Example of Patternization Based on Collected Information

This figure refers to collecting routing and speed and direction of movement by unit time in
addition to frequency of routing.
It senses abnormal changes in speed, long-time stoppage, and reverse-directional movement
on the part of a child to report them to a protector for interaction.

6. Conclusion and limitations of the study
6.1. Conclusion
Theoretical examination and statistical research have helped understand serious problems
in crimes against children who cannot protect themselves because of physical differences
between when children perceive imminent danger. Such research has led to understanding
that it is necessary for a third party to intervene for the sake of children. In the process of
conducting research on including a third party, finding suggest that effective prevention can
be realized when three factors exist (e.g., a child, society (the government or a private
company), and a protector) and cooperate with one another. To facilitate such cooperation,
a device enabling interaction is required to act as a link among the three factors. Among
commercial products that are equipped with such functions, smart phones have been
deemed appropriate; however, children are expected to have difficulties using existing
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smart phones as they are. In this regard, guidelines have been suggested through the
application of available technologies and functions based on collected information.
With regard to the effectiveness of the study, it seems desirable that the government, rather
than private companies, take the initiative for the welfare of children. This is because more
children from low income families could benefit from measures taken by the government as
it incurs costs of purchasing and maintaining such devices.

6.2. Limitation of the study
In the process of conducting interviews at welfare facilities, it was found that more sexual
assaults are committed by acquaintances than by strangers and unofficial small crimes are
frequently committed by relatives, which has not been accurately reported to protect
children.
According to the study, it is impossible to protect many children from acquaintances
committing a crime; however, it is difficult to prevent ex-con acquaintances from accessing
children as they are acquainted with children.
In the process of conducting interviews with experts, other circumstances than usual
situations were discussed with regard to evaluation of scenarios, which has been excluded
as it appears difficult to consider each circumstance.
The longer the period for collecting data, the more sophisticated patterns; however, it might
result in difficulties in preventing crimes that occur in the process of collecting data.
Additionally, if it is difficult for parents to use a computer, it might be tricky to get help
immediately.
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