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CHAPTER ONE VIOLENT CRIMES
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ABOUT VIOLENT CRIMES
Violence is a growing problem throughout the world, particularly among the youth.
Further, there is a lack of a clear definition of this problem and what constitutes a violent
crime varies in different countries in the world. It is difficult to decide on a common
definition because social norms and values in different cultures changes how people see
and evaluate problems like violence. A few decades ago, corporal punishment of children
at school was a regular practice even in European schools but now such behaviors can be
www.eurehabchildren.com

prosecuted and punishable with several years in prison (WHO, 2002:13). Likewise,
domestic violence was once viewed as part of the parents’ right to discipline their
children, or the husband’s right to “correct” his wife’s mistakes. Even today, there are
many countries that do not view domestic violence as a crime (e.g., Alfred, 2014;
Amnesty International, 2015). Recent statistics on crime and victimization, and
particularly data on violence against children and women show that violence is likely to
grow even further in the near future (Baliki, 2014; Pinheiro, 2006; UNICEF, 2014;
United Nations, 2009; van Dijk et al. 2007).
Previously, violence was considered a problem of criminal justice systems.
However, the scope, complexity, and the extent of the problem required states to
recognized violence as a public health issue in the early 1980s (Dahlberg & Mercy,
2009). In 1996, the 49thWorld Health Assembly declared violence as an important public
health priority and as a serious problem for “people of all ages and both sexes, but
especially women and children” that needs to be tackled all over the world with special
programs that improve the recognition of the problem, promote multisectoral
involvement, promote research on violence, and in prevention activities, develop policy
recommendations for all nations across the globe (WHO, 1996).
5

World Health Organization (2002:4) defines violence as:
“the intentional use of physical force or power, threatened or actual, against
oneself, another person, or against a group or community, that either results
in or has a high likelihood of resulting in injury, death, psychological harm,
maldevelopment or deprivation.”
WHO’s (2002) definition involves a wide range of acts that goes beyond mere
physical violence and includes deprivation, psychological harm, intimidation and threats
as well. A typology of violence by WHO (2002) based on type of violence and the
relationship between the target and the perpetrator of violence is actually quite
comprehensive in terms of putting pieces together to organize different types of violence
and how they relate to each other. Depending on its nature, violence is classified into four
types: physical violence, sexual violence, psychological violence, and deprivation or
neglect. According to the target &perpetrator, violence is divided into three types: selfdirected, interpersonal, and collective violence. Self-directed violence involves suicidal
behaviors and self-abuse. Interpersonal violence ranges from violence against family
members such as children, siblings, spouses, and elders to violence against community
members such as violence among acquaintances and strangers.

Collective violence

includes social violence, political violence, and economic violence. Figure 1 below is a
summary of this typology.
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FIGURE 1: Typology of violence

Source: WHO (2002:5)
In legal texts, different types of violence are defined as different crimes. For
example, in the USA, the Federal Bureau of Investigation (FBI) defines violent crimes as
“offenses which involve force or threat of force” (FBI, 2012). In Uniform Crime
Reporting (UCR) Program, FBI considers murder and non-negligent manslaughter,
aggravated assault, robbery, and forcible rape as four main types of offences that
constitute violent crime. The UCR program has a hierarchy rule that puts different violent
crimes in the following descending order: “murder and non-negligent manslaughter,
forcible rape, robbery, and aggravated assault, followed by the property crimes of
burglary, larceny-theft, and motor vehicle theft” (FBI, 2012). Arson is also considered as
a violent crime but its status is evaluated based on the seriousness of the incident.
In Europe, Eurostat is the chief agency responsible for collection data in European
Union. Eurostat’s (2014) data for violent crime is composed of sexual crimes (including
rape and sexual assault), robbery, and violence against persons. However, murder is
excluded from this classification and evaluated as a separate category. Eurostat (2014)
views a detailed analysis of violent crime as difficult because of a lack of standard
definition among EU Member States. Eurostat statistics on crimes recorded by police
between 2002 and 2012 indicates that, with some exceptions among the EU Member
States, the amount of violent crimes in Europe is declining at a rate of 10% (Eurostat,
2014). Figure 2 is a summary table for these statistics.
FIGURE 2: Violent crimes recorded by the police in Europe
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VIOLENT CRIMES AND CHILDREN AS VICTIMS AND OFFENDERS
“Violence” and “children” are two words that do not seem to belong together, yet
the growing number of news and scientific literature show that violence against children
and violent acts committed by children is more common than we want to accept. Violent
victimization is one of the most important warning signals for future violent offending for
children and adolescents (Shaffer and Ruback, 2002). Existing research shows that there
is a clear link between abuse and victimization during childhood and offending in later
stages of life (e.g., Xavier, 2014; Wiebush et al., 2001). In fact, early age victimization
causes a cycle of violence for adolescence and beyond. (WHO, 2007). Therefore, we
need to understand the causes and consequences of violence for youth if we really want to
deal with violence as an ever growing problem for our societies and this endeavor should
begin with the relationship between victimization and offending.
Children as Perpetrators of Violence
Global news media is full of news that portrays children as perpetrators of violence.
In these news, sometimes we read about child soldiers who kill people in the ranks of
paramilitary groups, sometimes juveniles burn cars and act like savages as members of
terrorist groups, sometimes we see child offenders in school shootings, sometimes we
read news about juvenile gangs storming the cities and intimidating adults and
mainstream society. Unfortunately, these news are not fiction or false statements about
juvenile offenders. Children bully their classmates, act violently, form gangs, carry guns
& knives, use alcohol and illicit drugs, paint graffiti on the walls, violate social norms
and break laws. Children of this age seems to be much more violent than previous times.
Delinquency and violence among youth is a bitter fact of this century.
Juvenile delinquency has been one of the hot topics in criminological research since
the first studies of the Chicago School of Criminology. Delinquency and particularly
violence among youth has been studied by criminologists, sociologists, psychologists,
biologists, and other social scientists from different perspectives. Although they have
similar correlates, in many cases adult criminality has its roots in adverse childhood
experiences and juvenile delinquency is different from adult delinquency. In this part, we
will first summarize the leading ideas, models, and theories on causes of violent behavior
and delinquency among youth and then we will analyze the statistics on violent crimes
committed by juveniles across the world.
Even though it is hard to prove scientifically what causes of crime and violent
behavior, more than 100 theories have been developed to explain causes and correlates of
crime and delinquency (e.g., Dolu, 2015). The theories that focus on youth crime stress
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the importance of family, social disorganization, subculture, and deviant peers. We will
briefly summarize the main ideas of the leading work in this field.
Clifford Shaw and Henry McKay (1942), the two leading Chicago School of
Criminology and Sociology, investigated the crime problem in Chicago during the first
three decades of the 20th century and they paid a special attention to juvenile delinquents.
Because of the high volume of juvenile delinquency in the City of Chicago, Illinois, the
world’s first juvenile court was established in Cook County more than 100 years ago with
the “Juvenile Court Act of 1899” (McCord, Widom & Crowell, 2001:154). After careful
analysis of the crime statistics that they obtained from Chicago Police and Cook County
Juvenile Court, Shaw and McKay showed that the reason behind high crime rates in
Chicago was social disorganization in the city. The breakdown of informal social controls
in the city, according to the authors, was the chief cause of deviant and criminal
behaviors in the streets and youth delinquency. Without effective social controls, the
authors argued, individuals, particularly those of younger ages, were set free of external
controls, which function as protective factors in social life. In fact, Thomas and Znaniecki
(1918-20) mentioned social disorganization before Shaw and McKay (1942) as the main
cause of crime for Polish immigrants in Europe and America, where large immigrant
population had no effective social controls to prevent them from engaging in criminal
activities. Benefitting from their work in Chicago, Clifford Shaw published The JackRoller in 1930, The Natural History of a Delinquent Career in 1931, and Brothers in
Crime in 1952, all focusing on how juveniles developed their criminal careers in the
disorganized neighborhoods of Chicago.
Following the influential works of the Chicago School, a flood of criminological
research on the impact of social environment on crime and delinquency were produced.
In 1958, in his famous book “Family Relationships and Delinquent Behavior”, F. Ivan
Nye stressed the importance of family in preventing juvenile delinquency. Nye (1958)
mentioned four types of control, which revolve around the concepts of attachment to
family, effective parental supervision, internal locus of control, conscience, and selfcontrol. Nye (1958) believed that family plays a key role in containing violent and noncomforming urges while providing guidance and direction for ideal role models.
In 1944, John Bowlby published his seminal paper “Forty-four juvenile thieves:
Their characters and home lives”, in which he developed his Maternal Deprivation
Hypothesis. According to Bowlby, relationship between the child and her mother is
crucial for socialization during the first five years of the child and tested his hypothesis
that loss of the mother, separation from the mother (or the primary caregiver), and failure
to develop an attachment with the caregiver might result in social, psychological,
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cognitive and emotional difficulties for the baby. Any disruption in this attachment would
lead to increased probability of aggression, antisocial behavior, juvenile delinquency,
emotional difficulties, depression, and psychopathy.
In 1969, Travis Hirschi published his famous book “Causes of Delinquency”.
Hirschi argues that what prevents individuals, particularly youth, from engaging deviant,
criminal, and violent behavior is the social bonds between the individual and the society.
Hirschi (1969) lists attachment to family and the immediate social environment;
commitment to future goals & dedication to a conventional and a future oriented life
style; involvement in conventional activities; and belief in social norms as the key
components of his social bond theory. The stronger social ties between individuals and
the society the less likely the individuals will engage in delinquent and violent behaviors.
As a theory that stresses an “external locus of control”, social bond theory emphasizes the
role of social bonds in preventing criminal behavior.
Gottfredson and Hirschi (1990), on the other hand, developed an individual
oriented theory stressing “internal locus of control” and argued that low-self control is the
root cause of juvenile delinquency. The authors define self-control as the capacity of a
given individual to resist temptation to do harm to others, act violently, and engage in
risky behaviors. According to the authors, as the level of self-control increases the
likelihood of criminal and violent behavior also increases. Those who have low selfcontrol are more likely than others to commit crime, use aggression, do self-harming
behaviors and take risks. A great deal of research across the globe show that low selfcontrol is a strong predictor of violence and delinquency.

Violent Crime Victimization
Despite considerable differences of prevalence and incidence of juvenile
victimization across different cultures, research shows that a good portion of all children
fall victim of a violent crime, particularly in family and school settings where they are
supposed to be safe and by those who they trust and know. For example, according to a
2014 national study of juvenile offenders and victims in the United States by the National
Center for Juvenile Justice Violence, victimization among American children is
considerably high (See Figure 3 for a summary of findings). 46.3% of the juveniles in the
United States were victim of at least one type of physical assault. This figure is huge and
it means that almost half of all juveniles were victim of a physical assault. Of all these
assaulted children, 10.2% were victimized with an assault causing injury, 36.7% were
assaulted without injury, 13.2% were bullied, 19.7% were exposed to severe emotional
stress (Sickmund, 2014).
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FIGURE 3: Violent crime victimization among juveniles in the United States
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Source: Sickmund (2014:37)
The same study also shows that 25.3% of the juveniles witnessed at least one type
of violence personally. 9.8% of them witnessed family assault, 19.2% witnessed assault
in community, and 5.3% witnessed to a shooting incident. According to the findings of
this research, 6.1% of all juveniles were sexually victimized (1.8% sexual assault & 2.6%
sexual harassment), 10.2% were maltreated in their families (4.4% physical abuse &
6.4% psychological/emotional abuse), and 24% were victim of property crimes (4.8%
robbery, 6% vandalism & 6.9% theft by non-family perpetrators) (Sickmund, 2014).
In Europe, victimization rates are generally similar to the figures for the USA but
with a great deal of disparities across nations. For example, Using the “Juvenile
Victimization Questionnaire” (Finkelhor et al. 2005), a 2014 study in Spain found that
68.6% of the 1,107 youth (590 males and 517 females) experienced at least one type of
victimization in the past year and 83% at some point in their lives. Type of victimization
varies between boys and girls. Females are more likely to be victims of sexual
victimization (13.9%) and emotional abuse by parents, guardians, or any other type of
caregiver (23%) and males are more likely to be victims of conventional crimes (68%).
The study reports that one in every three adolescent was exposed to violence by
witnessing it in a communitiy setting. Perhaps, the most striking finding of the study was
that one in every five children were considered as polyvictims, who were victimized with
www.eurehabchildren.com

at least 4 or more different types of misbehavior, maltreatment, abuse, or violent
behavior. In other words, 20% of Spanish children were repeatedly victimized during
their lifetime (Pereda, Guilera, and Abad, 2014).
In the United Kingdom, juvenile victimization seems to be lower than Spain. A
2013 study in the UK reports that 6% of youth between the ages of 11 and 17 and 2.5%
of children below 11 had at least one type of physical or sexual victimization,
maltreatment, emotional trauma, abuse or neglect in the past year. 21.9% of those at the
ages of between 11 & 17 years old and 8.9% of children below 11 years old hat at least
one type of victimization and maltreatment mentioned above in their childhood. Sexual
victimization was particularly high among female youth: 7.2% of females whose ages are
between 11 & 17, and 1.6% of females whose ages are between 18 & 24 were sexually
victimized (any kind of sexual crime) by a peer or an adult. Perhaps, the most interesting
finding in this study is its emphasis of polyvictimization: among all the 2275 children and
young people who participated the study, juveniles who were maltreated, abused or
victimized were more likely than other children to be a victim of similar misbehaviors
and experience high levels of trauma (Radford et al. 2013).
FIGURE 4: Violent victimization of youth in Europe (%)
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The 3rd wave of the ISRD (International Self-Reported Delinquency Study) reports
on victimization and offending experiences of children between the ages of 12 & 16 from
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30 countries across the globe in 2014. The Figure 4 is a brief summary of some of its
findings for selected European nations. According to these findings, on average, 4.5% of
children in the following countries were victims of robbery, 4.5% victim of assault, 4%
victim of hate crimes, 13.7% victim of cyber-bullying, and %26.4% target of physical
punishment from their parents. Further, on average, 5% of these children were also
targets of maltreatment of their parents. The most interesting finding here is the very high
ratio of physical punishment by parents. On average, one in every four children in the
selected European nations below report that they were subject to corporal punishment by
their parents in the past year.
All the studies mentioned above used different methodologies and their findings are
for children of various age groups. As a result, it is hard to make a comparison between
nations. However, ISRD study is the most comprehensive study that allows researchers to
make cross-cultural comparisons of juvenile victimization and delinquency.
Victimization-Offending Link
Victimization, abuse, and neglect during early ages of childhood have a great
potential for destructive consequences in the adolescence and beyond. World Health
Organization’s (2007:7) special report entitled “Cycle of Violence…” lists alcohol and
drug abuse, increased risk of further victimization, victims becoming offenders, and
antisocial and criminal acts as a result of child maltreatment and victimization.
Research suggests that victimization and maltreatment have serious negative effects
on children and long-term negative consequences for physical health, mental health, and
behavioral problems. Victimized and maltreated children are more likely to have
psychological problems such as low self-confidence, poor self-worth, self-injury, suicidal
behaviors, hopelessness, severe stress, depression, mood and anxiety disorders, sleep
disorders, post-traumatic stress disorder, emotional disorders, mental illness, and other
psychological problems; more likely to have behavioral problems such as truancy, poor
academic performance and other school related problems, isolation from non-deviant peer
groups, risky sexual behavior, smoking, alcohol and drug abuse, and taking unnecessary
risks; more likely to have serious health problems such as physical disability, obesity,
diabetes, heart disease & stroke, liver disease, cancer, and even death (Gilbert et al. 2009;
Osofsky, 2003; Wathen, 2012; WHO, 2007). We will deal with physical and mental
health issues in the following sections. Here we will focus on behavioral problems,
particularly deviant, antisocial, and criminal behaviors that early age victimization might
cause in later stages of life.
In terms of victimization-offending link, maltreated and victimized children are
particularly at great risk of being re-victimization, developing antisocial behaviors and
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engage in criminal activities, both in community and family settings (WHO, 2007).
Figure 3 below is a summary of the developmental progression from childhood
maltreatment to antisocial and violent behavior.

FIGURE 3: Early childhood victimization and maltreatment might cause antisocial
behavior

14

Source: WHO (2007)
Violent victimization and maltreatment of children at home has a great potential for
further victimization of violence at home and in the community, maladjustment in
difficult situations, taking aggressive actions against the perpetrator or the other family
members at home, acting violently in the community and engage in antisocial behavior
and criminal actions (Fantuzzo & Mohr, 1999; WHO, 2007:8-9). Although whether the
negative impacts of victimization goes beyond childhood and persists into adulthood is
unknown, research suggests that maltreatment is a strong predictor of violent behavior
among juveniles. A study on 1,539 low-income minority children, for example, found
that child maltreatment predicted all types of juvenile violence the study investigated
(Topitzes, Mersky, and Reynolds, 2012). After reading all these facts and figures on
victimization of children, increasing number of violent incidents among youth should not
be a surprise.
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Social-Psychology of Interactions between Children and Others in the Context of Violent
Encounters
Early childhood is a stage where discrete instances of oppositional or defiant
behaviors are fairly uncommon (Urquiza & Timmer, 2012). These types of disruptive
behavior are strongly associated with serious delinquent behaviors and aggressive/violent
behaviors in adolescence and adulthood (Fergusson, Horwood, & Lynskey, 1994; Tolan
& Gorman-Smith 1998; Broidy et al., 2003).
A better understanding of the risk and protective factors that influence adolescent
aggression is critical to prevention and intervention research. (Kramer-Kuhn & Farrel,
2016) Results from previous research suggest that persistent antisocial behavior is
predicted by (a) early onset, (b) high levels of aggression, (c) neuropsychological deficits,
(d) male gender, and (e) problems related to inattention, impulsivity, and hyperactivity.
Peer rejection, especially in conjunction with aggression, has also been found to predict
persistent difficulties at least through late adolescence (Coie et al., 1995). (Fergusson,
Horwood, & Lynskey, 1995; Loeber et al., 1991; Moffitt et al., 1996; Stattin &
Magnusson, 1989). Through observation and interpersonal interactions at home, with
peers, and in the community, adolescents develop patterns of behavior based on what
they perceive to be appropriate and inappropriate (Bernburg and Thorlindsson 2005).
There are competing risk factors and protective factors of offending. A risk factor is
anything that increases the chances of an individual perpetrating an offence. On the other
hand a protective factor is any factor that reduces the probability of offending, despite the
presence of risk factors. For example, an increased combination of risk factors, in
conjunction with few protective factors is highly associated with future offending
(Farrington, 2003; Hart et al., 2007; Herrenkohl et al., 2000; Stouthamer-Loeber et al.,
2002). Due to the complex nature of offending, an interplay of numerous risk factors are
often more explanatory than a single factor (Mortimer, 2010). A risk factor model has
been proposed by a number of researchers as a more proactive way of identifying
offenders at the onset of their offending pathways. Such a model would also assist in
targeting interventions to reduce the present risk factors and increase the protective
factors. Hart et al. (2007) utilized a similar approach whereby risk factors were
investigated in combination with a number of protective factors. They concluded that
increasing protective factors may be more beneficial in comparison to reducing risk
factors.
As a child ages, they will have more opportunity to experience risk factors. For
example, individual and family related risk factors may be present from birth, whereas
other peer and community related factors may not be present until later in childhood. This
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difference in the cumulative impact of risk factors may be the key to understanding the
development of offending behavior. However, it is important to note that risk factors are
not pre-requisites to offending and offending is not inevitable. This perspective therefore
implies that intervention is possible. (Mortimer, 2010).
Focusing on increasing protective factors for individuals who experience a number
of risk factors and negative life experiences may present as a more positive and
encouraging mode of addressing their offending behavior. This approach may also be
more achievable than removing risk factors (over which the individual may have little or
no control).
It is best to keep in mind that children, adolescents and young adults who are
repeatedly violent are very visible to those with whom they frequently interact: peers,
family members and teachers (Chaiken, Chaiken & Rhodes, 1994). So, any initiative
regarding the children’s anti-social or disruptive behavior must include the effect of
relationship between the children and these other social agents.
Adolescents who are already exhibiting high rates of aggressive behavior may need
different or additional protective factors in place when they encounter various risk factors
(Kramer-Kuhn & Farrel, 2016). General efforts to reduce or prevent aggressive behavior
might include strengthening aspects of family functioning, such as cohesiveness,
problem-solving, parental involvement, and positive parenting (Kramer-Kuhn & Farrel,
2016). Research show that high parental support for nonviolence (Malek et al. 1998) and
low parental support for fighting (Orpinas et al. 1999) at the start of sixth grade were
expected to have both promotive and protective influences. Adolescents are more likely
to engage in aggressive behavior if they believe that it is accepted or encouraged by their
parents and others that are closest to them (Bernburg and Thorlindsson 2005, Margolin &
Gordis, 2000).
For example, McCloskey and Lichter (2003) found that children from partnerviolent homes were at risk for becoming aggressive with peers and parents. Frequently
observed problems in children exposed to intimate partner violence are aggression and
antisocial behavior (Kolbo et al. 1996; Langhinrichsen-Rohling and Neidig 1995;
Sternberg et al. 1993). A meta-analysis by Kitzmann et al. (2003), which included 118
studies of psychosocial outcomes of exposed children, identified a consistent and
significant association between exposure and child problems including externalizing or
behavioral problems.
Different parenting intervention styles have been developed to help the troubled
children. In these programs the families are altered through modifying the behavior of
both the parent and child (Kennedy et al., 2016). It is best to include both parent and child
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in these intervention programs. According to Kaminski, Valle, Filene, & Boyle, (2008)
interventions with the largest effects focused on increasing positive parent-child
interactions and emotional communication skills, teaching parents to use time-out and the
importance of parenting consistency, and requiring parents to practice new skills with
their children during parent training session.
On the other hand, even though the coercive cycle model (Chaffin et al., 2004;
Urquiza & McNeil, 1996) posits that harsh discipline is rewarded by the temporary
compliance of the child, the child learns to ignore parental directives until the point of
aggression. This process creates a hostile parent-child relationship in which force and
coercion are both the cause and effect of the child’s behavior (Chaffin et al., 2004).
Furthermore, children who display frequent defiance and opposition to those around them
are likely to be disliked and shunned (Eddy, Reid & Fetrow, 2000).
Even though the family is very important in terms of determining the likelihood of
a child’s engagement in disruptive behaviors, schools and peer groups are the two other
socialization agents which also have similar effects in adolescence and young adulthood.
Especially children with externalizing behavior are at increased risk for diverse problems
in adolescence and adulthood, such as academic underachievement, school drop-out,
mental disorders, substance abuse, violence, delinquency, and criminality (e.g., Dishion,
French, & Patterson, 1995; Loeber & Hay, 1997; Moffitt et al., 2002).
Participation in positive interactions with peers and teachers may offer children
feelings of assistance or security, and thus may facilitate adaptive behavior. On the other
hand, problematic interactions, such as experiences of rejection by the peer group and
negative interactions with teachers, may add to the development of behavioral problems
(see Ladd, Birch, & Buhs, 1999).
Previous research has shown that when children are not accepted by their
classmates, their classroom participation often decreases (e.g., Buhs & Ladd, 2001; Ladd,
Kochenderfer, & Coleman, 1997; Ladd, Price, & Hart, 1990). The lack of classroom
participation, in turn, can make the teacher feel incompetent or unliked by the child and,
as a result, teachers might like the child less and prefer to spend less time with him or her
(Skinner & Belmont, 1993). Yet previous studies have found empirical evidence for the
effect of teacher-child interactions on peer interactions (e.g., Chang et al., 2007; Hughes
& Kwok, 2006; Hughes, Zhang, & Hill, 2006; Taylor, 1989; White, Sherman, & Jones,
1996). For example, research with elementary school children has shown that teacher
support is negatively linked to children’s externalizing behavior (e.g., Baker, 2006;
Hughes, Cavell, & Jackson, 1999; Meehan, Hughes, & Cavell, 2003; Silver et al., 2005).
Children’s externalizing behavior can mitigate positive interactions with the teacher (low
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support), which may further amplify the child’s externalizing behavior over time
(Patterson, Reid & Dishon, 1992; Sutherland & Oswald, 2005).
On the other hand, Leflot et al. (2011) have found that the relationship between
externalizing behavior and peer social preference was independent of the influences of
support from the teacher. This highlights the uniqueness of the relationship between peer
social preference and externalizing behavior. So, it is possible to state that peer social
preference is more central to the development of externalizing behavior when compared
to teacher support in adolescents. This is perhaps not surprising considering that
teenagers spend increased time with peers both in and out of school and may begin to rely
more heavily on peers, and less on the family and teachers, in relation to discovering their
own identity. So, general antisocial behavior and negative peers may be more relevant
when considering juvenile delinquency and the likelihood of this developing into adult
offending behavior (Mortimer, 2010) and a delinquent peer network not only influences
the initial onset of aggression, but also contributes to the stability of aggression over time
(Huizinga, 1995).
With regard to peers, it is now well established that when children enter elementary
school, classmates immediately start to evaluate their peers (see Dishion, Patterson, &
Griesler, 1994). As a consequence of this evaluation process, some children become liked
and accepted by their classmates, whereas others are disliked or rejected (Boivin, Vitaro,
& Poulin, 2005; Deater-Deckard, 2001; van Lier & Koot, 2008). When children are liked
by few classmates, and disliked by the majority, these children have a low social
preference and are seen as actively rejected by peers (Leflot, 2011). Children with low
social preference are likely to be deprived of contact with mainstream peers. As a result
of the limited social interactions with mainstream peers, these children receive little
social correction and guidelines for their behavior, which may facilitate, maintain, or
exacerbate problem behavior over time (Deater-Deckard, 2001; Patterson, Reid &
Dishon, 1992; Schrepferman et al, 2006).
Research has also provided evidence for the links between low social preference (or
peer rejection) and externalizing problems. For instance, it has been shown that low
social preference=peer rejection can predict future aggression, delinquency, and other
externalizing behaviors (e.g., Coie et al., 1995; Ialongo, Vadan-Kiernan, & Kellam, 1998;
Kupersmidt, Burchinal, & Patterson, 1995; Kupersmidt & Patterson, 1991; MillerJohnson et al., 2002). Simultaneously, one of the best predictors of becoming rejected by
peers is the externalizing problem behavior of the child (e.g., Boivin et al., 2005; Laird et
al, 2001; Morrow et al., 2006; Pedersen et al., 2007; van Lier & Koot, 2008). Thus, the
findings indicate a transactional relationship between externalizing behavior and social
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preference. That is, initial low social preference is frequently the consequence of early
externalizing problems (Leflot, 2011), and experiences of low social preference, in turn,
add to the development of children’s externalizing problems (Miller-Johnson et al., 2002;
Vitaro, Pedersen, & Brendgen, 2007).
Finally, there are several reasons to hypothesize that aggressive adolescent
offenders with a recent history of rejection by their peers will be more likely to persist in
their aggressive offending. First, individuals showing stable patterns of disorder across
adolescence are likely to have been both aggressive and rejected during childhood (Coie
et al., 1995), suggesting that a history of rejection increases the likelihood of persistent
aggression toward others. Second, rejected children are more likely to become involved
with deviant peer groups during adolescence (Dishion et al., 1991), which may contribute
to the maintenance of antisocial behavior (Dishion, Patterson, & Griesler, 1994). Third,
aggressive children who are also unpopular typically have low levels of prosocial skills
(Bierman, Smoot, & Aumiller, 1993), making it more difficult for them to establish
supportive relationships with nondeviant peers who might inhibit their tendency to
aggress against others (Rabiner et al., 2005).

APPROACHING THE VICTIM/OFFENDER
Signs of Violent Crime Victimization and Offending Among Youth
Exposure to violence both as victims and offenders has several complications for
children in terms of physical and mental health, social maladaptation, emotional
disturbances, etc. Therefore, it is necessary to act proactively to detect the existence of
violent victimization or offending at earlier stages in order to avoid the negative
consequences of violence. Even if the experience of violence, either as a victim or an
offender, is unknown to the parents, guardians, caregivers, teachers, rehabilitation
professionals and other relevant people who are in touch with the child, it is possible to
identify the signs of violent victimization, key characteristics of violent children. If the
following behaviors are noticed, we should suspect that the child is being victimized or
s/he is engaged in violent behaviors. These symptoms might reveal themselves in
behavioral, physical, and psychosocial forms.
University of Colorado Boulder’s Center for the Study and Prevention of Violence
(2000) identified the following warning signs as early indicators of violence among
youth:


Social withdrawal



Excessive feelings of isolation and being alone



Excessive feelings of rejection
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Being a victim of violence



Feelings of being picked on and persecuted



Low school interest and poor academic performance



Expression of violence in writings and drawings



Uncontrolled anger



Patterns of impulsive and chronic hitting, intimidating and bullying
behaviors



History of discipline problems



Past history of violent and aggressive behavior



Intolerance for differences and prejudicial attitudes



Drug use and alcohol use



Affiliation with gangs



Inappropriate access to, possession, of and us of firearms



Serious threats of violence

Further, UCB Center for the Study and Prevention of Violence (2000) also warns
about the following imminent warning signs as important indicators of risk for the
juvenile to be “very close or has a very high potential of being violent”. If the parents,
teachers, and other relevant people observe these children to make sure whether the
children are demonstrating these behaviors, the likelihood of early intervention and
successful communication with the juveniles shall increase. These imminent signs are:


Serious physical fighting with peers or family members



Severe destruction of property



Severe rage for seemingly minor reasons



Detailed threats of lethal violence



Possession and/or use of firearms and other weapons



Other self-injurious behaviors or threats of suicide

These early warning signs can be very helpful in identifying risky individuals and
in developing proactive intervention strategies. In this section, we will briefly explain
general characteristics of these signs of violence among youth so that parents, guardians,
caregivers, teachers, and relevant professionals might anticipate and detect the existence
of violence for early intervention.
Social withdrawal & isolation: Exposure to violence has the potential for problems
in socialization of children. Juveniles who were subjected to psychological and physical
violence tend to alienate themselves from public and spend time alone and don’t want to
share anything with other people. In other words, social withdrawal & isolation are
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developed as an emotional disorder during childhood as a result of adverse childhood
experiences, particularly violence. These children feel low self-esteem and low self-worth
and they feel they are vulnerable to violence again. Further, research indicates that
relationship between social withdrawal and violence seems to work both ways: SWV
& VSW (Rubin, Coplan & Bowker, 2009; Walkup & Rubin, 2013).
Anxiety:There are a many of anxiety disorders, for instance post-traumatic anxiety,
obsessive-compulsive disorder and specific phobias etc. Children may respond to anxiety
associated with a traumatic event is on a behavioral level. Children want to avoid the
victimization associated with the physical and mental aspects of their anxiety. Anxiety
can be defensive way for a victimized child.
(http://academicdepartments.musc.edu/ncvc/resources_public/victim_reactions_child.pdf)
Uncontrolled anger can occur for different reasons in children. But the causes of
uncontrolled anger in the victimized children are the differences from other uncontrolled
anger types. If child show negative behavior from his/her parent or families let the child
to use aggression for to keep safe him/herself or e parent who uses violence for
something, this behavior towards Children can cause uncontrolled anger in time. Briefly,
uncontrolled anger arises directly or indirectly in children exposed to violence.
(http://psychologicalselfhelp.org/Chapter7.pdf)
Expression of violence in writings and drawings is important behavior in victim
children. Ifchild witnesses and exposes to violence in this case it is clear that the kid can
adversely affect childhood. In such cases the victim child exposed to violence can be
projected out indirectly. The studies on this issue clearly shows that victim child tell
his/her victimization out in this way. (http://ijecer.net/pfi-depo/v1n1/kandir.pdf)
There are also several more dangerous symptoms of chidrenbeing made into a
victim. These symptoms, which are different cases as a result of, children can be found in
the action resulting in death or wounding as different from the results of other
Psychosocial and Pysical or Behavioral symptoms.
Acts & threats of violence: Children who act aggressively towards their
environments, show hostility, engage in physical fights, make serious threats of violence
should be watched carefully and specialized intervention and treatment programs should
be considered for such youth. Victims of violent crimes are especially in danger of using
violence against aggressors and other people in their social environment. These youth can
demonstrate severe rage for seemingly minor reasons. Their violent acts might involve
destruction of property, harming others, or threatening to use violence against other
people. Fight or flight (escape) is the common reaction against victimization: victimized
children either run away from home or escape from the abusive environment or they can
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fight back and use violence and threats of violence as a defense mechanism. Chronic
exposure to violence will have long lasting serious consequences for children. These
children might even consider killing certain persons. Children who grow up in violent
environments learn violence as a highly effective problem solving method (Garbarino,
Dubrow, Kostelny & Pardo, 1992; U.S. National Institute of Mental Health, 2006;
National Association for the Education of Young Children, 1993).
Drug and alcohol use, there is relationship between drug or alcohol use and
childhood abuse. For example the children whose family use alcohol or drugs can to the
abusive treatment.
Self-harming & suicidal ideation: Suicide and self-harming behaviors are
associated with exposure to violence, mental & sexual disorders. Psychiatric disorders are
present in 80% to 90% of suicides, for example mood, anxiety, conduct and substance
use disorders are important situations. Suicides and suicide attempts in family members
of child, A family history of violence, misuse and substance abuse, unstable family
relations and unresolved conflicts in the family, missing social support by family
members can cause threat suicide in child in future.
Intolerance for differences and prejudicial attitudes are

antipathy towards

diversity. This antipathy manifests itself withAnti-Immigrant Attitudes, Racism, AntiSemitism, İslamafobia, Homophobia such behaiver. Child victims wants to cover his/her
victimization by creating enemy to him/herself. “social learning theory suggests that
prejudice is learned in the same way other attitudes and values are learned, primarily
through association, reinforcement and modeling.” Through the messages they receive in
the world around them, “children may learn to associate a particular ethnic group with
poverty, crime, violence and other bad things (http://www.adl.org/assets/pdf/educationoutreach/How-Do-Children-Learn-Prejudice.pdf)”. Also victimized child can learn
prejudice and intolerance by observing or listening his/her parents, teachers or friends.

Mistakes in Approaching Victimized and Offender Children
Unfortunately professionals dealing with victimized or offender children do not
always behave professionally, make serious mistakes, and follow established rules and
procedures while taking care of these children. Benefitting from the works of the U.S.
Department of Justice, Themeli and Panagiotaki (2014), and Gil (2012), we have
compiled a list of the most common mistakes professionals make in dealing with
victimized and offender children. Laypersons may make these mistakes and it is more or
less understandable to some extent. However, professionals must avoid them to prevent
further victimization of children.
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Ignoring to obtain a medical assessment: In case of a violent offense a medical
assessment of the child should be performed as soon as possible. Otherwise a potential
injury or needs for treatment cannot be identified (U.S. Department of Justice, 2014).
Not being aware of that children do not like to talk about the abuse: Professional
should understand that victim or offender children may delay disclosure or give limited
details about the story (U.S. Department of Justice, 2014).
Not being aware of that Instances of abuse are typically not isolated incidents:
Professionals dealing with victim and offender children should be aware of that the abuse
takes place over a period of time and the severity of the incident may increase as the time
passes (U.S. Department of Justice, 2014).
Interviewing children without special attention: It should be kept in mind that
most of the abuse incidents occur in an isolated environment with no witnesses, there for
professionals should pay special attention while interviewing the children (U.S.
Department of Justice, 2014).
Ignoring to treat children as children: In many cases, professionals ignore that
they are dealing with children and treat them like adults which eventually leads to
mistakes and misunderstandings (Themeli and Panagiotaki, 2014).
Not introducing the self to the child and other team members who may be
present: Professionals dealing with victim and offender children should explain their
roles and the focus and goals of the interview/investigation etc. (U.S. Department of
Justice, 2014).
Ignoring to speak a common language: Officials dealing with victim or offender
children be able to speak common language. Professionals should talk to children in
accordance to their level of physical and mental development. For instance, using
specialized medical and legal terms may lead misunderstandings and collecting loose of
information (U.S. Department of Justice, 2014).
Ignoring the evaluation of the child’s understanding abilities: It should be kept in
mind that each child has an ability to distinguish truth from false which may directly
affect the quality and the level of information gathered from the children (Themeli and
Panagiotaki, 2014).
Ignoring to let the child to relate what happened in his/her own words:
Professional should give the opportunity to narrate what happened with his/her own
words. They should not paraphrase what the child said. Suggestive questions should not
be employed during the interview with the child (Themeli and Panagiotaki, 2014).
Ignoring to use pre-prepared and structured question: Professionals dealing with
victim and offender children should develop a well-structured questionnaire regarding the
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features of the event and the development level of the child before having a conversation
with him/her (Themeli and Panagiotaki, 2014).
Repeating questions: Professionals interviewing with victim and offender children
should avoid asking repeating questions. Doing so may lead children to feel that the
answers provided are not "right" or "desired" (Themeli and Panagiotaki, 2014).
Ignoring that children are more likely to have higher level of fear and stress:
Professionals dealing with victim and offender children should be aware of that both
victim and offender children are more likely to have higher level of fear and stress than
adults. Therefore professionals should pay additional attention while having interviews
with children(Themeli and Panagiotaki, 2014).
Ignoring to create a warm environment: Professionals dealing with victim and
offender children should build a warm rapport by using their skills of empathy and
reflection of emotions before and during interaction with the children (Themeli and
Panagiotaki, 2014).
Ignoring that the reaction of children against abuse incidents is a unique one,
and many abused children may not show behavioral symptoms: Professionals dealing
with victim and offender children should be aware of that exhibiting symptoms such as
“anxiety, depression, self-mutilation, suicidal gestures/attempts, low self-esteem, running
away from home, use of alcohol or other drugs, academic/behavioral problems in school,
hostile, aggressive or verbally abusive towards others, fearful or withdrawn behavior,
breaks windows, sets fires, etc., out-of-control behavior/poor anger management,
wariness of adults, discomfort when other children cry, fear of parents/caretakers or of
going home”, does not necessarily mean that an abuse incident has been occurred.
However, these symptoms should be taken into consideration by professionals as the
warning signal to look further (Gil, 2012, p11).
Ignoring to use open-ended questions in case of observing the signs of possible
child abuse: Professionals dealing with victim and offender children should not ask
leading questions or employ questions directly accusing someone. For example,
professionals should not ask “Did your parents do that?” if they observe an unusual
bruising on children’s body. Rather they may ask “How did it happen?” It should also be
kept in mind that professionals should talk to children privately if they need to get
information about what make child nerves, fearful and unhappy (Gil, 2012).
Ignoring to conduct the discussion in private: Professionals who deal with victim
and offender children should arrange an appropriate place where they can privately talk
with children about possible abuse (Gil, 2012).
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Ignoring the seating arrangement: Professionals dealing with victim and offender
children should prefer to sit next to the child rather than sitting behind a desk while
interacting with children(Gil, 2012).
Ignoring to conduct the discussion in a language the child understands:
Professionals who deal with victim and offender children shouldavoid using technical
terms or complex sentences while communicating with the victim or offender children
(Gil, 2012).
Ignoring to talk with the child privately: Professionals who deal with victim and
offender children shouldhave conversation with children privately. In other words,
individuals who may have potential influences on the child, such as the parents of the
child or the suspect, should be kept away from the place where professionals interview
and discuss the incident with the child(Gil, 2012).
Ignoring to manage professionals’ own emotional response: Professionals dealing
with victim and offender children should not judge the child and his/her parents and show
feelings like shock, disapproval, or disgust about them (Gil, 2012).
Ignoring to make realistic promises to the child:Professionals dealing with victim
and offender children should be honest, clear, and realistic against the victim or offender
child. Unrealistic promises like not telling or reporting what the child told to anyone else
may distort the relationship and trust between the child and professionals. Therefore
professionals should explain legal procedures and explain the child that suspicions of
abuse must be reported to legal authorities (Gil, 2012).
Exhibiting inappropriate interest and physical contact: Professionals should keep
in mind that if it is employed properly physical contact can positively motivate children
and be used to confirm him or her. However touching is considered as a problematic
behavior if it happens privately and away from the eyes of other people. It is not always
easy to determine whether touching is an appropriate behavior since it changes according
to child’s age, gender, culture, religion, and personal background (Gil, 2012).

Preventing Violence Among and Against Children
Increasing concerns about raising statistics on juvenile delinquency led United
Nations to consider this problem as a responsibility of international community as a
whole and adopted a resolution entitled “United Nations Guidelines for the Prevention of
Juvenile Delinquency” (Riyadh Guidelines) on 14th of December 1990. After briefly
mentioning fundamental principles regarding basic human rights of children and key
matters regarding the best interest of children, Riyadh Guidelines puts a special emphasis
on socialization processes as an overall delinquency prevention strategy. This resolution
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places family, education, community, and media as four pillars for positive socialization
of youth.
Non-violent problem solving programs, teaching conflict resolution and
reconciliation techniques, and improving verbal communication skills are very important
in reducing the risk of violence in conflict situations.
To end the violence against children, UNICEF published the following strategies
(https://www.unicef.org.uk/Documents/Publications/Unicef_ChildreninDanger_Violence
reportW.pdf):
Strategy 1. Support parents, caregivers, and families to reduce levels of violence
that children face at home, while strengthening their ability to care for and protect their
children to reduce levels of violence that children face at home, while strengthening their
ability to care for and protect their children.
Strategy 2. Help children manage the risks they face by ensuring they can protect
their own rights to a life free from violence and c

an face challenges and solve problems

without resorting to violence.
Strategy 3. Change attitudes and social norms that encourage violence and
discrimination support through far-reaching campaigns to ensure no form of violence is
seen as justifiable.
Strategy 4. Promote and provide support services for children. Ensure children
receive help, support and care when they experience violence, and that they can safely
report violent incidents.
Strategy 5. Implement laws and policies that protect Children. Support ensuring
that all citizens realize that violence against children is unacceptable and will be punished
when it occurs.
Strategy 6. Carry out data collection and research. Support ensuring that violence
is no longer hidden, while creating a growing understanding of the most effective ways to
prevent it.

Privacy Issues in Working with Children
Privacy issues are one of the important matters in dealing with juvenile offenders
and victims because protecting the best interest of the child requires maintaining the
highest possible standards in abiding by basic human rights of the children and their right
to privacy. Helping victimized and offender children should be realized without causing
any harm to their physical, social and psychological integrity. Particularly, how data will
be collected, how these information be processed, how they will be stored and protected,
and how these information will be shared, if any, with other parties must be regulated and

www.eurehabchildren.com

26

these activities should be carried out according to the international and national laws,
regulations, and ethical principles on data protection.
Rights of children have a very well established foundation in the international
documents and European regulations. The United Nations (1989) Convention on the
Rights of the Child is the chief document on rights of children. The Article 16 of the UN
Convention is on the child's right to privacy:
“1. No child shall be subjected to arbitrary or unlawful interference with his or her
privacy, family, home or correspondence, nor to unlawful attacks on his or her honor and
reputation.
2. The child has the right to the protection of the law against such interference or
attacks”.
European Union (2000) recognizes the rights of children in Article 24 of the
European Charter of Fundamental Rights. Paragraph 2 of this article stresses that:
“In all actions relating to children, whether taken by public authorities or private
institutions, the child's best interests must be a primary consideration”
In a communication document entitled “Towards an EU strategy on the Rights of
the Child”, Commission of the European Communities (2006) mentions “children’s rights
as a priority for the EU”. The Commission also puts a special emphasis on this matter in
its Communication on Strategic Objectives 2005-2009 with the following phase:
“A particular priority must be effective protection of the rights of children, both
against economic exploitation and all forms of abuse, with the Union acting as a beacon
to the rest of the world”.
Along the same lines, the Group of Commissioners on Fundamental Rights, Nondiscrimination, and Equal Opportunities “decided in April 2005 to launch a specific
initiative to advance the promotion, protection and fulfillment of children’s rights in the
internal and external policies of the EU” (Commission of the European Communities,
2006).
The Data Protection Working Party, which was established based on the Article 29
of Directive 95/46/EC, is an independent European advisory body on data protection and
privacy. This Working Party prepared a special opinion document on the protection of
children's personal data entitled “General Guidelines and the special case of schools”.
This document prioritizes the protection of the best interest of the child in all situations.
The opinion discusses situations which involve a conflict between the best interest of the
child and the child’s right to privacy and his data protection rights. In any case, the
Working Party concludes, the best interest of the child should be preferred over all other
rights of the children, including privacy. Medical matters and issues related to social
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work are given as examples of such situations. However, this statement should not be
misunderstood as children have no privacy rights or that the existing data protection rules
do not apply to them. Instead, this approach should be properly interpreted as protection
of children in all situations.
Rights of children are not limited to those we have discussed so far, however, they
are the leading statements on the privacy rights of children.
Children’s data protection and privacy rights are in fact no different than those of
adults. In this vein, Seamus Carroll (2014), the chair of CAHDATA (Council of Europe,
Ad Hoc Committee on Data Protection) asserts that:
“Children, like adults, are holders of data protection rights under the Council of
Europe's Data Protection Convention ("Convention 108”). They may not, however,
depending on their age and their level of maturity and understanding, have the capacity
independently to exercise these rights. Children’s lack of capacity to exercise Convention
108 rights should not be misunderstood as an absence of such rights”.
Therefore, one should assume at least the same level of sensitivity towards the
privacy and data protection rights of children with adults, if not more. In video
surveillance research, all researchers should take extreme caution regarding the privacy
rights of children and hold the best interest of the children above all other interests at all
times.
Data protection and privacy rights of children are mentioned in the laws and legal
documents of the nations above, except for Turkey. Since Turkey does not have a data
protection law, more specific issues like data protection for children are not regulated.
However, other countries above (the UK, Spain, and Israel) have adequate legal
safeguards. In fact, data protection laws in these countries apply to people of all ages, not
only those 18 and older. However, data protection agencies provide additional guidance
for vulnerable groups, mainly for children. These regulations basically advise making
sure that the child in question gives his or her consent and understands the meaning and
consequences of his or her agreement. For example, the United Kingdom’s Information
Commissioner states,
“…children who are old enough to understand what is being asked of them should
be given the opportunity to give their own consent with regard to Data Protection issues.
... Although no guidance has been given as to how to establish that a child understands
what is being asked of them, … once a child becomes 12 years of age that he or she is
likely to be able to understand the implications of what is being asked. This is commonly
referred to as the "Gillick Principle". (Belfast Education and Library Board, 2007:2).
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Keep in Mind
To prevent:
-

Teaching good parenting practices to families to reduce violence

-

Teaching non-violent problem solving techniques to children

-

Effective supervision by parents at home and by teachers at schools to intervene
violent incidents at early stages.

-

Make laws and regulations to prevent violence against children.

-

Nation-wide campaigns against violence at home, violence at schools, violence in the
streets, violence in work place and violence in elsewhere in the community.

-

Initiate social programs that teach public no form of violence is justifiable and
violence against children is unacceptable.

How to act in cases of violence by and from children (To do list)
-

Make sure the child receives proper medical check-up and treatment if there is such a
need

-

Create a warm and private environment to facilitate the interview by helping the child
to relieve from the emotional stress and feelings of insecurity, guilt, and isolation.

-

Be an active listener

-

Let the child explain him/her-self with his/her own words

-

Try not to intervene when s/he speaks

-

Encourage the child to elaborate the incident(s)

-

Try to fully understand what happened

-

Do not blame the victim for his/her own victimization

-

Use plain words, be simple, avoid complex sentence structures and advanced
vocabulary

-

Use standardized questions to make sure that all aspects of the victimization/offending
are covered.

-

Be ready to ask for elaboration with open ended questions whenever necessary.

-

Learn about the perpetrator, victim, and the general environment that breeds violence.

-

Be ready to take protective measures for the child, seek help from relevant
professionals whenever you deem necessary (i.e., legal advice, protective custody,
psychological counselling, therapeutic treatment, etc).

-

Consider participation of the child’s family members/parents in the rehabilitation
process if it is appropriate and applicable.

-

Try to identify risk factors for present and future violence.
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-

Record everything from the first day of entry till the release from the rehabilitation
institution/program and document the progress of the child with periodical reports.

Don’t List
-

Do not forget to introduce yourself (and your team mates) to the child

-

Do not get into the subject directly

-

Do not forget that your subject is a child

-

Do not use technical language, use plain language

-

Do not use a blaming/offending language that can ostracize the child and cause
alienation and isolation

-

Avoid physical contact with the child if it is not truly necessary.

-

Do not be pushy and insistent for getting answers, respect the child’s privacy

-

Do not ask repeating questions that may lead children to feel that the answers provided
are not "right" or "desired"

-

Do not leave the child alone or unsupervised in the facility; anticipate violent
behaviour against others or self-harming behaviours (self-mutilation, suicide, etc).
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ABOUT THE SEXUAL CRIMES

The Sexual Offences Act of 1956 contains a no statutory definition of 'consent'.
Juries must be told that the word should be given its ‘ordinary meaning’, and that there is
a difference between 'consent' and 'submission'.
Lack of consent may be demonstrated by:


The complainant's assertion of force or threats;



Evidence that by reason of drink, drugs, sleep, age or mental disability that the
complainant was unaware of what was occurring and/ or incapable of giving valid
consent; or



Evidence that the complainant was deceived as to the identity of the person with
whom (s) he had intercourse.

A boy or girl under the age of 16 cannot consent in law, Consent should be carefully
considered when deciding not only what offence to charge but also, whether it is in the
public interest to prosecute. Sometimes consent is given, or appears to be given, but the
law does not treat it as effective consent.
The law does not allow a person's consent to sexual activity to have effect in the
following situations:


where the person giving consent did not understand what was happening and so could
not give informed consent, for example in the case of a child or someone suffering
from a severe mental disability;



Where the person giving consent was under the relevant age of consent.

These two situations are different. In the first, the apparent consent is not treated as
real consent because the person consenting did not understand enough to give real
consent. This is a question of fact. In the second, consent is real as a matter of fact but the
law does not allow it to count.
Where the victim has consented in fact but not in law alternative offences may be
appropriate. Examples include incest or unlawful sexual intercourse (in the case of a
female victim) or, where consensual intercourse with a male under the age of consent, the
offence of buggery1.

In order to also have a more objective view based on an international organisation
that is dedicated to understanding need and fighting inequality, it is useful to also include
1

http://www.cps.gov.uk/legal/p_to_r/rape_and_sexual_offences/consent/
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the WHO’s definition . The WHO (2012) states that: “Any sexual act, attempt to obtain a
sexual act, unwanted sexual comments or advances, or acts to traffic or otherwise
directed against a person’s sexuality using coercion, by any person regardless of their
relationship to the victim, in any setting, including but not limited to home and work” is a
sexual crime and consequently, it is important to see the overall definition regarding the
means of coercion also, as this can also be an indirect way of bullying. Other sexual
offences listed among them are: varying degrees of force; psychological intimidation;
blackmail; or threats (of physical harm or of not obtaining a job/grade etc.) WHO (2012)

There are numerous reports from the WHO that are willing to define the means
and explanation of the sexual abuse, many of which are focused on the abuse against
women and children as the most vulnerable sections of the population who are a result
need more attention from governments and world organisations2.

As we can appreciate, there are several definitions in different countries and
organisations, but those that are commonly agreed on by all are the following:
 Non consent
 Direct abuse
 Indirect abuse
 The age of consent
The age of consent tends to raise a lot of arguments in developing countries, girls
and especially teenagers are increasingly at risk of sexual abuse and of catching sexually
transmitted diseases due to some cultural traditions that would seemingly “normalise”
sexual abuse, child brides or even authority figures having taken advantage of their
positions in order to have relationships without either protection or consent. Dorothy
Shaw (2009).

The most common sexual crimes that children commit and are exposed to

Key Statistics about Sexual Violence in England and Wales. These figures
come from “An Overview of Sexual Offending in England and Wales”, the first ever
joint official statistics bulletin on sexual violence released by the Ministry of Justice
(MoJ), Office for National Statistics (ONS) and Home Office in January 2013 taken
from the Rape Crisis website: http://rapecrisis.org.uk/statistics.php

2

Demographic and Health Surveys (4), CDC Reproductive Health Surveys (5), and the WHO multi-country study on
women’s health and domestic violence against women (3)
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It is important to note that official statistics collected by the Crime Survey for England
and Wales (2013) focused on the most recent experience of adults as a victim of sexual
offence in the previous 12 months ( and so for example, do not include sexual offences
experienced by children or those aged 60 or over)
In that bulletin, sexual offences have been defined in two main groups:
“Most serious sexual offences”, covering all rape, attempted rape and sexual
assault offences; and “Other sexual offences”, which includes sexual activity with
minor (excluding rape and sexual assaults), exposure, voyeurism etc. Ministry of
Justice (2013)

For an overview of offences and victimisation through to police recording of
crimes in England and Wales, statistics show that between 2009 and 2012, a total of
473,000 adults have been victims of sexual abuse (404,000 females and 72,000 males)
on average per year, 2.5% of these victims are female and 0.4% are male, (see table 1)
(NSPCC, 2013). The big picture exposes the range from rape and sexual assaults to
indecent exposures and unwanted touching. The average number females reported as
victims of serious offences (i.e. penetration) was 85,000 per year, an average of 0.5 of the
total female population. Furthermore, nearly 90% of victims who report any kind of
abuse previously knew the perpetrator.
In the UK, and according with the rates of the bulletin “An Overview of Sexual
Offending in England and Wales” (January 2013), we can conclude that the most
common sexual crimes reported from the rates of 2011/12 are “rape” (16,000 offences)
and “sexual assault” (22,100 offences), totalling 71% of sexual offences. It is also
important to note that most crimes that are being reported are the more serious sexual
offenders, whereas those crimes regarded as being “less serious”(e.g. “exposure or
voyeurism” accounting for 7,000 crimes and “sexual activity with minors” accounting
for 5,800crimes) aren’t being reported by the victims, largely because these crimes are
deemed to be “embarrassing”, or the victims “didn’t think the police could do much to
help”, or even that the incident is “too trivial or not worth reporting “, or is a
“private/family matter and not police business.”

Table 1.

Prevalence of being a victim of a sexual offence in the last 12 months among adults aged
16 to 59, average of 2009/10, 2010/11 and 2011/12 CSEW
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Persons aged 16 to 59
Percentage who were victims
England and Wales

once or more

Offence

Any

sexual

offence

serious

Females All

0.4

2.5

1.5

0.1

0.5

0.3

0.1

0.4

0.2

0.0

0.2

0.1

0.1

0.4

0.2

0.0

0.3

0.2

0.0

0.1

0.1

0.4

2.3

1.3

20,692

24,203

(including

attempts)(1)

Most

Males

sexual

offences

(including attempts)
Rape (including attempts)
Assault by penetration (including
attempts)

Most

serious

sexual

offences

(excluding attempts)
Rape (excluding attempts)

45

Assault by penetration (excluding
attempts)

Other sexual offences

Unweighted base(2)

44,895

(1) Subcategory figures will not add up to the figures above them because respondents may
have been victims of separate incidents of different types of sexual offence.

(2) The bases given are for any sexual offence, the bases for the other measures presented will
be similar.
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From: Ministry of Justice, Home office & The Office for National Statistics (2013) (p,
12)

websites

at

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/214970/se
xual-offending-overview-jan-2013.pdf

Alongside, it is also important to note the following statistics:

•

In England and Wales, 30% of all prosecutions for sexual crimes were aimed at
individuals under the age of 21. (Vizard et al, 1995)

•

In the United States, adolescents (aged between 13 and 17 years) are responsible
for nearly 20% of all rapes and 50% of all cases of sexual crimes committed each
year. (Barbaree, et al. 1990).

•

In a third of all cases confirmed as sexual abuse committed both in the Republic of
Ireland and Northern Ireland, the perpetrator was an adolescent. (McKeown &
Gilligan, 1990; Kennedy et al. 1990)

Facts and Statistics on sexual abuse of children in the UK:
 1 in 20 children in the UK have been sexually abused3
 1 in 3 children sexually abused by an adult did not tell anyone4
 Over 90% of sexually abused children were abused by somebody they knew5
 Over 2,800 children were identified as needing protection from sexual abuse last
year6
 14% of contacts to NSPCC’s helpline last year were concerns about sexual abuse7
 The NSPCC’s helpline responded to over 8,800 contacts about sexual abuse last
year8
 There were over 11,000 counselling sessions with children and young people who
talked to ChildLine last year about sexual abuse – this is an increase of 8% on
2013/149

3

Radford, L. et al (2011) Child abuse and neglect in the UK today.
Ibis
5
Ibis
4

6

NSPCC (2015) Child protection register statistics
NSPCC (2015) How safe are our children? 2015 Indicator 8
8
ibis
9
NSPCC (2015) "Always there when I need you": ChildLine review: what's affected children in April 2014 March 2015.
7
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 There were over 3,000 counselling sessions with young people who talked to
ChildLine last year about online sexual abuse – this is an 11% increase on
2013/14.10
 Over 36,000 sexual offences against children were recorded in the UK last year11
 Child sexual abuse costs the UK £3.2bn a year12
 Nearly 30,000 registered offenders have been convicted of offences against
children.13
 Over a third of sexual offences recorded by the police are against children14

Alongside an overall view of sexual abuse in the UK taken from official reports and
research on the national situation, we also wanted to add broader, more worldwide
perspective to this report. In order to do so we have looked to research from a number
of publications, including the studies of Marije Stoltenborgh, where she states that: It
should not hurt to be a child: prevalence of child maltreatment across the globe”
Leiden University. Repository (2012). Stoltenborgh carried out a meta-analysis study
on childhood sexual abuse (CSA) reported from 1980 to 2008 using217 publications,
331 independent samples and a total of 9,911,748 participants. This study showed
that:
The overall estimated CSA prevalence was 127/1000 in self-report studies and 4/1000
in informant studies. Self-reported CSA was more common among female (180/1000)
than among male participants (76/1000). Lowest rates for both girls (113/1000) and
boys (41/1000) were found in Asia, and highest rates were found for girls in Australia
(215/1000) and for boys in Africa (193/1000). The results of our meta-analysis
confirm that CSA is a global problem of considerable extent, but also show that
methodological issues drastically influence the self-reported prevalence of CSA.
(Stoltenborgh, 2012, p.12)

This meta-analysis uses a large amount of data and in doing so helps to identify the set of
studies with optimal design features for comparison across time and cultures.
(Stoltenborgh, 2012, p.16) In the Stoltenborgh report, they conduct a broad comparison
between self reported cases and police reports around the world, and in doing so attempt
at gathering a true meaning of what CSA really is and what should be known on the
10

ibis
NSPCC (2015) How safe are our children? 2015 Indicator 4
12
Saied-Tessier, A. (2014) Estimating the costs of child sexual abuse in the UK.
13
NSPCC (2012) FOI request
14
Office for National Statistics (2014) Appendix table A4 in Crime in England and Wales, Year Ending
March 2014 (xls)
11
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subject. One of the conclusions that we can see in this investigation, is that the self
reporting of abuse rate is bigger than police or other official reports provided. It’s also
significant to think about victims deciding not to report what has happened to them as a
way of not acknowledging the harm that has been inflicted upon them.

By not

externalising the reality of what has happened to them, the victims do not need to relive
the experience or worse still, have any sort of contact with their abuser which could lead
to a second victimisation, if the victim does not receive the adequate support. This is one
of the biggest challenges facing those who work with victims, in ensuring that the right
level of support is widely available, particularly when dealing with children, a child
cannot always be aware or understand what is wrong and the extent of what they may
have been exposed to or the harm inflicted upon them.
On the other hand, for a more formal definition of Child Sexual Abuse, we can consult
the following four definitions from: “Specific Form of Maltreatment” (Stoltenborgh,
2012, p.54)
 Penile Intrusion
 Intrusion by Finger or Any Object
 Molestation with Genital Contact
 Other or Unknown Sexual Abuse

In the Appendix, they provide a lengthy definition that supports all the studies mentioned
and also serves as the bedrock of this module where we have considered the various
definitions during the research process.
SEXUAL CRIMES AND CHILDREN AS VICTIMS AND OFFENDERS
Psychology of sex offender and victimized children

All children are different and behave in different ways, but you may have noticed
that something has changed. Children can show signs of sexualised behaviour from preschool age right up to their teenage years. Many are normal and healthy, but some signs
may give cause for alarm. Children with learning disabilities may vary in their
development and parents and/or carers may need expert advice if there are any concerns.

As a general rule:
 Pre-school children (up to five years) should not be talking about sexual acts or
using sexually explicit language, having physical sexual contact with other
children or showing adult-like sexual behaviour or knowledge.
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 School-age children (six to 12 years) should not be masturbating in public or
showing adult-like sexual behaviour or knowledge.
 Adolescents (13 to 16 years old) should not be masturbating in public nor having
sexual contact with much younger children or older adults.
At any age, certain changes in behaviour can indicate that there’s a problem, such as:
•

having nightmares or sleeping problems

•

becoming withdrawn or very clingy

•

changes in their personality; they might seem insecure

•

outbursts of anger

•

using toys or other objects in a sexual way

•

sudden changes in their eating habits

•

showing an inexplicable fear of particular places or people

•

going back to younger behaviours, such as thumb sucking or bedwetting

•

Becoming secretive and reluctant to share things with you.

In isolation, setbacks like this might seem like part of a child’s normal development.
But if a child is behaving in more than one of these ways, it may be a sign that
something is wrong and the appropriate help should be sought out.

How can you identify an abuser?
Unfortunately, abusers look like any other person and may be either male or
female. They are often someone who is close to the child and their family, a parent or
parent’s partner, a friend or relative, or a trusted person such as a babysitter or club
leader. Knowing the difference between a close relationship and an inappropriate one can
be difficult, particularly if they have gained the trust of the family.
In many sexual abuse cases, there are certain risk factors that could be linked to the
development of sexually abuse behaviour in some vulnerable young children. For
instance:
 Prior Traumatisation. This may be sexual abuse or another traumatic event.
 Lack of Intimacy. The child may not have a wide social support network. They
may have poor social skills resulting in poor relationships.
 Impulsiveness. These children may have particular difficulty with selfmanagement relying on external controls.
www.eurehabchildren.com
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 Lack of Accountability. These children may have a general tendency to deny
responsibility for their actions and are less likely to consider other feelings.
 Over sexualised Home Environment. Child exposed to adult sexuality via
inappropriate TV/Video viewing or adult behaviour.
 Sexually Repressive Environment. Normal sexuality denied or viewed negatively.
 Sexualised models of compensation. Children who look to sexualised behaviour
as a “solution” to their problems, are often found to be those who lack an adult
they can confide in, or who have experienced:
o Parental loss
o Unempathic parenting
o Inconsistent care in early infant care giver relationships (Ryan, 1999)15

Sexual abusers may build a relationship with an individual family member over a
period of time in order to build their trust and be allowed to be close to the children.
Some signs to look out for include:
•

refuses to allow your child sufficient privacy or to make their own decisions on
personal matters

•

displays physical affection such as kissing, hugging or wrestling even when the
child clearly does not want it

•

takes too much interest in the sexual development of your child or teenager

•

wants time alone with your child with no interruptions

•

wants to spend most of their spare time with your child or has little interest in
spending time with people their own age

•

regularly offers to babysit the children for free or take children on overnight
outings alone

•

buys your children expensive gifts or gives them money for no apparent reason

•

frequently walks in on your children or teenagers in the bathroom

•

Treats a particular child as a favourite, making them feel ‘special’.16

Psychological effects of sexual abuse
A study carried out by the American Public Health Association entitled: “Child
sexual abuse and subsequent psychopathology: results from the National Co-morbidity
15

Understanding & Managing Sexualised Behaviour in Children & Adolescents
Ibis

16
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Survey”, examined the relationship between child sexual abuse (CSA) and subsequent
onset of psychiatric disorders, accounting for other childhood adversities, CSA type, and
chronicity of the abuse.

METHODS: Retrospective reports of CSA, other adversities, and psychiatric
disorders were obtained by the National Co-morbidity Survey, a nationally representative
survey of the United States (n = 5877). Reports were analysed by multivariate methods.
RESULTS: CSA was reported by 13.5% of women and 2.5% of men. When other
childhood adversities were controlled for, significant associations were found between
CSA and subsequent onset of 14 mood, anxiety, and substance use disorders among
women and 5 among men. In a subsample of respondents reporting no other adversities,
odds of depression and substance problems associated with CSA were higher. Among
women, rape (vs. molestation), knowing the perpetrator (vs. strangers), and chronicity of
CSA (vs. isolated incidents) were associated with higher odds of some disorders.

CONCLUSIONS: CSA usually occurs as part of a larger syndrome of childhood
adversities. Nonetheless, CSA, whether alone or in a larger adversity cluster, is associated
with substantial increased risk of subsequent psychopathology.17

Consequences as a result of CSA are very broad and diverse, mainly for the victims
who have to live with the situation and with the trauma. That trauma could be increased if
they are not offered the right treatment. There are many examples of children who have
been abused and years later they go on to become sexual offenders, although it must be
said that one does not imply the other. What it does mean is that the core treatment needs
to be carried out following the incident or after the abuse is detected. In some cases, it
might not be necessary to have treatment and with the natural growth and development as
well as education and stability, the trauma could pass.

The explanation for the range of issues that can arise as a result of abuse is a broad
and complex one and there are many variables that need to be taken into consideration.
Consequences of abuse vary from effects on health, to developing learning disabilities,
social, emotional and behavioural difficulties as well as problems making relationships,
engagement or development of fears and anxieties. It can also be a trigger for mental
health problems such as: Schizophrenia, Language Disorders, Communication Disorders,
DHA, Movement Disorder and Traumatic Stress Disorder amongst others
17

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1446666/
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Social interactions between violent children/children exposed to violent crimes and others
“It’s true that various social systems (home, school, community, peer relations) can
contribute to the serious anti-social behaviour of children and young people. Although
evidence about the needs and behaviours of young people who sexually abuse or are
victims of abuse, cannot be formulated into a neat and precise pattern, some typical
observations include:

•

Young people have frequently experienced sexual, physical or emotional abuse18

•

A significant proportion show poor social competence and high impulsivity19

•

A significant proportion of young people have educational difficulties or learning
disabilities20

•

Young people are often coping with disrupted and neglecting family backgrounds21

Sometimes there aren’t any defining differences in the backgrounds of young people
who commit sexual abuse and other young offenders. There could feasibly be a number
of common characteristics between sexual abusers and young people involved in other
kind of crimes22.

We cannot try to produce typologies for the young people, because it is not practical
and also doesn’t produce reliable results23. It’s extremely difficult to and also not
professional to generalise. If we do this, we can easily make mistakes when trying to
produce reliable information concerning primary risks in the population. This is the main
reason why current approaches towards assessment and treatment are more focused on
the “…individual needs at the point of the behaviour coming to official attention.”
(Veneziano and Veneziano, 2002)

The needs of young people who sexually abuse are complex and often ongoing. Young
people have typically suffered abuse, which can have important mental health
consequences and may affect the impact of future intervention for their sexually abusive
18

Burton et al, 2002; Kenny et al, 2001; Dent and Jowitt, 2003
Righthand and Welch, 2001; Rutter et al, 1998; Righthand et al, 2005
20
Manocha and Mezey, 1998; Hickey et al, 2006; Timms and Goreczny, 2002
21
Veneziano and Veneziano, 2002
22
Rutter et al, 1998; Hickey et al, 2006; van Wijk et al, 2005; Seto and Lalumiere, 2006
23
Veneziano and Veneziano, 2002
19
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behaviour. They show poor social skills and a tendency to impulsiveness, and are coping
with disrupted and neglecting family backgrounds. While there are a significant
proportion of young people who have learning disabilities, these needs are often shared
with the wider population of young people who offend. Where appropriate, their nonsexual offending needs should be fully recognised and addressed.

As such, assessment has been interpreted as a cyclical and systematic process. The
studies of assessment have revealed promising approaches that help to advance
knowledge about effective practice. The development and implementation of a common
assessment model and framework – the AIM Model – has indicated that there is potential
to draw usefully on the contributions of agencies, families and young people.24

Although again not a generalization, research has found that juveniles who sexually
offend against peers or adults generally display higher levels of aggression and violence
when they commit their sexual crimes than those who offend against children. Young
people who sexually offend against peers or adults are also more likely to use weapons
and to cause injuries to their victims than those who sexually assault children.

Otherwise, the violence is another part of the behaviour that is presented in the huge
range of behaviours in the sexual offenders. “Within the overall population of juveniles
who sexually assault children, there are certain youths who display high levels of
aggression and violence. Generally, these are youths who display more severe personality
and/or psychosexual disturbance (e.g. psychopathy; sexual sadism, etc.). Juveniles who
sexually offend against children have often been characterized as suffering from deficits
in self-esteem and social competency.” (John A. Hunter, Ph.D., 1999, p.3)

Depression is a big factor linked to this behaviour, mainly associated with young
people who have been victims of abuse, as are difficulties to maintain good relationships
with peers or feel empathy or awareness for the needs of others.25

When searching for a reliable and relevant guide to detect needs and use as a guide for
behaviour, we have followed Professor Kieran McGrath’s guide entitled: “Understanding
& Managing Sexualized Behaviour in Children & Adolescents” (Kieran McGrath,
2010).In this guide, he follows a particular framework to detect signs that a child might
24

Youth Justice Board (2008) Author: Roger Grimshaw “Young People who sexually abuse”
Hunter, J.A PHD “Understanding juvenile sex offenders: research findings and guidelines for effective
treatment and treatment.” Institute of Law, Psychiatry and Public Policy, University of Virginia (1999)
25
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have been abused using a flag system of Yellow, Red and Black classifications
(developed by Ryan and Lane, 1997). By making a distinction between different age
groups 0-12 years and 13-18 years26, this guide aims to detect types of behaviour that can
then be compared with more conventional patterns of behaviour, such as sexual
experimentation at certain ages. These markers can help parents as well as professionals
to better understand what to look out for and be aware of.

Signs of violent victimization, characteristics of violent children/child victims of violent
crime

As we have mentioned before, young people exposed to sexual or violent
victimization are at risk of developing serious behavioural difficulties, similar to those
caused by any sort of traumatic incident.

Symptoms could be similar to those

experienced by someone with Posttraumatic Stress Disorder (PTSD) according to DSM-5
American Psychiatric Association (APA) (2013) and may include “nightmares,
flashbacks, sleep disturbance, mood disorders, suicidal ideation, avoidance and hyper
arousal in response to trauma related stimuli.” (C. L. Leon, 2015)

Alongside these, another symptom could also be: hyper-arousal, where the person
in question is in a constant state of alert which could consequently cause them to have
behaviour alterations resulting in aggressive and self-destructive behaviour, sleep
disturbance etc27

When considering this type of behaviour, it is important to take into account the
factors that can increase the risk of violent behaviour, which are can in themselves be
quite complex or a combination of previous aggressive or violent behaviours, such as
having already been a victim of physical or sexual abuse, or having been exposed to
violence in the community or home, or a victim in of bullying, through social media or
even a combination of a stressful family environment (such as poverty, severe
deprivation, marital breakup, single parenting, unemployment, loss of support from
extended family), brain damage…28

26

Kieran McGrath, Understanding & Managing Sexualised Behaviour in Children & Adolescents (2010)
Catherine L. Leon with Contribution from C.J Hunter, M.A. “DSM-5 Category: Trauma and StressorRelated Disorders” Theravive, (2015)
28
American Academy of Child & Adolescent Psychiatry.( December 2015n.55 ) From
https://www.aacap.org/AACAP/Families_and_Youth/Facts_for_Families/FFF-Guide/UnderstandingViolent-Behavior-In-Children-and-Adolescents-055.aspx
27

www.eurehabchildren.com

54

In addition, most people generally don’t link violent behaviour with the origin of
the problem, for example, sometimes, hyper-arousal could be related to previous
experiences trauma, and the violence and aggressiveness that is expressed could be
masking a depressed state or other emotional disorder. In these instances, when these
connections are not made, the focus is placed on the behaviour itself rather than on the
trauma and causes of the behaviour.

There are a number of warning signs that could be

considered when assessing children for signs of sexual abuse including: intense anger,
frequent loss of temper or blow-ups, extreme irritability, impulsiveness, becoming
frustrated. Parents and teachers should be careful not to minimize these behaviours in
children as they could well be a means of communicating a deeper issue.

If we were to look at societies where people live in ghettos or neighbourhoods
surrounded by violence, it would not be unusual to find children growing up in aggressive
environments. One of the reasons mentioned previously, is the environment as a major
risk factor. As such, it is of vital importance to be aware of the risk factors so that they do
not go unnoticed and can lead to greater problems in the future. The biggest concern is
that a victim can fall under the radar and go on to become an offender or live with
untreated trauma.

In addition, according to research by the American Academy of Child and Adolescent
Psychiatry (AACAP 2015) the following strategies can lessen or prevent violent
behaviour:

•

Prevention of child abuse (use of programs such as parent training, family support
programs, etc.)

•

Sex education and parenting programs for adolescents

•

Early identification and intervention programs for violent youngsters

•

Monitoring child's viewing of violence during their screen time including the
Internet, tablets, smart phones, TV, videos, and movies.29

Possible health issues related with the child exposed to a sexual crime. Precautions

29

https://www.aacap.org/AACAP/Families_and_Youth/Facts_for_Families/FFF-Guide/UnderstandingViolent-Behavior-In-Children-and-Adolescents-055.aspx
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Sexual abuse affects victims not only psychologically, but also physically, depending
on the level of violence of the abuse, the age and other characteristics pertaining to the
child or young person assaulted. Both of these effects, the physical and psychological can
have serious and long term implications for the victims, particularly if the abuse has taken
place over a prolonged period of time. Some physical effects might only last a short time,
as the physical damage might disappear from the skin or body quickly, but other effects
might stay for a long time, or even forever. The National Society for the Protection
against Cruelty to Children (NSPCC) website provides a short but important list about
some health consequences such as:
 anal or vaginal soreness
 an unusual discharge
 sexually transmitted infection (STI)
 pregnancy30

Sexual abuse can also have physical consequences for children, from sexually
transmitted diseases to pregnancy. (Whitehead. 2010)31
Unusual behaviour that a parent or carer might notice in their child if they are being
abuse:
 withdrawn
 suddenly behaves differently
 anxious
 clingy
 depressed
 aggressive
 problems sleeping
 eating disorders
 wets the bed
 soils clothes
 takes risks
 misses school
 changes in eating habits
30

https://www.nspcc.org.uk/preventing-abuse/child-abuse-and-neglect/child-sexual-abuse/signssymptoms-effects
31
Whitehead, J. (2010) Back to basics: sexual abuse. Protecting Children Update, 71: 8-9.
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 obsessive behaviour
 nightmares
 drugs
 alcohol
 self-harm
 thoughts about suicide32

Sexual abuse can ruin childhood, and the impact can last a lifetime. Although we
should remember that every child and situation is different.

Children who are

sexually abused experience a range of short and long term symptoms. Research often
focuses on physical signs and symptoms but it’s often the emotional and
psychological effects that cause more harm in the long term.

If we want analyze the effects in childhood as the population with lack of
emotional resources and who can be manipulated by adults, this cause that they
believe that the abuse is their fault, or as Alexander (2011) calls “chronic neurologic
disease” that can be prolonged by years and years.33

Being sexually abused as a child, especially when that abuse is not discovered,
can lead to confused ideas about relationships and sexual behaviour.

Up to 40% of victims of sexual abuse exhibit no long-term negative consequences
of their experience (Finkelhor and Berliner, 1995).

Other long term consequences that adults who were abused as children might
experience include : emotional difficulties such as anger, anxiety, sadness or low selfesteem; mental health problems such as depression, eating disorders34, post-traumatic
stress disorder (PTSD), self harm suicidal thoughts; problems with drugs or alcohol;
disturbing thoughts , emotions and memories that causes distress or confusion; poor
physical health such as obesity, aches and pains; struggling with parenting or
relationships; worrying that their abuser is still a threat to themselves or others;

32

https://www.nspcc.org.uk/preventing-abuse/child-abuse-and-neglect/child-sexual-abuse/signssymptoms-effects/
33
https://www.nspcc.org.uk/globalassets/documents/information-service/research-briefing-child-sexualabuse.pdf
34
https://www.nspcc.org.uk/preventing-abuse/child-abuse-and-neglect/child-sexual-abuse/signssymptoms-effects/
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learning difficulties, lower educational attainment, difficulties in communication;
antisocial behaviour. NSPCC (2016)

APPROACHING THE VICTIM/OFFENDER

One of the biggest problem that governments currently have in terms of violent
and sexual crimes, is how best to define and deal with them. In this report, as previously
mentioned, one of the most important treatments or interventions that can be carried out
with regards to violent and sexual crimes is the education and prevention of them within
society. In a society where violence is normalized and conflicts are resolved through
violence, we have to take into account that children, who grow up in violent
environments, have a greater tendency to act violently as a result.

The following research is based on ways to deal with the crimes once they have
taken place.

The UK Government has a National Offender Management Service (NOMS) that
offers accredited offending behaviour management programmes to offenders in order to
reduce re-offending.

In order to create a guide of approaches that can help to us to see an overall view
of some programmes that are running around UK that are working with offender of
victim programs. In that list we can see a big range of approaches, some are quite
different from one another, but all have a common aim: to get the offender to be aware
and understand the harm they have caused35.

For a detailed list please go to:

https://www.justice.gov.uk/offenders/before-after-release/obp

Two examples of specialised programmes for sexual offenders (SOPT) are:
•

Sex Offender Treatment Programmes (SOTP) - A range of programmes are
available for sexual offenders, providing a menu which are offered according to the
level of risk and need of the offender.

•

Internet Sex Offender Treatment programme (i-SOPT) – Is used for internetrelated sexual offenders. One third of the total of the offending are committed in
Internet. D. Middleton, R. Mandeville-Norden & E. Hayes (2009)

35

https://www.justice.gov.uk/offenders/before-after-release/obp
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Multisystemic Treatment of Adolescents Sexual Offenders. Bourduin, Henggeler,
Blake, Stein (1990) developed a comparative study on the effectiveness of multisystemic
therapy (MST). In this programs the first aim is to reduce denial and increase
accountability; increase empathy for the victim; provide insight into precipitating events;
address the adolescent’s own victimization, if appropriate; provide sex education; use
conditions procedures to alter deviant arousal patterns; modify cognitive distortions,
mentioned by Davis and Leitenberg, 1987. This approach can be considered one of the
most respected ways to deal the treatment of sexual offenders. We can see more examples
in the Unites States where this approach was developed. ABSOP program in Alabama
is an assessment and treatment program designed to work from a responsive
psychological service for juvenile justice-involved adolescents. The young people are
supported to develop themselves with principles of community safety, holism, and
empiricism through individual, group and alternative therapy. The project is run between
the Alabama Youth Service Department and Auburn University Department of
Psychology36.

Restorative Justice, this program is a new approach that is in the first steps of the
process of developing, although many countries have been developing this methodology
for the past 20 years37. There are a lot of examples of this practice around the world, the
main aim, is to involve victims and offenders in one process where victims have the
opportunity to meet or communicate with offenders and tell them of the impact the crime
has had on them and to find a way to repair the harm done. On the other hand, it also
gives offenders the opportunity to listen and understand the victim’s point of view and
see the crime in a different way. The meetings or “conferences” should be transformative
and help in the development of empathy. They can only take place if the offender admits
fault, and the victim is not obliged to attend. The conference has to be led by a facilitator
who supports and prepares the people taking part in the process38.

When a victim suffers from Post Traumatic Stress Disorder as a result of sexual
abuse or violent crime, there are some psychological therapeutic treatments that they can
access, such as Cognitive Behaviour Therapy (CBT), psychotherapy, or Eye Movement
Desensitization and Reprocessing (EMDR).,as well as the pharmacological interventions
that can help the intervention Leon & Hunter (2015). Alongside these kind of therapies
there are other approaches such as Mindfulness or other Therapies called Third36

http://dys.alabama.gov/absop.html
http://restorativejustice.org/
38
https://www.restorativejustice.org.uk/criminal-justice
37
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Generation Therapies, in that group: Acceptance and Commitment Therapy (ACT) ;
Functional Analytic Psychotherapy (FAP); Dialectical Behaviour Therapy (DBT) or
Mindfulness-Based Cognitive Therapy (MBCT) Hayes, S.C., Follette, V.M. y Linehan,
M.M. (2004). As we have commented before, when working with the victims, there are
many factors to take into consideration, including when the abuse was committed, the age
of the victim, their personality, their resilience and the support that each individual can
have and what their environment is like. All of these factors will undoubtedly have an
effect on the type of intervention or treatment that is offered to them.

Currently in Youth Justice the Restorative Justice approach is being used with great
success and high levels of satisfaction from both victims and offenders. As such, now is
the time to take full advantage of this success and try to deliver key treatments and
interventions. This approach is not just about working with offenders once they have
committed a crime and are going through court. It is also an attempt at social
cohabitation, starting in communities and schools as a way to better understand conflicts
and deal with problems from the outset. The difficulty in this approach is that some
sectors in society think it is not a tough enough approach, particularly for more serious
crimes, so governments need to be aware of the benefits of Restorative Justice in all
respects.

It is a fact that Restorative Justice is now an example of a new paradigm in the
governments around the world and that this approach can save governments money as
well as benefit society as a whole. Its outlook is more focused on restoration and
reintegration rather than punishment. Diagrama Foundation is currently part of an EU
Project entitled REVIJ, leading by Fundacion Diagrama Spain, and with the collaboration
of International Juvenile Justice Observatory (IJJO), Istituto Calabria (Italy),
Universidade Catolica Portuguesa Do Porto (Portugal) or Association Diagrama (France).
In this project, the main aim is to find best practice and recommendations on Restorative
Youth Justice in Europe.

Diagrama Foundation Psychosocial Intervention has worked with both victims
and offenders in their centres for many years, and the approach that is always taken with
both parties is a multi-systemic one. Our aim therefore, is to combine both interventions
with external professionals specialised in working with young people with sexual
behavioural issues with our daily work with victims of sexual abuse.
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It is also important to note that the work that is carried out daily takes into
consideration the individual needs and characteristics of each case and the young people
that it concerns. Regarding clinical intervention, not all victims of sexual crimes require
psychological intervention. In some cases, this type of therapy can lead to a second
trauma or revictimisation39. This type of treatment is recommended for children who
present deep psychopathological symptoms, such as: anxiety, depression, nightmares or
sexual disorders or because of an inability to adapt to everyday life. There are a number
of protective factors such as: family support, social relationships or the resuming of their
daily life influence which can have positive outcomes for victims of sexual crimes
without the need for medical intervention. In cases where psychological intervention is
necessary, it is important to clarify exactly when to do so. Adapting the lines of work
dependant on the age and the characteristics of the child is essential. A critical aim of the
intervention is the work with families, as a psychosocial and judicial approach needs to
be focused on the psychological intervention. It is essential to treat this difficult situation
and everything that is related with the revelation to guarantee the protection of the young
victim. To teach parents to have a positive attitude in front of the revelation of abuse, as
well as to establish strategic risk management.

Most common mistakes in approaching offender and victim children of violent crimes
Victims
It is important to note that not all victims of sexual crimes require professional
medical intervention. This can sometimes be the wrong approach that could result in
further trauma, or a second victimization, and it is important to know in which cases it is
advisable to carry out interventions with the family instead. Above all, the child must be
safeguarded so that we can ensure they are safe and a protection strategy is defined and
put into action.

One of the most common consequences for victims of sexual abuse when they are
not dealt with in the right way through the Criminal Justice System, and other services is
revictimisation. . Garcia-Pablos (1988) defines Secondary Victimization, Gutierrez et al.
(2009) quotes (Kreuter, 2006; Soria 1998; Landrive, 1998) as the psychological, social,
juridical and economical negative consequences on the victim through the Criminal
Justice System, includes frustration and expectations about the reality of the system.
There is also a lack of understanding about the intense suffering, both physical and

39

Enrique Echeburua y Cristina Guerricaechevarría Universidad del País Vasco; Ciberas (España)
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psychological that these crimes can provoke, especially if the victim is left without the
adequate support or trust in the system.

Sometimes the victims are exposed to a confusing process, involving a lot of
statements, trials, reports, etc. The confusion level about the repetition of statements, the
slow process or the lack of clarity in the procedure, can have a negative psychological
impact on both the child and the family. It is very important to try to be very clear from
the outset, for example in terms of how the practitioner reacts in front of the family when
faced with a revelation of sexual abuse. The child and the family must feel supported at
all times and that they can trust the practitioner from the outset40.

Otherwise it might be necessary to separate the child from the family, if a
safeguarding issue arises. This is not advised as a first response, as the child might feel
abandoned which could increase their anxiety. It could also reinforce feelings of guilt or
stigmatization in the child or even worse, make them feel that they are to blame rather
than the victim.41

Alongside the errors made in these sorts of cases, there are also a number of myths
that exists with regards to these types of crimes such as: “Perpetrators of sexual crimes
are all people with mental illnesses, crazy, strange, and weird and they aren’t aware of
their acts” However in reality, and based on research carried out about perpetrators,
mental health issues amongst this group of people is the same as in the population at
large. Another myth is that “Victims do not usually know who their perpetrators are.”
This is also untrue as two thirds of perpetrators are known by their victims
Other myths related to victims of sexual crime include: “Sexual Crimes are always
against women” In truth, sexual crimes are also committed against children and to a
lesser degree against men. Another is that: “Once you have been a victim of sexual
assault, you can never lead a normal life or have normal relationships”. With the right
intervention and support, a victim could recover and lead a normal and fulfilling life.42

Offenders

40

Gutierrez, C., Coronel, E. & Perez, A. Theoretical Review of the concept of secondary victimization.
Universidad Cooperativa de Colombia (2009)
41
Translated from the Spanish: Tratamiento Psicológico de las víctimas de abuso sexual infantil
intrafamiliar: un enfoque integrador(Enrique Echeburua y Cristina Guerrica Echevarria)
42
http://www.violacion.org/falsas/default.html#1
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When dealing with offenders, the view most commonly taken is that they should be
punished for the crime committed rather than treated for the causes behind their
behaviours. Many people tend to think that sexual offenders are most likely to reoffend,
however, after they have been caught; only a small minority of them will go on to commit
another sexual assault.43

This being the case, it is all the more important to raise awareness on the need to
report instances of sexual abuse. Another myth surrounding sexual abuse is that: “People
who are victims of sexual assault when they were children, will become offenders when
they are adults” However in reality, the percentage of sexual offenders who were abused
as victims is the same as those who were not.

One of the most difficult aspects for perpetrators of sexual abuse is how they are
reintegrated into society and whether society is able to accept them once again.

Preventing violence among and against children

Professor Kieran McGrath (October 2010) carried out an analysis on the
behaviour of each child, which could serve as a guide for parents to prevent crime.
“Observation,

Exploration,

Education,

management” McGrath (2010).

Limit

Setting,

Redirecting,

Behaviour

By trying to prevent something from taking place as

opposed to reacting after the event has happened, doesn’t mean that the parent or
professional needs to be on a constant alert and in fear about their children. Children are
impressionable, they can be targets for some offenders, but there are ways to support
children to have better relationships and be aware themselves so as to avoid certain
situations from arising.

In addition, we can also take into consideration the work that is carried out in
Residential Settings, where there are large numbers of children living together and in
addition to certain emotional needs; many suffer from specific mental, emotional and
behavioural disorders. These include: involving all staff in the process, delivering training
and meetings where everyone is put up to date on all relevant issues, having a Unit
Culture, Policies and Procedures, Reporting Forms , desexualising the environment and
above all ensuring that there is a lot of supervision from managers or those in charge.
More in McGrath (2010)
43

http://nationalrsol.org/resources/ten-myths-about-sex-offenders/
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Neglect is the most common maltreatment of children that has been reported in
studies by Stoltenborgh (2012), on Child Sexual Abuse. Which means that it is as
important to consider the consequences of neglect as much as those of abuse, as the
delays in cognitive and emotional development, substance abuse, diminished economic
well-being, risk sexual behaviour, post traumatic stress disorder and the likelihood of
contact with social services can all increase dramatically. (Stoltenborgh, 2012)

Prevention for Victims
Echeburua & Guerrica Echevarria (2011) write that when working with child
victims of sexual abuse, it is important to name what has happened. Children need to
know what it is that has happened to them in an appropriate way for their age. The child
must be aware that this was forced upon them and they must feel emotionally supported
at all times so that they do not feel guilt or that there might be further reprisals following
the revelation. They must be assured that the offender was wholly responsible for the
abuse.

In order to help prevent abuse from happening again, it is essential that the child
understands the differences between normal signs of affection and inappropriate sexual
behaviour, so that they are able to identify them should they need to in the future e.g. not
to be alone with an adult in a bedroom or the bathroom, not to expose themselves or be
exposed to sexualized pictures or behaviour).

Resilience is another key factor in prevention and protection of children. Noemi
Pereda (2011) stated that “To grow up in a context of abuse and mistreatment is an
important risk factor to develop multiple adverse consequences, but some children are
able to get over that experience and become capable adults, sane, healthy and integrated.
Resilience explains this reality but it is necessary to know its variables and, specially,
how we can help to develop it. Support before revelation of abuse and specialized and
appropriate attention to the needs of the victims are two variables that we, as
professionals, must take into account in such interventions”. From her abstract
“Resilience in children victims of sexual abuse: the role of the family and social context”
(Noemi Pereda, 2011)

Legislation
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Another approach to preventing and dealing with Children Sexual Abuse could be
through an aimed at preventing and challenging the offenders. The UK has an example of
this where it is working with the police and magistrates to prosecute offenders for every
crime or action that they commit that involved sexual crimes.

The following example of controlled activity relating to children in the UK is designed to
ensure that children and victims of sexual abuse are safeguarded:

Controlled activity relating to children
(1)A reference to a controlled activity relating to children must be construed in
accordance with this section.
(2)An activity which falls within any of subsections (3) to (7) is a controlled activity to
the extent that it is not a regulated activity relating to children.
(3)An activity falls within this subsection if—
(a)it consists in or is carried out in connection with any form of health care, treatment
or therapy to which subsection (8) applies,
(b)it is carried out frequently by the same person or it is carried out by the same person
on more than two days in any period of 30 days, and
(c) It gives the person an opportunity mentioned in subsection (9).
(4)An activity falls within this subsection if—
(a)it is carried out in a further education institution (within the meaning of section
140(3) of the Education Act 2002 (c. 32)),
(b)it is carried out frequently by the same person or it is carried out by the same person
on more than two days in any period of 30 days,
(c)it is carried out by the person while engaging in any form of work (whether or not
for gain),
(d)it is carried out for or in connection with the purposes of the institution, and
(e) It gives the person the opportunity mentioned in subsection (9) (a).
(5)An activity falls within this subsection if—
(a)it consists in making payments under section 17A of the Children Act 1989 (c. 41)
or the provision of assistance either in connection with the making of such payments
or securing the provision of services paid for out of them,
(b)it is carried out frequently by the same person or it is carried out by the same person
on more than two days in any period of 30 days, and
(c) It gives the person the opportunity mentioned in subsection (9) (a).
(6)An activity falls within this subsection if it is carried out as mentioned in subsection
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(10) frequently and it gives a person carrying out the activity the opportunity to have
access to—
(a)health, educational or social services records relating to children;
(b)information provided pursuant to section 117(1) of the Learning and Skills Act
2000 (c. 21);
(c)in the case of a person carrying out an activity mentioned in subsection (10)(b),
records of family proceedings (within the meaning of section 8(3) of the Children Act
1989) held by the Children and Family Court Advisory and Support Service;
(d) In the case of a person carrying out an activity mentioned in subsection (10) (c),
records of family proceedings (within the meaning of section 8(3) of the Children Act
1989) held by the National Assembly for Wales.
(7)An activity falls within this subsection if it consists in or involves on a regular basis
the day to day management or supervision of a person carrying out an activity which
falls within subsection (3), (4) or (6).
(8)This subsection applies to health care, treatment or therapy which is provided for a
child—
(a)in pursuance of arrangements made by or under an enactment,
(b)in an establishment in relation to which a requirement to register arises under
section 11 of the Care Standards Act 2000 (c. 14), or
(c)by an agency in relation to which such a requirement arise

From: The National Archives, Legislation, Government UK,

Safeguarding Vulnerable

Groups Act 2006 in Section 21 (2016)

To complete an overall view within a European context, we can look to the
Directive 2011/92/EU of the European Parliament and of the Council of Europe from 13
December 2011. In this document, the European Parliament and the Council of Europe
have compiled the basic law and sanctions related to sexual abuse committed against
children, sexual exploitation or pornography on-line or sexual tourism.44 In this document
the European Parliament marked a deadline for United Nations Member States to
implement the minimum regulations within this legislation.

Privacy issues? Principles in sharing information about children with other parties?

44

http://eur-lex.europa.eu/legal-content/EN/TXT/?uri=celex%3A32011L0093
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Safeguarding is paramount when considering sharing information about children. In
order to work with the most vulnerable populations in society, we must ensure that above
all, they are protected45. This is why there are some many examples of government
policies and legislation around these topics. Sometimes information is shared or recorded
in the wrong way by professionals, which doesn’t mean that it is wrong to share this
information, but that a greater emphasis must be placed on ensuring that it is done in the
right way by all the relevant parties. (HM Government, 2015) This document created by
the government is based on the Data Protection Act of 1998 and provides a framework to
be considered by different agencies when sharing information on how different practices
should be reviewed so as to improve the way that practitioners work.

The government of England and Wales has created a legislative framework of all policies
to be delivered and communicated it to the key organizations that have a duty under
Section 11 of the Children’s Act 2004 to have arrangements in place to safeguard and
promote the welfare of children. These are:
• Local authorities;
• NHS England;
• Clinical Commissioning Groups;
• NHS Trusts, NHS Foundation Trusts;
• Local Policing Bodies;
• The British Transport Police Authority;
• Prisons;
• The National Probation Service and Community Rehabilitation Companies;46
• Youth offending teams; and
• Bodies within the education and /or voluntary sectors, and any individual to the
extent that they are providing services in pursuance of section 74 of the Education
and Skills Act 2008.

(HM Government, 2015)
Within this context, and in order to ensure the protection of all children’s privacy
whilst delivering legislation that is embedded in Directive 2011/92EU of the European
45

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/419628/Information_
sharing_advice_safeguarding_practitioners.pdf
46
The duty under section 11 of the Children Act 2004 will apply to Community Rehabilitation Companies
via
contractual arrangements entered into by these bodies with the Secretary of State under Section 3 of the
Offender Management Act 2007.
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Parliament and European Councils Framework Decision 2004/68/JHA, privacy and
safeguarding must be at the heart of the relevant laws passed by government.
Cyber crime is another issue that is proliferating each year in relation to sexual abuse of
children and governments are working to try to deal with this growing problem by
identifying the ways in which perpetrators are attempting to capture and abuse children
through technology. This was one of the reasons why the UK Prime Minister, David
Cameron, invite a group of global representatives from governments, law enforcement
agencies, non-profits and industry to London to a summit entitled #WEPROTECT to
develop global solutions in this area and improve current practice.

In UK, the Child Exploitation and Online Protection Centre (CEOP), receives
1,600 reports of illegal material every month. In the United States, the National Centre
for Missing and Exploited Children (NCMEC) received 17.3 million illegal images of
children in 2011, a number that is increasing year on year. (E. Morris, 2015) The main
aim of this summit therefore, is to enhance the work currently being carried out on this
matter with the help and joint collaboration of the internet industry, UNICEF and world
governments, so as to stay ahead of a rapidly evolving and challenging global problem.
68

As such, world governments, together with the European Union need to put all
their efforts into creating relevant policy and innovating work so as to establish
frameworks to be implemented nationally, regionally and by local authorities across the
board.

Keep in Mind
To Do’s
• Keep calm. When children start to talk about the abuse, we have to listen the
speech, that can make you feel very strong emotions, but if you be altered, or you
become angry, you are impeding that children can share what happened.
• Trust. Believe in them when they told you the story and make sure that they don’t
feel guilty about what happened. When they told you the sexual abuse, make them
feel brave for talk with you.
• Protect. Protect them taking distance from the offender immediately and reporting
to the Police.
• Ask aid. In addition to go to at doctor or pediatrician to assess any physic injury
(even STD). is critical that children have the opportunity to talk with a specialist
Psychologist in children’s sexual abuse.
www.eurehabchildren.com

• Love and acceptance. Reaffirm that they can count on your love and the
acceptation of the rest of the family. Ensure then that you are going to do all that
you could, but never promise something that you are not going to fulfil.
• Keep them aware. Related with the next steps to do, specially with everything
related with the court process.
Not To Do’s
 Denied the Sexual abuse.
 Have a panic reaction.
 To blame the children about sexual abuse.
 Take the determination to speak with the offender.
 Make questioned extensively at children.
 Treat children in a different way after their confession.
 Overprotect them.
 Remember continually the fact or abuse.

69
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ABOUT THE DRUG ABUSE
Drugs and drug-abuseare serious issues for population in Europe. They are the
main cause of death in youths in Europe. Drugs provoke, direct or indirectly, illnesses,
violence, accidents.
Therefore drugs represent a hazard to the protection and fettle of the community.
Many organizations such as the European Commission have been researching about these
matters for many years.
First of all, we will investigate the definition of the “drug” term considering that it
has lots of uses.
“In medicine, it refers to any substance with the potential to prevent or cure
disease or enhance physical or mental welfare. In pharmacology, it means any chemical
agent that alters the biochemical or physiological processes of tissues or organisms.
In the context of international drug control, "drug" means any of the substances
listed in Schedule I and II of the 1961 Single Convention on Narcotic Drugs, whether
natural or synthetic.”47
“As United Nations Office on Drugs and Crime determines, this Convention aims
to combat drug abuse by coordinated international action. There are two forms of
intervention and control that work together. First, it seeks to limit the possession, use,
trade in, distribution, import, export, manufacture and production of drugs exclusively to
medical and scientific purposes. Second, it combats drug trafficking through
international cooperation to deter and discourage drug traffickers. “48
“The United Nations drug control conventions do not recognize a distinction
between licit and illicit drug, they describe only use to be licit or illicit. Here, the term
illicit drugs is used to describe drugs which are under international control (and which
may or may not have licit medical purposes) but which are produced, trafficked and/or
consumed illicitly.
Drug types are described in various ways, depending on origin and effect. They
can either be naturally occurring, semi synthetic (chemical manipulations of substances
extracted from natural materials) or synthetic (created entirely by laboratory
manipulation).”49
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Drug use can become drug abuse or addiction with the passage of time. If one
consumes drugs constantly and feels dependent on them, one haa a problem. Consuming
substances without control or excessively may cause many damages:

physical and

psychological harm, or even death.
There are five phases identified about the drug use. We can identify them because
of the attitudes and behaviour of the consumers:
1st. In this period, people access the substances but they do not try them. It is very
important to educate children to say no or not to be vulnerable to drugs in this period.
2nd. The use of drugs starts experimenting or using them occasionally. But the range is
wide and it includes those who consume them regularly and weekly.
3rd. In this phase there is a progression and rise of quantity and frequency of
consumption, the drug use is regular. It might include drug purchase, sale and trafficking
of the teenager.
4th. Teens consume drugs regularly and have problems socializing, at school, with
family… because of it. They feel worried about intoxicating.
5th. This is the most important and grave phase, where teens feel nothing special when
consuming. There are many risks in this period: drug-trafficking, robbery, rows, driving
under the influence of substances, unsafe sex or even be exposed to suicide thinking.
The matter of drugs is specially significant in the case of teens because people
usually try drugs for the first time at this age. Teens might be more susceptible to them
because of their young age.
Luckily, there is a large range of treatments to help teens to overcome their drug
problem. Some studies demonstrate that if patients mix medicines with cognitive therapy
the results are more successful. Medical treatments which are focused on each patient can
help them live a free of drugs life. The main difference between drug addiction and other
chronic illnesses is that addiction can be handled.
If a teen gets to know the stage of addiction, she / he has to seek professional help.
The assistance of family, friends, doctors, psychologists… will be decisive to leave
behind the use substances.
If young people are starting consuming substances but it still is not considered
abuse, it is possible to ask for help. If a person is really interested to quit, there are many
ways to overcome the use or abuse. Nevertheless, prevention is and will remain the basis
in fighting drug abuse. For this reason prevention programmes are an interesting option
for schools, families, community in general.

What types of drugs are commonly abused?
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“Virtually any substance whose ingestion can result in a euphoric ("high") feeling
can be abused. While many are aware of the abuse of legal substances like alcohol or
illegal drugs like marijuana and cocaine, less well known is the fact that inhalants like
household cleaners are some of the most commonly abused substances. The following are
many of the drugs and types of drugs that are commonly abused and/or result in
dependence:
Alcohol: Although legal, alcohol is a toxic substance, particularly to a developing
fetus when a mother consumes this drug during pregnancy. One of the most common
addictions, alcoholism can have devastating effects on the alcoholic individual's physical
health, as well as his or her ability to function interpersonally and at work.
Amphetamines: This group of drugs comes in many forms, from prescription
medications like methylphenidate (Ritalin, Concerta) and dextroamphetamine and
amphetamine (Adderall) to illegally manufactured drugs like methamphetamine ("crystal
meth"). Overdose of any of these substances can result in seizure and death.
Anabolic steroids:

A group of substances abused by bodybuilders and other

athletes, this group of drugs can lead to terrible psychological effects like aggression and
paranoia, as well as devastating long-term physical effects like infertility -and organ
77

failure.
Caffeine: While it is consumed by many, coffee, tea and soda drinkers, when
consumed in excess this substance can be habit forming and produce palpitations,
insomnia, tremors, and significant anxiety.
Cannabis: More commonly called marijuana, the scientific name for cannabis is
tetrahydrocannabinol (THC). In addition to the negative effects the drug itself can
produce (for example, infertility, paranoia, lack of motivation), the fact that it is
commonly mixed ("cut") with other substances so drug dealers can make more money
selling the diluted substance or expose the user to more addictive drugs exposes the
marijuana user to the dangers associated with those added substances. Examples of
ingredients that marijuana is commonly cut with include baby powder, oregano,
embalming fluid, PCP, opiates, and cocaine.
Cocaine: A drug that tends to stimulate the nervous system, cocaine can be snorted
in powder form, smoked when in the form of rocks ("crack" cocaine), or injected when
made into a liquid.
Ecstasy:

Also

called

MDMA

to

denote

its

chemical

composition

(methylenedioxymethamphetamine), this drug tends to create a sense of euphoria and an
expansive love or desire to nurture others. In overdose, it can increase body temperature
to the point of being fatal.
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Hallucinogens: Examples include LSD and mescaline, as well as so-called
naturally occurring hallucinogens like certain mushrooms. These drugs can be dangerous
in their ability to alter the perceptions of the user. For example, a person who is
intoxicated with a hallucinogenmay perceive danger where there is none and to think that
situations that are truly dangerous are not. Those misperceptions can result in dangerous
behaviors (like jumping out of a window because the individual thinks they are riding on
an elephant that can fly).
Inhalants: One of the most commonly abused group of substances due to its
accessibility, inhalants are usually contained in household cleaners,

like

ammonia,

bleach, and other substances that emit fumes. Brain damage, even to the point of death,
can result from using an inhalant just once or over the course of time, depending on the
individual.
Nicotine: The addictive substance found in cigarettes, nicotine is actually one of the
most addictive substances that exists. In fact, nicotine addiction is often compared to the
intense addictiveness associated with opiates like heroin.
Opiates: This group is also called narcotics and includes drugs like heroin, codeine,
hydrocodone, morphine, methadone, Vicodin,OxyContin, Percocet, and Percodan. This
group of substances sharply decrease the functioning of the nervous system. The lethality
of opiates is often the result of the abuser having to use increasingly higher amounts to
achieve the same level of intoxication, ultimately to the point that the dose needed to get
high is the same as the dose that is lethal for that individual by halting the person's
breathing

(respiratory arrest).

Phencyclidine: Commonly referred to as PCP, this drug can cause the user to feel
extremely paranoid, become quite aggressive and to have an unusual amount of physical
strength. This can make the individual quite dangerous to others.
Sedative, hypnotic, or antianxiety drugs: As these substances quell or depress the
nervous system, they can cause death by respiratory arrest of the person who either uses
these drugs in overdose or who mixes one or more of these drugs with another nervous
system depressant drug (like alcohol, another sedative drug, or an opiate).”50

How many youngsters have tried drugs?
Many young people across Europe have sampled controlled drugs. Many more have
sampled other psychoactive substances, such as tobacco and alcohol. Far fewer are
regular users of drugs, and even fewer have drug-related problems – although the
50

MedicineNet.com - http://www.medicinenet.com/drug_abuse/page3.htm
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absolute numbers in Europe are large. The most recent ESPAD Survey (in 2011, covering
36 European, countries) found that, among 15 to 16-year-old:
On average, 54% of the students in participating countries reported that they had
smoked cigarettes at least once and 28 % that they had used cigarettes during the past 30
days. 2 % of all students had smoked at least a packet of cigarettes per day during the past
30 days.
In all ESPAD countries but Iceland, at least 70 % of the students have drunk
alcohol at least once during their lifetime, with an average of 87 % in the 2011 survey.
On average, nearly six in ten students had consumed at least one glass of alcohol at
the age of 13 or younger and 12 % had been drunk at that age.
Most alcohol-related problems are more common, on average, among boys.
Nearly one in three (29 %) of the students in the ESPAD countries perceived
cannabis to be (fairly or very) easily available
On average, 21 % of the boys and 15 % of the girls have tried illicit drugs at least
once during their lifetime
The vast majority of the students who have tried illicit drugs have used cannabis.
On average, more girls than boys report non-prescription use of medical drugs
(tranquillisers or sedatives)
The average proportion of students having tried alcohol together with pills in order
to get high is lower in 2011 (6%) than it was in 1999 (9% )51
Regarding youth attitudes on drugs (Flash Eurobarometer 2011), young people
considered cannabis to be the most easily accessible of the illicit substances. Besides, a
vast majority thought that it would be very easy for them to obtain alcoholic drinks (82%)
or tobacco products (81%). What's more, roughly a quarter of young EU citizens
participating in the survey said they have used cannabis. For illicit drugs – heroin,
cocaine, ecstasy and cannabis – the results were more heterogeneous.
Moreover, the preferred source to look for drug-related information is internet for
more than 6 in 10 (64%) respondents. They said they would use the Internet to get
information about illicit drugs and drug use in general. In significant contrast, just 15%
of young people would consult other mass media sources – TV, radio, newspapers and
magazines – to get informed about illicit drugs and drug use in general.

51

European Monitoring Centre for Drugs and Drug Addiction

http://www.emcdda.europa.eu/system/files/publications/927/TD3012613ENC_399947.PDF
“Council of Europe - European Union”- http://pjp-eu.coe.int/it/web/youth-partnership/drug-abuse
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In addition, almost 4 in 10 (37%) respondents would turn to a friend in order to
discuss issues relating to the effects and risks of using illicit drugs.
Referring to health risks associated with drug use, more than 90% thought that
using cocaine or ecstasy on a regular basis would pose a high risk to a person’s health.
In contrast, 30% said that using cannabis once or twice posed only a low risk to a
person's health and 14% said there was no risk involved. Furthermore, young people who
had used cannabis also perceived the health risks associated with its use to be less
serious. When the students were asked about bans or regulation of drugs, new
phychoactive substances, alcohol and tobacco; there was a broad consensus among
young people that heroin, cocaine and ecstasy should continue to be banned in EU
Member States. But the opinions of young people in the different Member States were
more diversified when they were asked if cannabis should continue to be banned. 52
Which are the most common drug crimes that children commit and are exposed to?

The use and abuse of alcohol and substances often affect consumer's environment.
Relatives, peers and society are usually victims of users. Drugs and alcohol are usually
associated to crime in many ways. Using, possessing, manufacturing or distributing drugs
classified as potential for abuse (cocaine, heroin…) are considered crimes. The chart
below summarizes the different ways that drugs and crime are linked:

Office

of

National

Drug

Control

https://www.ncjrs.gov/ondcppubs/publications/pdf/ncj181056.pdf
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Flash Eurobarometer - July 2011 - European Comission

http://ec.europa.eu/public_opinion/flash/fl_330_en.pdf
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According to the National Council on Alcoholism and Drug Dependence in U.S, there are
essentially three types of crimes related to drugs:
Use-Related crime: These are crimes that result from or involve individuals who
ingest drugs, and who commit crimes as a result of the effect the drug has on their
thought processes and behavior.
Economic-Related crime: These are crimes where an individual commits a crime
in order to fund a drug habit. These include theft and prostitution.
System-Related crime: These are crimes that result from the structure of the drug
system. They include production, manufacture, transportation, and sale of drugs, as well
as violence related to the production or sale of drugs, such as a turf war.
As stated before, there is a connection between drugs or substances and users'
antisocial behavior. When they are under the influence of substances and alcohol, abusers
can commit crimes or they can commit a crime to get money to buy drugs. When
considering youths, the cases of delinquency increase. "Delinquency is a term that is used
to describe illegal or antisocial behaviors and activities. Delinquent behavior may
include drug use, underage drinking, violence, sex crimes or property crimes. Individuals
who are delinquent typically express antisocial opinions, are involved in activities that
are dangerous, harmful and wrong and are often outspoken in their rejection of
punishments associated with their crimes."53
On the other hand, alcohol is legal and it is legally consumed in most countries of
the world, and it is linked to a large range of crimes (even more than other, illegal,
substances). Nevertheless, we must not forget that many people who commit crimes do
not take drugs, so crime are drug-users are not always related.
Drug Possession

Medications, drugs and substances are usually regulated and monitored by each
country’s legislation and regulation. People in possession of illegal substances can be
penalised because of the possession itself. The phenomenon associated with drug
possession, when the person who owns the substances is under the age of 18, is called
youth drug possession.
Such phenomenon is associated with detection from the police forces (while they
control the driving licence and smell marijuana, for instance) but generally speaking it is
not usual to order a detention for a youth in possession of drugs or substances. If a teen is
arrested she / he can be taken to a juvenile detention center, juvenile community… but
youth drug-possession usually does not result in an arrest (unless having a criminal record
53
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or under other special circumstances: possession of big quantities, when drug possession
is detected after a robbery or after violence occurred, or when teens repeat their criminal
behaviours).
Violent Crime

In U.S, for instance, the main percentage of youths who have a record are related
to drugs and substances. There are many violent crimes committed by youths under 18
who had used drugs or alcohol. These young people will probably not act in this way
without the “help” of substances. Besides, the teens’ violent behaviours can continue
developing until adulthood. In United States, for example, “alcohol and drugs are
implicated, for example, in an estimated 80% of offenses leading to incarceration such as
domestic violence, driving while intoxicated, property offenses, drug offenses, and publicorder offenses.” 54
Drug-trafficking is often associated to violence and crime. There are some reasons
to think about the relationship of these two terms. Firstly, the competition for drug
markets and customers. Secondly, the fights and swindles the customers and dealers are
involved. Finally, some of the individuals who deal with drugs tend to have a violent
behaviour.
Besides, drug markets and dealers are usually located in slums that are critical
points. Controls and laws against drug-trafficking and violence are not effective in there.
In some of them, even the police has a difficult access.
Nevertheless, the association between drugs and crimes is difficult to quantify.
Most of the crimes are usually the result of more than one reasons or causes; even when
drugs are the main cause, they are not the only one. Personal, cultural, economical, health
situation can affect the criminal attitude. What is true is that evidence shows that people
who consume drugs is more likely to use violence and commit crimes than those who do
not take drugs.
Generally speaking, one could say that drugs tend to generate violence in people.
However there is problematic evidence, and it is not possible to demonstrate how much
drugs influence each crime.
DUID (Driving Under Influence of Drugs)

Drugs can affect each person in unique ways and, unlike the situation with alcohol,
no singular test exists for the presence of all drugs in the body. Driving under the

54
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influence of drugs is very dangerous and it can be punishable by law, from fine or
community services to suspension of driver license and getting arrested or being jailed.
How is the presence of alcohol and drugs proved?
Police may ask the driver to make a test for the presence of drugs and alcohol.
Driver should blow into a machine that quantifies the alcohol in one’s body. For testing
the presence of drugs, the police may ask the driver to provide urine, blood, saliva or hair.
Compared with alcohol, it can be much harder to determine from a chemical test
whether a person is currently impaired due to drug use. Some drugs, like marijuana, stay
in the bloodstream long after the high has worn off. Other drugs, like cocaine, wear off
quite quickly. Some drugs do not show up in some tests.
Driving Under Influence / Driving While Intoxicated Laws & Penalties (Alcohol)
Every country has her own driving laws. For this reason, even the Blood Alcohol
Content limit depends on the country. In states with a .00% limit, for example, it is a
crime for a person to drive after drinking any amount of alcohol.
Penalties can vary depending on the type of crime committed. If an accident causes
injury or death, then the punishment will be much harder because it is not a mere traffic
law violation. Consequences may include from payment for damages, community
services to jail time or time in a juvenile facility.
DRUG ABUSE AND CHILDREN AS VICTIMS AND OFFENDERS
Psychology of children who commit drug crimes and are exposed to drug abuse

As stated before, drug use and, especially, drug abuse is a health and social
problem in many countries of the world. Drugs have many negative effects in drug users,
developing emotional, psychological and physical diseases on people who consume them.
Some studies done around the world associate drugs with antisocial behaviors in drug
users. Antisocial behavior refers to, for instance, being disrespectful to community and
violate rights. But it is very difficult to define which of those antisocial behaviors
occurred before the person started using drugs or after.
Some experiments in Geneva (Switzerland) since 2001 seem to prove that crime is
sometimes a consequence of the use of drugs: the Quai 9 experiments, started back in
2001, managed to reduce crime related to the use of drugs in the “city island”.
Quai 9, managed by Première Ligne, offers a reception area for drug users. Open daily
from 11h to 19h , the center is located behind the Cornavin train station. Green modules
nested into each other are easily spotted.
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The Quai 9 accommodates 60 to 80 people per day to about 150 drug taken by
injection, inhalation or sniffing. Four employees were on hand to supervise and users .
The place provides sterile equipment and a room for safer consumption.
Since 2001 criminal behaviour related to the use of drugs has been reduced in the city.

Drug abuse and behaviour
It is known that drugs change the behavior of the person who consume them, as
well as the personality. Besides, it has been shown that some persons tend to consume
more than others.
Drug consume does not lead to abuse in all cases. Moreover, there is no defined
level when drug use is casual and when it becomes problematic or drug abuse. It depends
on the individual, but we should remember/know that the first decision of teens to
consume drugs is usually voluntary. In case of drug addiction, hers/his self-control would
vanish and it would be very difficult for him/her to quit drugs without any help.
"Brain-imaging studies from people addicted to drugs show physical changes in
areas of the brain that are critical for judgment, decision-making, learning, memory, and
behavior control.Scientists believe that these changes alter the way the brain works and
may help explain the compulsive and destructive behaviors of an addicted person."55
Drinking alcohol and using drugs at a young age when the brain is no completely
developed increases the risk for future addictions (to drugs or alcohol) radically.
We should not define drug addiction or abuse by the amount of substances used or
the frequency, but by the consequences of this use. In other words, it would not matter
how often one uses drugs, or even if one does not use them much. If drugs become a
problem while being at school, at work, with friends or at home with your family, you
may probably have an addiction or drug abuse.
"More than 23 million people over the age of 12 are addicted to alcohol and other
drugs affecting millions more people -- parents, family members, friends and neighbours.
"56
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Risk Factors

As it is known, risk factors to drug addiction are different depending on the
person. There are some individual risk factors which include psychological problems,
emotional destabilization, physical or sexual abuse in childhood and post-traumatic stress
disorder as a result of it, etc. But there are more factors to keep in mind: the genes of the
person, the state of mental health and the environment when he/she is involved (family,
friends, workmates…). For instance, those who suffered from mental illnesses such as
Oppositional Defiant Disorders or Conduct Disorder tend to snort drugs like gasoline or
glue. Drugs are frequently used by teens who suffer from mental and eating disorders like
bulimia or schizophrenia. Besides, even the method of administration has a certain
influence. The main risk factors which increment a person's vulnerability are therefore the
following:
- The age of the first contact with drugs
- The social environment of the person (family, friends…)
- Mental disseases suffered from the person (if any)
- Traumatic experiences, specially in childhood (if any)
- The habits the person has
As we can see, mental health or mental problems and drug consumption
aresometimes linked. But it is difficult to determine which comes first. When teens are
feeling depressed or they want to try new experiences use drugs to feel better.
Nevertheless, some teens who use drugs can feel worse and depressed because of the use
of drugs. The reaction can change depending on the individual's character. Adolescents
who had no friends or strong friendships when they were children tend to abuse drugs and
some other substances more than those who had many friends. Moreover, if they are
feeling bad because they feel like they do not belong to anywhere or to anybody, it could
be more than likely that they will find a compatible group of friends who consume drugs.
So, it's probably that they will feel under pressure to consume substances and not to resist
temptation.
Many factors are determining to identify the person who is likely to consume and
abuse substances and those who are not so susceptible to take them. There have been
identified two types of factors: risk factors and protective factors.
“A protective factor can be defined as a characteristic at the biological,
psychological, family, or community (including peers and culture) level that is associated
with a lower likelihood of problem outcomes or that reduces the negative impact of a risk
factor on problem outcomes.
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Conversely, a risk factor can be defined as a characteristic at the biological,
psychological, family, community, or cultural level that precedes and is associated with a
higher likelihood of problem outcomes.”57

However, these factors are not completely decisive and may not affect all people in the
same way. In fact, they affect mostly to a child's development and growth process.
What is true is that, if a person has many risk factors, she or he will probably start
consuming drugs or abuse them easily than the ones who present less risk factors in life.
Besides, if they usually use them, they can become addicted in the long run.
Nevertheless, some teens could have all of these risk factors but never use drugs
or even try them. Why? Due to the many protective factors featured in the individual,
family and community levels.
These might include, at the individual level, a good sense of discipline, healthy
self-esteem, good problem-solving skills, good self-expression abilities, a good ability to
recognize and communicate emotions, an ability to maintain mental well being and to
cope with stress or anxiety and an ability to establish personal goals.
At the family level, strong, healthy parental bonding and consistent family rules
may help to protect family members from risky behaviour.
At the community level, the protective factors include attending a school that has
explicit policies on substance abuse and living in a safe and caring community that
supports the well-being of its members. Sadly, once a person starts abusing drugs, the risk
factors tend to outweigh the protective factors.
Risk factors such as poverty, the availability of drugs and alienation grow even
stronger as a person becomes more dependent on drugs. The good news is that the
protective factors can be strengthened if young people learn new and improve existing
skills before they experiment with or start abusing drugs.58
The table below describes how risk and protective factors affect people in five
domains, or settings, where interventions can take place.

57

O’Connell, Boat, & Warner, 2009 p. xxvii
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Preventing Drug Abuse among Children and Adolescents: Risk Factors and Protective
Factors,National Institute on Drug Abuse (NIDA)
https://www.drugabuse.gov/publications/preventing-drug-abuse-among-childrenadolescents/chapter-1-risk-factors-protective-factors

Reasons/Causes

There are many reasons and causes why teenagers drug abuse. The pressure on the
individual to be accepted by a group who take drugs, or the wish to look great and super
would be some of them. But there are many other causes that push teens to start using or
abusing drugs. As we said, every person in the world is different, so the range of reasons
to start taking drugs is very large. Some of the main reasons are explained in the next
paragraphs:
• Lack of information and disinformation

Many young people tend to ask friends for information about alcohol and other
substances. Occasionally these friends tell them that the risks of consuming drugs are
only a few. Many times they surf the net looking for information, and sometimes they
find misinformation. So, to avoid this, family and schools have to inform and educate
children about the effects and consequences of drugs by drug prevention programmes.
• Curiosity

It is one of the main reasons to start using drugs. Adolescents usually want to try
new experiences. Young people have heard about alcohol and drugs at school, home,
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media… or even have seen their friends or relatives using them and acting differently or
having fun and want to experience them for themselves. So, it is usual that they want to
experience how are they feeling when drinking alcohol or taking drugs.

• Lack of Confidence in Themselves

Alcohol and spirits are stimulating substances. It inhibits the consumer's feelings
of embarrassment, so many young people who lack confidence use them to deal with
shyness. In this way they dance even if they don't used to, they flirt with other teens…
They speak even with people who in other conditions would not speak to. They all have
something in common, so nobody will isolate a person because of messing around.
Moreover, they will laugh with you and think just you are drunk.
• Cost or price of drugs
Young people often think of their wallets and saving money. We know that the
gramme of cannabis costs about 6 euro, so teens have enough to smoke several joints. A
beer costs between 2 and 6 euros, depending on the country. So, considering the effects
after consuming them, teens sometimes prefer to pay a bit more for cannabis rather than
for a beer. The same happens to other hard drugs.
• Because of other people, friends…

Many adolescents are used to see people using drugs around them. They usually
are in contact with adults (or even other teens) who smoke, drink alcohol and sometimes
consume substances. So they are used to that environment. Sometimes even their parents
offered them alcohol such as beer or wine. So it is easy for young people to start using
drugs or alcohol because they are used to this milieu/atmosphere and they think it is
normal to experience that when young.
• Rebellion
Many teenagers use different kind of drugs depending on how their personality is.
They want to be unique and “cool” so they use substances to express themselves and
provoke their family or want them to get angry.
“Alcohol is the drug of choice for the angry teenager because it frees him to
behave aggressively. Methamphetamine, or meth, also encourage aggressive, violent
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behavior, and can be far more dangerous and potent than alcohol. Marijuana, on the other
hand, often seems to reduce aggression and is more of an avoidance drug. LSD and
hallucinogens are also escape drugs, often used by young people who feel misunderstood
and may long to escape to a more idealistic, kind world. Smoking cigarettes can be a
form of rebellion to flaunt their independence and make their parents angry.”59
• Environment

The environment surrounding the person can be a reason for the teens to consume
drugs. The most important factors are the family's religion, faiths and attitudes and
friends pressure to consume them. Family plays an important role because it is the main
base in teenagers' development. Not only because they start socializing in this period of
life but also because puberty is where they search for basic patterns to orientation in life.
Basicly, family is the main area for teens to develop values, attitudes and skills so it is
very important for parents to supervise and communicate with children. Those who live
with irresponsible, heedless and violent parents are more tend to be drug addicts.
It is demonstrated that drug-abuse is more usual in surroundings which it is
common or almost permissible. There are some places where drug trafficking is the daily
bread and many people earn money doing it. So, if children grow up in a community with
high unemployment and poverty the probability to use drugs would be high. Moreover,
gender of the person, religion or ethnic could help to it too.
Nevertheless, drug-abuse does not exist only in areas of greatest poverty. It is a
problem which exists in all around the world and affects to people from all walks of life.
• Family precedent
As we said before, family is the main pillar and role model for children. When a
teen consumes drugs or alcohol, a dependence or addiction could be develop because of
genes. Drugs affect differently to every person and some people become addicted easily
than others. If people have some family precedent of drug-abuse or alcoholism, they are 4
times more likely to develop them.
• Media
Means of communication influence in people's point of view, opinions, values and
so on. We receive lots of messages from television, advertisements, radio, internet… and
usually some of them promote legal substances such as alcohol or medicines. In some
59
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http://www.drugfree.org/resources/top-8-reasons-why-teens-try-alcohol-and-drugs/
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countries, however, advertising tobacco is totally banned now. What is more, there are
many promotions and marketing strategies the alcohol brands use. Some sports even use
them as financial support or sponsorship. Underage people can easily get alcohol, tobacco
or even illegal drugs, in spite of the banning to sell them to minors.
“Forty-seven percent of teens agreed that movies and TV shows make drugs seem
like an OK thing to do, according to a 2011 study." 60 So, young people are tempted to
consume drugs by media. Tobacco and alcohol industry tempt young people to consume
them. Media show us men and women drinking alcohol and smoking cigarettes, and they
look elegant and successful. The smoking man seems interesting and rebel, and the
smoking woman is sexy and does whatever she wants. They use some other strategies
such as connection between alcohol and success, alcohol and sex, alcohol and friendship
and alcohol with sports.
• Escape reality
Some children may not feel well or happy in their everyday life. For some of
them, drugs are the way to escape from that reality. The effects of drugs do not last much
time but the time they are under the influence of them, teens will feel much better and can
forget their grim reality.
Social interactions between children who commits drug crimes & children who uses
drugs and others

Friends play a very important role in the world of adolescents. This fact has been
demonstrated noting the similarity of behavior among members of a group. Most of the
teenagers drug users are introduced into consumption by friends , either because peers
pressure them or because they need to feel accepted by the group. Teens intend to
develop activities valued by their peers, independently from the fact that these are
socially accepted or not. There is a highly significant correlation between consumer
interaction teenage friends and their own consumption. It has been shown that teenagers
who use drugs are more likely to have friends who consume than a non-user consumers.
There is also a strong relationship between consumer perception of friends and own
consumption. When changes occur in these perceptions they are also produced variations
in consumption (Epstein et al., 1995).
Sometimes when kids cannot reach the same level of achievement than their
peers, for one reason or other, this situation increases the likelihood to have problem
60
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behaviors in the classroom. This mismatch may induce them to unconventional partners.
It seems that in some schools deviant behavior rates are lower; these schools classes are
relevant and interesting to students; students will recognize their progress; relations
between students and teachers are satisfactory. This improves academic performance,
increases self-esteem and improves control of the students about themselves.61
“A study published in the journal Psychopharmacology shows a common denominator:
when a teen’s social life turns south, drug abuse can follow. The study starts by pointing
out that animals from mice to humans define themselves by social interactions – good
social interactions reinforce our sense of self-worth and bad social interaction undermine
this sense of self-worth. So we seek out positive social interactions: mice will choose the
arm of a maze that lets them interact with a playful rather than drugged peer and the
authors point out that teenagers’ “social play” helps them form opinions about
themselves.
Drugs change teens’ desire and ability to be social up to a certain point and
depending upon the drug of abuse. Opiods and alcohol make teens more social and
cannabinoids and stimulants make teens less social.
First, all flavors of disruptive behavior disorders, including anti-social
personality disorder, conduct disorder and oppositional-defiant disorder, go hand-inhand with addiction. All of these disorders can decrease confidence and the ability to
assess social cues. Subsequently, children and teens who struggle these disorders (and
the disorder’s affect on the ways they relate to others) are more than twice as likely as
their peers to develop substance abuse problems, and tend to start earlier and use more
aggressively.
Social isolation is also a major risk factor for teen drug abuse. In fact, the authors
write that isolation “changes the neural substrate of reward and motivation.” The brain
of a socially isolated teen measures risk and reward differently than a social teen, making
isolated teens more sensitive to the rewards of drugs. The researchers even show that
socialization and drugs work on the same pathways within the brain: drugs are literally a
way to attempt to get the neurobiological feeling of social connection.
But not all socialization is good. The authors put it this way: “Social insults in
early life increase later drug taking.” So be careful when pushing an isolated teen into
socialization: healthy socialization may be one of the most protective factors against teen

61
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drug use, but negative socialization (i.e. being bullied or socializing with a drug-using
peer) is a major risk factor.”62
“Many of the negative stereotypes that surround people who abuse drugs come
from the way they are most often seen in public. Television and other media may portray
people who abuse drugs as irrational, their unpredictable behaviour frightening. Heavy
or dependent drugs users have often lost their job and/or home and lack many of the
physical conditions needed for a healthy and productive lifestyle. The negative
stereotypes, stigma andprejudice assigned to people who abuse drugs usually complicate
the problem and make it difficult for those in need of treatment and social support to get
help. People who abuse drugs are often cut off from their communities and relationships
and often homeless and living on the streets.”63

“Regular cocaine users have difficulties in feeling empathy for others and they
exhibit less prosocial behavior. A study at the Psychiatric Hospital of the University of
Zurich now suggests that cocaine users have social deficits because social contacts are
less rewarding for them. Social skills should therefore be trained during the treatment of
cocaine addiction.
In Europe as well as worldwide, cocaine is the second most frequently used drug
after cannabis. Chronic cocaine users display worse memory performance, concentration
difficulties, and attentional deficits but also their social skills are affected as previous
studies at the Psychiatric Hospital of the University of Zurich suggested.
These investigations also revealed that cocaine users have difficulties to take the
mental perspective of others, show less emotional empathy, find it more difficult to
recognize emotions from voices, behave in a less prosocial manner in social interactions,
and they reported fewer social contacts. Moreover, worse emotional empathy was
correlated with a smaller social network.
The scientists now assume that social cognitive deficits contribute to the
development and perpetuation of cocaine addiction.”64
62

Eric Schmidt - CEO of New Roads Treatment Centers http://blogs.psychcentral.com/addiction-under-30/2014/05/how-teen-sociallife-affects-drug-abuse-and-how-drug-abuse-affects-social-life/
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UNODC Youth Initiative - DISCUSSION GUIDE

https://www.unodc.org/documents/drug-prevention-and-treatment/discussion_guide_final_2012_04.pdf
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University of Zurich. "Cocaine users enjoy social interactions less."

ScienceDaily. ScienceDaily, 20 January 2014. www.sciencedaily.com/releases/2014/01/140120173338.htm
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Signs of drug abuse, addiction, and drug-crimes (selling, etc) among children (Offender
and victim characteristics)

Signs of drug abuse and addiction: European School Survey Project on Alcohol and
Other Drugs

The most recent ESPAD Survey (in 2011, covering 36 European, countries) found that,
among 15 to 16-year-old:
On average, 54% of the students in participating countries reported that they had
smoked cigarettes at least once and 28% that they had used cigarettes during the past 30
days. 2% of all students had smoked at least a packet of cigarettes per day during the past
30 days.
In all ESPAD countries but Iceland, at least 70% of the students have drunk
alcohol at least once during their lifetime, with an average of 87% in the 2011 survey.
On average, nearly six in ten students had consumed at least one glass of alcohol
at the age of 13 or younger and 12% had been drunk at that age.
93

Most alcohol-related problems are more common, on average, among boys.
Nearly one in three (29%) of the students in the ESPAD countries perceived
cannabis to be (fairly or very) easily available

On average, 21% of the boys and 15% of the girls have tried illicit drugs at least
once during their lifetime
The vast majority of the students who have tried illicit drugs have used cannabis.
On average, more girls than boys report non-prescription use of medical drugs
(tranquillisers or sedatives)
The average proportion of students having tried alcohol together with pills in
order to get high is lower in 2011 (6%) than it was in 1999 (9%)
Prevalence of drug use > School surveys > ESPAD > Other substances (%) > Total
Table permanent link: www.emcdda.europa.eu/data/2015#displayTable:GPS-153-1

Country

Year Sample Cannabis Inhalants/

Amphetamines Ecstasy LSD

and Cocain

15-

volatile

other

16

substances

hallucinogens
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years
Austria
Belgium

2011 1798

24

7

5

4

3

4

Bulgaria

2011 2217

24

4

7

4

3

4

Croatia

2011 3002

18

28

2

2

2

2

Cyprus

2011 4243

7

8

4

3

4

4

Czech

2011 3913

42

8

2

3

5

1

Denmark

2011 2181

18

4

2

1

1

2

Estonia

2011 2460

24

15

3

3

2

2

Finland

2011 3744

11

10

1

1

1

1

France

2011 2572

39

12

4

3

3

Germany

2011 2796

19

10

4

2

2

3

Greece

2011 5908

8

14

2

2

2

1

Hungary

2011 3063

19

10

6

4

3

2

Ireland

2011 2207

18

9

2

2

2

3

Italy

2011 4837

21

3

2

2

3

3

Latvia

2011 2622

24

23

4

4

4

4

Lithuania

2011 2476

20

7

3

2

2

2

Malta

2011 3377

10

14

3

3

2

4

Netherlands

2011 :

27

7

1

4

2

2

Norway

2011 2938

5

5

1

1

1

1

Poland

2011 5933

23

8

4

2

3

3

Republic

94

4

Luxembourg
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Portugal

2011 1965

16

6

3

3

3

3

Romania

2011 2770

7

7

2

2

2

2

Slovakia

2011 2009

27

10

2

4

4

2

Slovenia

2011 3186

23

20

2

2

2

3

2011 2569

9

11

1

2

1

1

2011 1712

25

10

4

4

2

5

Spain
Sweden
Turkey
United
Kingdom
(1) In surveys with small sample sizes results should be interpreted with caution.
(2) For methods of each survey presented in this table, see Table GPS-151
(3) 'Sample size' refers to the number of actual respondents to the survey (Net sample). In
some cases, national surveys cover originally a broader age range ('original age range')
than that presented here for the standard groups 'All adults'(15-64) and 'Young adults'
(15-34). Sample sizes are presented respectively for the 'all adults' (15-64), 'young adults'
groups (15-34) and 'younger adults' (15-24).
(4) Countries were asked to report results using, as far as possible, EMCDDA standard
age groups (all adults: 15-64, young adults: 15-34). In countries where age ranges are
more restrictive, prevalence estimates may tend to be slightly higher. Some countries
have recalculated their prevalence figures using the EMCDDA standard age groups. For
more information on the age ranges see Table GPS-151
(5) This table presents the results for the last surveys available in each country. It aims to
present an overview of national surveys. Some city surveys reported by countries were
not included as they tend to produce higher prevalence estimates which are not
comparable with estimates for whole countries (or large regions with both urban and rural
areas).
(6) (1) ESPAD 2011 data for Belgium refer only to Flanders. ESPAD 2011 Germany
figures are based in only five out of sixteen federal states (Bundesländer).
(7) Sources: <a href="http://www.espad.org">ESPAD</a> (The European School Survey
Project on Alcohol and Other Drugs) is coordinated by the Swedish Council for
Information on Alcohol and Other Drugs (CAN)
(8) (2) ESPAD 2011 data for the United Kingdom has limited comparability.

www.eurehabchildren.com

95

(9) This table presents data on 15– to 16-year-old school students obtained from national
surveys. In all of the school surveys the method for data collection was classroom based,
anonymous, self-completion questionnaires in written test conditions.
(10) <a href="http://www.espad.org">ESPAD</a> (European School Survey Project on
Alcohol and Other drugs) is coordinated by the Swedish Council for Information on
Alcohol and Other drugs (CAN). Collaboration between the ESPAD and the EMCDDA
started in 1995. ESPAD prevalence figures are taken from published ESPAD reports and
may differ sometimes from those reported directly by Member States. The sample sizes
given refer to the number of participating 15- to 16-year-old students who filled in the
questionnaire.
(11) Caution is required comparing figures due to methodological limitations.
methods

and

definitions

href="http://www.emcdda.europa.eu/stats13/eye/methods">Methods

see
and

For
<a

definitions:

youth and the schools population</a>.
(12) Italy: The most recent general population survey reported by Italy display a wide
variation in results compared with the previous surveys which may reflect
methodological differences. The data is provided for information, but given the lack of
comparability between surveys should be treated with caution.
(13) Netherlands: The most recent general population survey reported by the Netherlands
display a wide variation in results compared with 2005 which may reflect methodological
differences. The data is provided for information, but given the lack of comparability
between surveys should be treated with caution.
(14) United Kingdom: Data for the United Kingdom is for England and Wales only.

According to this survey, 1,42% of the youngsters in school aged between 15 and 16
years old used drugs in 2011.
Beyond the results of this school survey, the “Opinion of the European Economic
and Social Committee on The prevention of juvenile delinquency. Ways of dealing with
juvenile delinquency and the role of the juvenile justice system in the European Union
(2006/C 110/13)”, among the causes of juvenile delinquency listed, under artt. 2.1.6 and
2.1.7, both drug and alcohol abuse, and behavioural disorders caused by the same: “
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2.1.6 Abuse of drugs and toxic substances which often causes the addict to commit crimes
in order to support his/her addiction. Also, when suffering the effects of these
substances or withdrawal symptoms, the usual inhibitions are lowered or removed.
Excessive alcohol consumption (even if occasional) should also be mentioned here, as
it plays a major role in vandalism and dangerous driving.

2.1.7 Personality and behaviour disorders, either in association with or independently of the
factor outlined in the previous point. These usually conspire with other social or
environmental factors to make young people act impulsively or unthinkingly,
uninfluenced by socially accepted standards of behaviour.”

Source: Official Journal of the European Union, 9.5.2006.
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The EMCDDA statistical bulletin (http://www.emcdda.europa.eu/stats12 ) indicates, for
the year 2012, the following information (for tables see the following pages):
● TABLE GPS-1. Lifetime prevalence of drug use by age and country, in
accordance with the most recent national population survey available (for age 1524)
● TABLE EYE-9. HBSC school surveys (2009/2010): percentage of lifetime
prevalence of cannabis use among students aged 15-16 years old HSBC school
surveys (20019/2010)
● TABLE TDI-10. Age distributions and primary drug distributions - EU summary
of clients entering treatment, 2010 or most recent year available
● TABLE TDI-25. Age distribution of all clients entering outpatient treatment by
primary drug and gender, 2010 or most recent year available
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● TABLE TDI-103. All clients entering outpatient treatment by primary drug and
age, 2010 or most recent year available.

98
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Even if data seem low, the trend in entering drug treatment in Europe under 15 years old
is increasing. UK, Italy and Germany report most of the cases.

In US, the NCADD (National Council on Alcoholism and Drug Dependence) indicates
that:
www.eurehabchildren.com

“Juvenile Crime
Four of every five children and teen arrestees in state juvenile justice systems are
under the influence of alcohol or drugs while committing their crimes, test positive for
drugs, are arrested for committing an alcohol or drug offense, admit having substance
abuse and addiction problems, or share some combination of these characteristics.
1.9 million of 2.4 million juvenile arrests had substance abuse and addiction
involvement, while only 68,600 juveniles received substance abuse treatment.
Alcohol and Violence in College
● Each year, more than 600,000 students between the ages of 18 and 24 are
assaulted by another student who has been drinking.
● 95% of all violent crime on college campuses involves the use of alcohol by the
assailant, victim or both.
● 90% of acquaintance rape and sexual assault on college campuses involves the use
of alcohol by the assailant, victim or both.”

source: https://ncadd.org/about-addiction/alcohol-drugs-and-crime
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A certain trend with slowly higher rates than in Europe seems to be indicated by another
survey, in the US, on the age school children use illicit drugs

“Initiation and use among youth and young adults is of particular concern due to
the established increased risk of harm, such as other drug use and dependent drug use, a
risk of heavy dependence, lung problems, memory impairment, psychosocial
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development problems and mental health problems, and poorer cognitive performance
associated with early initiation and persistent use between the early teenage years and
adulthood.” (World Drug Report 2014, talking about cannabis).
A research by the US Substance Abuse and Mental Health Services
Administration has shown initiation of marijuana use before the age of 15 is associated
with higher risk of other drug use at 26 or older, and that those who tried marijuana
before the age of 15 were six times more likely to be dependent on an illicit drug at 26 or
older (relative to those who initiated marijuana at 21 or older (“Initiation of Marijuana
Use: Trends, Patterns, and Implications - Joseph C. Gfroerer, Li-Tzy Wu and Michael A.
Penne, Rockville, Maryland, 2002).

Signs of drug-crimes among children
“In the Juvenile Justice sector, one of the main problems is the lack of adequate
and comprehensive data about children in contact with the law and children at risk.
Practitioners starting to plan a children’s justice project frequently find, for example, that:
- There is no data about the number or the type of offences committed by children.
- No reliable figures exist for the number of children in prison.
- No figures exist for the children going through the justice system.
- No proper research on issues such as recidivism is available.” - p. 20 of the Save the
Children

Report:

“Child

Rights

and

Juvenile

Justice”

2016:

http://images.savethechildren.it/IT/f/img_pubblicazioni/img287_b.pdf?_ga=1.108760386
.170165347.1456316109
Even in this situation where data seem impossible to find, we can assume in the
case of drug abuse the same or a very similar age-curve as in the case of general offences.
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For

more

information

on

the

age-curve

issue,

please

check

http://www.nij.gov/topics/crime/Pages/delinquency-to-adult-offending.aspx
In Italy children aged 8 to 10 are involved in drug dealing: from north to south,
from Milan to Rome and Naples, children are used by drug dealers in order to survey the
street and be the sentinels in case of police actions or controls (source: Italian Drug
Observatory:

http://www.osservatoriodroga.it/droga-e-mafia-un-unico-enorme-

business/#sthash.EwUAhHva.dpbs )
In UK children are being used as drug mules, sent to surrounding towns and
countryside by criminal gangs seeking to expand drug market.
http://www.theguardian.com/society/2014/jan/05/drug-gangs-using-children-as-mules
In France there’s been a case of an 11 years old kid trying to sell drugs (cannabis)
in the primary school where he was studying: http://www.lefigaro.fr/actualitefrance/2013/06/29/01016-20130629ARTFIG00314-un-trafic-de-drogue-demantele-dansune-ecole-primaire.php
but more cases concern teenagers: drug dealers increased the use of teenagers in
their illegal activities and showdowns often concern youngsters aged less than 18. In
2008, in the database of OCRTIS almost 10% of the cannabis dealers in France were
under 18 years old; and a third was under 21:
http://www.liberation.fr/societe/2013/05/10/trafic-de-drogue-a-marseille-les-jeunes-enpremiere-ligne_902143
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This trend in Europe is also confirmed by other similar behaviours in other parts
of the world: http://www.cbsnews.com/news/mexico-drug-gangs-using-more-children-asmules/

Possible health issues related to drug abuse among children. Precautions?
● Trends in the use of illicit drugs and alcohol are increasing
● HIV, hepatitis, tuberculosis are registering increasing rates (not only out of
Europe, but also in the EU)
● Health is an issue when related to drug abuse and prescription drug abuse
● However, the Geneva experiment seems to prove that many health problems are
drug related but not drug caused
● Prevention in the families and the need to inform families also about the risks of
prescription drug abuse
● Prevention centers

Young people are currently very exposed to drug use because they have access to an
increasingly wide range of substances. The trends in the consumption of illicit drug use
and alcohol are increasing. The causes are linked to the willingness to try illicit drugs and
the likelihood of getting drunk - as a social activity and therefore the drug taking
behaviour of friends - , but also problems with the family or at school.
The majority of the problems related to health is that “more than 1 out of 10 drug
users is a problem drug user, suffering from drug use disorders or drug dependence”.
Drug dependence occurs when you require one or more drugs. It can also be related to
some medical conditions such as high blood pressure, chronic pain. Drud dependence
becomes a health concern when one person is abusing illegal or prescription drugs.
Addiction and dependence are sometimes interchangeable, but it is possible to be
dependent without being addicted or the contrary65.
Almost half of those problem drug users injecting drugs were living with HIV in
2013, but also hepatitis C and tuberculosis. These are the most common virus related to
drug abuses and usually the limited access to prevention and treatment increases the risk
of contracting blood-borne viruses. In 45 countries, since 2009, HIV prevalence among
young people under 25 years old who inject drugs was 5.2%66. HIV prevalence is
65

http://www.healthline.com/health/drug-dependence#Addictionvs.Dependence2

66

http://www.unaids.org/sites/default/files/en/media/unaids/contentassets/documents/unaidspublicatio
n/2014/UNAIDS_Gap_report_en.pdf
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increasing in Asia, in the Pacific area, in Eastern Europe and central Asia. A 2013
analysis show that people who inject drugs have an elevated risk of death, but the
mortality rate depends on settings: there is higher mortality in low-and-middle-income
countries than in high-income countries. Drug overdose and AIDS-related illness are in
any case the primary causes of death67.
According to the United Nations Office on Drugs and Crime, only one out of every
six problem drug users in the world has access to treatment, as many countries have a
large shortfall in the provision of services.
Moreover, “the annual number of drug-related deaths (estimated at 187,100 in 2013)
has remained relatively unchanged. An unacceptable number of drug users continue to
lose their lives prematurely, often as a result of overdose, even though overdose-related
deaths are preventable”68. This is also linked to the fact that the majority of young people
have no access to evidence-informed HIV prevention and treatment services, to
information about drugs and their effects. Education is needed. Prevention should be
firstly related to the knowledge and the awareness of risks: It is important to get a
confidential HIV test; testing is the first step of the medical care and prevention, it can
improve health and save lives. Health care providers should, according to the Centers of
Disease Control and Prevention, follow current HIV tests and treatment guidelines,
educate parents and young people about the risks.

67

Gap Report,
http://www.unaids.org/sites/default/files/en/media/unaids/contentassets/documents/unaidspublication
/2014/UNAIDS_Gap_report_en.pdf, p. 73-74.
68

http://www.unodc.org/documents/wdr2015/World_Drug_Report_2015.pdf, p.9
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Trends in the mean age of drug-induced deaths in some EU Member state, 1990 to

2007

The figure represents data from countries that reported the mean age of victims for most
years during the reporting period. From: Reitox national reports 2008, taken from
national mortality registries or special registries (forensic or police), available on
http://www.emcdda.europa.eu/html.cfm/index77540EN.html?type=stats&stat_

Drug-related consequences among very young people (from EMCDDA 2007 report http://www.emcdda.europa.eu/attachements.cfm/att_44741_EN_TDSI07001ENC.pdf ):

Even if the figures reported are low, the report itself indicates, among possible
explanations, the fact that access to treatment is difficult, especially for marginalized
groups. Moreover, the report also indicates that “some children with drug-use problems
as well as other concomitant problems might be captured in social services registers

www.eurehabchildren.com

106

although their drug problems remain unrecorded” (idem, p. 11). If to this we add the fact
that these data might be under-reported for privacy reasons, the small percentage is no
longer a “relief”.
A dramatic situation for instance emerges when considering children and in
particular categories at risk, such as the “street kids”. According to UNICEF, a third of
new cases of HIV infection in 2010 was concerning the 15-24 age group (“Blame and
Banishment”, 2010, UNICEF). In Eastern Europe HIV infection rates are increasing and
street children (the so-called thrownaway children) are at risk, especially those using
drugs.
Even when considering all categories (not only the ones at risk), in six years (1999
- 2005) the number of under 15 years old entering drug treatment in Europe increased of
330% (from 1000 to 3300, most of the cases being registered in UK).
However, while in 2007
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(2007 EMCDDA Report), in 2012 the table TDI-10 (see below) reports a completely
diverse situation: 30,4% of young drug clients entering treatments use volatile substances
as primary drug, while 4,2% use cannabis.

Prevention

a)Prevention in the families
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Seen the general framework, prevention is very important and should start from
the family: families are the strongest factor in protecting children from drug use. Families
should be supported and helped through psychological assistance and programmes, which
can give them the strength to support then their children, increasing their skills
concerning the problem solving, and increasing their ability in communicating and
building trusting relationships.
However, in some cases, it is the same family who - while trying to help own
children - risk to wrongly manage the issue. It is the case of some prescription drug
abuse (one of the most known could be Ritalin - http://ritalinsideeffects.net/ or
http://learn.genetics.utah.edu/content/addiction/ritalin/). Being cheap, accessible and
being prescription drugs, the common perception is that they are safe safe. However,
long term side effects have not been analysed in depth. Moreover, the Ritalin studies
show that “ADHD children are typically taken off of Ritalin when they reach adulthood.
Interestingly, these individuals seem to be more prone to cocaine addiction.”

b) Prevention centers
Prevention centers

APPROACHING THE VICTIM/OFFENDER
Approaching children engaged in drug abuse can be done trough target
interventions, if needed extending them to members of the family dealing with substances
abuse.

www.eurehabchildren.com
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Source:
http://www.emcdda.europa.eu/attachements.cfm/att_239505_EN_TDAT15001ENN.pdf,
pag. 69, European Drug Report 2015
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The penalties for crimes committed by minors in Europe depend from country to
country and from one type of offense to another: for instance the amount of illegal
substance, the actions taken, the type of substance. The majority of minors, however, are
charged with possession, sale, and / or intent to distribute.
As stated, penalties for juvenile narcotic crimes range from long-term
incarceration to penalties focusing only on the rehabilitation of children/teens having
committed the crime. The decision of the judge is generally influenced by the criminal
history of the minor, by the nature of the circumstances and, obviously, by the crime
committed. Mandatory rehabilitation is often used if the crime has been committed
because of a developed addiction.
The most common forms of alternative sentencing are the following:
● supervised or unsupervised probation
● community service
● house arrest
● AA (Alcoholics Anonymous) or NA (Narcotics Anonymous) meetings
● therapy sessions / behavioural management programme

www.eurehabchildren.com

The Drug Crime Cycle:

Delinquency /
violence

Use of drugs

Poor health

Deteriorated
family
relationships

Worsening
school
performance

This is not to say that drug use necessarily leads to violent behaviour or to
criminal activity. Moreover, the cycle scheme is not exhaustive, as other factors might
incur: social, psychological problems, etc.
In other words, the relationship among juvenile drug use, drug treatment, and
crime is complex and chamaleontic and therefore cannot be simplified using arrows
taking from one factor to another (i.e. poverty doe snot necessarily bring to drug use;
drug use does not necessarily lead to crime; etc.). The general framework is rather the
result of various factors influencing all others and creating, upon the base of the initial
elements (personality, culture, ethnicity, etc.), a new matrix.
Dealing with such a complex reality obliges policy makers and decision makers,
however, to generalize this complex reality in order to create general programmes and
common rules.
The approaches leading to better results are those including three elements:
-

competency development (for the offender),

-

offender accountability (towards the community: a way to repair the “damage”/ to
repay the bad action) and

For

safety of the community itself (monitoring the behaviour of the juvenile offender).
more

information

about

this

approach:

https://www.ncjrs.gov/pdffiles1/nij/186156.pdf
Lipsey’s meta-analysis on deterrence programmes and recidivism (1999) combining
the results of more than 200 studies on juvenile institutionalized programmes and in
community based programmes found that the most promising effects on recidivism
occured within programmes incorporating individual counselling, the development of
interpersonal skills, multiple services and some behavioural therapy (family, for
www.eurehabchildren.com
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instance). Jones and Wyant (2007: 765) found the same relationship between
programmes helping offenders to build interpersonal skills and a decrease of recidivism
rates.

The

entire

study

is

available

at:

http://www.children.gov.on.ca/htdocs/English/topics/youthandthelaw/roots/volume5/prev
enting05_rehabilitation_strategies.aspx

But here we reported the main finding:
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http://www.emcdda.europa.eu/system/files/publications/671/TDSI12001ENC_396469.P
DF
Most common mistakes in approaching children who abuse drugs or has become addicts,
and offenders of drug-crimes
Researches has shown the development of evidence-based treatments and
interventions which have evolved during the years and are successful in the management
of drug abuse and addiction, as already shown in this paper. However, there are many
common mistakes in dealing with children who abuse drugs or has become addicts, and
offenders of drug crimes.

Deterrence and abstinence programmes
Deterrence programme has been the basis of studies and jurisprudence for
centuries and the idea that fear of punishment

motivates and convinces possible

offenders to respect law was the main justification of punishments.
The philosopher Jeremy Bentham was one of the first promoter of the idea of
deterrence, thinking mankind as rational actors who would calculate the risk of being
www.eurehabchildren.com

punished and would whether to commit a crime or not on the basis of potential benefits of
the crime itself69.
Even if the general idea of deterrence as a successful treatment is still spread and
politicians still promote strict legislation , some years ago psychological thesis started to
challenge this opinion: many authors, such as Loeber and Farrington (1998) noticed that
deterrence programmes and drug abstinence programmes are not so effective on
recidivism, while Howell (2003) talked about how wilderness programmes are much less
effective for serious and violent youth than for other any violent group70.
The focus of these recent studies is on the influence that norms and sanctions have
on who is experiencing drug abuse or drug addiction as well as the idea of the crime, that,
in many cases, could widen the drug use and increase a strong sense of oppression and
limitation of freedom71.
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http://www.children.gov.on.ca/htdocs/English/topics/youthandthelaw/roots/volume5/prev
enting05_rehabilitation_strategies.aspx

69

L.C. Fentiman, Rethinking Addiction: Drugs, Deterrence, and the Neuroscience Revolution, Pace University School of Law, 2011,
http://digitalcommons.pace.edu/cgi/viewcontent.cgi?article=1785&context=lawfaculty
70

http://www.children.gov.on.ca/htdocs/English/topics/youthandthelaw/roots/volume5/preventing05_rehabilitation_strategies.aspx
71

http://www.vittimologia.it/rivista/articolo_bertelli_2011-02.pdf
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Drug abuse and addiction as a disease
There are many scholars and researchers who have questioned whether drug use
and addiction is or not a disease.
A research from the U.S. National Institute on Drug Abuse has shown that
addiction changes the brain and the compulsive behaviours one has when assuming drugs
can be similar to behaviours of other mental illness72.
The “substance use disorder” and “addictive disorders” are still included in the
Diagnostic and Statistical Manual of Mental Disorders, in its 5th Edition of 2013. The
DSM V is recognised as a universal authority for the psychiatric diagnosis.
Considering child abuser as “diseased” changed the public opinion and the general
approach which in past years thought of abuser as immoral and bad persons.
However, treating children who abuse drugs as they have a psychological or
mental health disorder could emphasize the fact that treatments are only linked with
mental and health care, avoiding social and cultural factors. In fact, often people turn to
drug to feel better, because of their depression, anxiety, stress or traumas.
It seems that the disease label justifies health treatment and reduces the willing to
understand the real causes of the abuse, addiction or crime. Drug use and addiction is not
only linked to health care but it is a mixture of social, cultural and psychological elements
that should not be left out. It is also important to analyse the context and the social
environment and constructions in which children are living, that could be different in
each country.
Moreover, the disease is often a synonym of weakness, but the feeling of
weakness is not useful for a child abuser, who has to react and being supported in facing
the problem. It could widespread the idea of the stigma.
More information can be found:

https://www.psychologytoday.com/blog/the-heart-

addiction/201112/is-addiction-really-disease

The role of the family
Families play an important role in approaching and in the recovery of substance
73

abuses . Parents are usually taken as a model of behaviours and for this reason it is
necessary that families have a positive influence on their children: the involvement of
72

https://www.drugabuse.gov/publications/research-reports/comorbidity-addiction-other-mentalillnesses/drug-addiction-mental-illness
73

Some countries such as Spain, Ireland, Romania, Norway are implementing prevention programmes
also for families at risk, which focus on increasing educational skills and improving parent-child
relationships. More info available at:
http://www.emcdda.europa.eu/attachements.cfm/att_44741_EN_TDSI07001ENC.pdf
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parents or members of the family in drug abuse, drug crime, sexual abuse are risk factors,
as also the absence and lack of supervision of them. In fact, the treatments are usually
family-based and aim to increase the involvement and the support of the family74.
According to the Report published by the European Monitoring Centre for Drug
Addiction in 2012, Pregnancy, Childcare and the Family: Key issues for Europe’s
Response to Drugs, drug use is often a burden for the user and for other family members
and if a family member is having drug problems, also the ability to rear, protect and care
for their children decreases. children have to grew up earlier, assuming responsibilities
and tasks to replace their parents’ role. Furthermore, the children who are experiencing
drug problems in their family environment could be more vulnerable, but data show that
there are different degrees of vulnerability and capabilities of tackling the situation they
have to face.

The model below show the interaction by risk and protective factors:
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http://www.emcdda.europa.eu/system/files/publications/671/TDSI12001ENC_396469.P
DF
74

https://www.drugabuse.gov/publications/principles-drug-abuse-treatment-criminal-justicepopulations/what-are-unique-treatment-needs-juveniles-in-crimin
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For example, an Irish study found out that even if parents disapprove their own drug use
and tell their children not to follow their examples, they are usually not successful in
transmitting their values; a Danish study demonstrated how a third of children who grew
up in a substance use environment had substance use problems later in their life. Also
genetic factors could play a role75.
In the majority of the European countries, children enter treatment in the general
drug treatment services for the adult population. However, <direct contact with adult drug
users consuming heroin, cocaine and other drugs may have a negative influence on the
behaviour of these children. For that reason, several countries have identified a need to
establish drug services specifically for very young people>76.
High-risk family are not only low-income families: some national studies
Denmark, the Netherlands, Sweden, the United Kingdom) show that one risk factor is
parents’ level of knowledge of their children's life out of home and their friends.
Another common mistake is intimidation from parents and educators. This leads
to fear, isolation and non-acceptance of reality, increasing the risk of victimisation, while
the children should feel confident in asking for help. There should be a positive
communication in family and they have to be ready in face the reality. Then, the last
thing that children need is <to have unnecessary boundaries and limits imposed on them.
These risk stifling their joyous and adventurous spirit.>77

Preventing drug crimes and victimization of drugs abuse among children:

An effective prevention of drug use and the reduction of risks would mean
promoting health and well being in the society. Giving and assuring access to a
continuous prevention and treatment option to people in need, the human and social costs
of drug use would consistently decrease: these include the reductions in violence and
crimes, as violence (gender-based, sexual and other violence), child abuse, injuries,

75

More details and examples are available here:

http://www.emcdda.europa.eu/system/files/publications/671/TDSI12001ENC_396469.PDF
76

http://www.emcdda.europa.eu/attachements.cfm/att_44741_EN_TDSI07001ENC.pdf, p.17.

77

Gorana Hitrec, Teaching children to protect themselves from sexual abuse,
http://www.coe.int/t/dg3/children/1in5/Source/PublicationSexualViolence/Hitrec.pdf, p.170
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communicable diseases (HIV, viral hepatitis and tuberculosis) and non-communicable
diseases (cancer, cardiovascular diseases) and sexual and reproductive health problems78.

Moreover, spending on treatment and prevention, including the empowerment of people
to recognize their problem and ask for help and providing access to health care, will
bring to a reduction in drug-related crimes79.
In the Guidelines for the Prevention of Crime, written by the United Nations Economic
and Social Council, it is stated that <there is clear evidence that well-planned crime
prevention strategies not only prevent crime and victimization, but also promote
community safety and contribute to sustainable development of countries. Effective,
responsible crime prevention enhances the quality of life of all citizens. It has long-term
benefits in terms of reducing the costs associated with the formal criminal justice system,
as well as other social costs that result from crime.> (Economic and Social Council
resolution 2002/13 )80.
According to the last report of the Secretariat of the World Health Organisation, a
national drug policy and action plan, supported with a law enforcement against the illicit
market, as well as health promotion and prevention programmes, could be more effective
than providing just information on the effects of drugs81. The necessity of a multi-sectoral
and multidisciplinary approach, which conveys pharmacological and psychological
support (through an early diagnosis and responding to the individual needs) and social
reintegration programmes, is due to the fact that only with an impact at the population
level the best treatment outcomes are reached82.

78

World Health Organisation, Public Health dimension of the world drug problem including in the context

of the Special Session of the United Nations General Assembly on the World Drug Problem, to be held in
2016, 15 January 2016, http://apps.who.int/gb/ebwha/pdf_files/EB138/B138_11-en.pdf
79

<Substance use disorders can be treated and managed cost-effectively, saving lives, improving the
health and well-being of affected individuals and their families, and reducing costs to society. The costs of
treatment and care are much lower than the indirect costs of drug use disorders and associated health
conditions, which include the costs of unemployment and absenteeism, crimes, the criminal justice
system and law enforcement, as well as premature mortality and disability>.
http://apps.who.int/gb/ebwha/pdf_files/EB138/B138_11-en.pdf
80

https://www.unodc.org/documents/justice-and-prison-reform/crimeprevention/resolution_200213.pdf
81

http://apps.who.int/gb/ebwha/pdf_files/EB138/B138_11-en.pdf

82

http://apps.who.int/gb/ebwha/pdf_files/EB138/B138_11-en.pdf
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The responses and approaches used by States are different and there is no single
educational and training model or programme that could be suitable for each different
national situation83.
The European Monitoring Centre for drugs and Drugs addiction has collected a
series of best practices in drug interventions, which are available on their official website:
http://www.emcdda.europa.eu/best-practice .

Prevention for families
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Prevention for school students, which could offer a systematic and efficient way of
reaching a large number of young people

83

Pompidou Group and Concil of Europe, Education and training on substance use disorders,
Recommendations for future national Drug Policies, 2014,
http://www.coe.int/T/DG3/Pompidou/Source/Documents/Edu_Training%20Eng%2060s-V3.pdf
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Prevention for communities

Note: It is not clear if these types of intervention reduce consumption.
Resilience Theory to prevent adolescent abuse and addiction
In recent years, many studies on resilience linked to researches on drug abuse
prevention have been developed. In the social environment, there are a lot of risk factors
that include traumatic events, socio-economic disadvantages, family conflicts, violence or
social and academic achievements.

Advice for teaching children to protect themselves from sexual victimization/offending
Teaching children to prevent from sexual victimization/offending is also
necessary, as children are particularly vulnerable and unaware of dangers, risks, and selfprotection.
It is important to have good communication with children and young people, so to
give them guidelines and tips on how to ensure their safety. A friendly and supportive
environment will also assure a deeper sexual education of the children, even if some
societies are not willing to introduce it (some States are also unwilling to introduce it in
the educational system, but evidences show a lack of knowledge expose them to
victimisation).
The literature on how to teach children to protect themselves from sexual abuse is
very wide and a lot of educational programmes on prevention have been developed84.
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Gorana Hitrec, Teaching children to protect themselves from sexual abuse,
http://www.coe.int/t/dg3/children/1in5/Source/PublicationSexualViolence/Hitrec.pdf
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The role of the family and the school in these programmes are very important.
Empowering children to protect themselves and to have the awareness of their rights are
the priority tasks of the family. Schools also must be involved in working to prevent
sexual abuses, as community programmes or individual actions85.
The aim is to give children skills, such as:
● facing everyday life and be prepared for it, building up a healthy self-esteem and
encouraging children to respect every individuality
● identifying and responding to risks, recognising the right to be safe;
● identifying, preventing and stopping sexual abuses;
● asking for help, expressing needs and feelings86.
Educational programmes could be also useful in raising public awareness and
increasing the public sensibilities on these issues.
Keep in Mind87 (To Do’s)
 Include families into the rehabilitation process if it is appropriate and applicable.
 Ask for help from professionals of other disciplines if necessary.
 Check for if the child needs any medical treatment.
 Create a warm and private environment to facilitate the interview with the child.
 Let the child explain him/her-self with his/her own words
 Do not blame the child for his/her drug addiction problem
 Learn about the general environment that breeds drug abuse.
 Try to identify risk factors for present and future drug abuse.
 Ask for if there is any pregnancy situation.
 Consider that for pregnant women, medications to assist detoxification from
stimulants can be used but should be reserved when specific symptoms emerge
 Consider that problem cannabis use can lead to difficulties performing at work
and legal problems; cannabis dependence has been associated with adverse
psychological and physical consequences.
 Consider that any behavioural intervention (including cognitive behavioural
therapy (CBT), motivational interviewing (MI) and contingency management) can

85

C. Crosson-Tower, The Role of Educators in Preventing and Responding to Child Abuse and Neglect, U.S.
Department of Health and Human Services, 2003, https://www.childwelfare.gov/pubPDFs/educator.pdf
86

Gorana Hitrec, Teaching children to protect themselves from sexual abuse,
http://www.coe.int/t/dg3/children/1in5/Source/PublicationSexualViolence/Hitrec.pdf
87

based on the data published by The European Monitoring Centre for Drugs and Drug Addiction
EMCDDA. Web Page: http://www.emcdda.europa.eu/
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help to reduce use and improve psychosocial functioning, both in adults and
adolescents, at least in the short-term (With cannabis users)
 Try to provide drug users with an incentive-based treatment (for example
contingency management) together with some employment which helps them to
improve their social condition
 Consider that Some of the drugs used to treat depression (fluoxetine and
imipramine) can help amphetamine users stay in treatment in the short and
medium term (With amphetamine users)
 Consider that multidimensional family therapy helps reduce use cannabis and
keep patients in treatment, especially in high-severity young patients
 Consider that psychosocial interventions can help to reduce cocaine use by
influencing the mental processes and the behaviours related to the addiction
 Consider that opioid substitution treatment, combined with psychosocial support,
helps patients stay in treatment and reduces use and mortality. It also has a
positive impact on the mental health of patients
 Consider

that

methadone

and

buprenorphine

are

the

recommended

pharmacological treatments of opioid addiction. Taking into account clinical
practice, methadone is superior to buprenorphine in retaining people in treatment
 Consider that opioid substitution treatment is also strongly recommended for
pregnant women dependent on opioids, even more than attempting dexotification.
 Consider that (with dual-diagnosis patients) integrated treatment combining
pharmacological and psychological interventions seems to help in cases of
psychosis and substance use disorders as well as anxiety and opioid disorders
 Consider that(with dual-diagnosis patients)the therapeutic approach to tackle dual
diagnosis, whether pharmacological, psychological or both, must take into
account both disorders simultaneously and from the first point of contact in order
to choose the best option for each individual
 Consider that infections caused by HIV and Hepatitis C among people who inject
opioids can be prevented with opioid substitution treatment and the provision of
clean needles and syringes
 Consider that death among drug users is reduced by keeping them in opioid
substitution treatment
 Consider that providing drug users with an incentive-based treatment (for example
contingency management) together with some employment helps them to improve
their social condition
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 Consider that residential treatment and therapeutic workplaces associated with
contingency management improve work attendance and performance
 Consider that employee assistance programmes help drug users improve work
performance
 Consider that Supported employment interventions help drug users with mental
problems to get a job
 Consider that opioid substitution treatment has a very strong protective factor
against death in prison for opioid-dependent prisoners
 Consider that substitution treatment is also particularly important in prison as it
reduces injecting risk behaviours
 Consider that psychosocial treatments reduce the re-incarceration rates in female
drug-using offenders
 Consider that for drug-using offenders the use of naltrexone seems to help to
reduce their re-incarceration rates
 Consider that pharmacotherapies based on psychostimulants are probably of little
value in the treatment of amphetamine dependence
 Consider that Pharmacotherapy for routine treatment of dependent pregnant
women is not recommended
 Consider that pharmacotherapies based on antidepressants, anxiolytics and
anticonvulsant are probably of little value in the treatment of cannabis dependence
 Consider that Pharmacotherapy for routine treatment of dependent pregnant
women is not recommended
 Consider that It is not clear whether antidepressants help reduce the craving for
cocaine
 Consider that detoxification under heavy sedation does not work and can actually
be harmful (with opioid users)
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CHAPTER FOUR ABUSE AND NEGLECT
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ABOUT ABUSE AND NEGLECT
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In 1999, the Meeting of Consultation of the WHO (World Health Organization)
on the Prevention of Child Abuse is defined as the abuse and neglect that the under 18
may suffer, and it includes all types of physical abuse or psychological, sexual abuse,
neglect, negligence and commercial exploitation or otherwise causing or likely to cause
damage to health, development or dignity of the child, or endanger their survival, in the
context of a relationship of responsibility, trust or power. Exposure to intimate partner
violence also sometimes included among the forms of child abuse.
The Committee on the Rights of the Child United Nations has frequently
expressed concern about the extent of different forms of violence against children,
including sexual abuse, by having made a General Comment no.13 (2011) on “child’s
right to be free from any form of violence”. This remark affects a number of elements to
be incorporated into national coordinating frameworks which include, in particular, the
central role of the family in the strategies of care and protection of children and the
gender dimension in the violence against children, as well as, sexual abuse and
exploitation.
Former legislation at the international level to protect childhood and adolescence
The concept of childhood as a stage of human development with its unique
characteristics and own rights constitutes a fact relatively close to our time.
The effects the World War I had on the collective consciousness, from an
international perspective, the League of Nations, meeting in the city of Geneva at its V
Assembly dated September 24, 1924, approved the first Bill of Children’s Rights. The
Declaration highlights the need that arises in any abandoned to receive special protection.
Later, after the Second World Ward, the founding states of the United Nations,
became aware of the need to protect fundamental human rights that should be granted t
all members of the human family. As a result of this international legislative work on the
basis of freedom, equality, justice and peace, the Declaration of Human Rights of
December 10, 1948, was established. As in the Article 25.2, which decrees “motherhood
and childhood are entitled to special care and assistance. All children, whether born in
wedlock or out of wedlock, shall enjoy the same social protection”.
Similarly, the Declaration of the Children’s Rights, November 20, 1959, by the
Resolution 1386 (XVI) of the United Nations General Assembly, recognizes in the ten
principles it contains, the wide range of rights that children must enjoy without
discrimination: name, nationality, food, housing, education, medical services, etc. It also
indicates that “the child shall enjoy special protection (…) in order s/he can physically,
mentally, morally and socially develop into healthy and normal manners and in
conditions of freedom and dignity” (Principle 2).
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The subsequent International Convention on the Child’s Rights performed by
the United Nations General Assembly on November 20, 1989 stands as a legal, political,
social and global reference to protect the development and dignity of all under 18 as
owners of rights. Therefore, it became the Treaty of Human Rights, most widely ratified
of history, affecting the 96% of all children in the world (UNICEF, 1998). Similarly, it
created the necessary mechanisms to control that the minors’ own rights, in harmony with
those of the adults, remained fully guaranteed.
Besides safeguarding the rights announced in the preceding laws, the Convention
opposed any kind of discrimination based on race, color, sex, language, religion and/ or
any other circumstances as it could be disability (art. 2); and it stresses that all decisions
regarding the child, including adoption, should safeguard the “best interests” of the same
(art. 3). International adoption is considered as a replacement measure, which has to be
controlled by competent authorities, in order to avoid benefits for those investing in its
processing (art. 21). In addition to ensuring rights of social, cultural and economic nature
(art. 4), the protective effort is extended to civil and political ones by providing a global
and integrative perspective and a more rational framework for the promotion and
protection of children.
In relation to the “Protection against any kind of violence”, it remarks that: “States
Parties shall take all appropriate legislative, administrative, social and educational
measures to protect the child from all forms of physical or mental violence, injury or
abuse, neglect or negligent treatment, maltreatment or exploitation, including sexual
abuse, while in the care of parent(s), legal guardian(s) or any other person who has the
care of the child.” (Art. 19).
The mechanism of guarantee that the Convention established to fight for the rights
and full protection of childhood corresponds to the Committee of Child’s Rights (arts. 43
to 45). In order to achieve it, States Parties undertake to submit to the Committee,
through the Secretary-General of the United Nations, reports on the measures they have
adopted which give effect to the rights recognized herein and on the progress made on the
enjoyment of those rights: (a) Within two years of the entry into force of the Convention
for the State Party concerned; (b) Thereafter every five years. (art.44.1.). It also states that
the Committee, shall submit to the United Nations General Assembly, through the
Economic and Social Council, every two years, reports on its activities (art. 44.5).
Convention on the Children’s Protection and Cooperation in matters of Intercountry
Adoption: The Hague, 1993.
The signatory States of the Convention based on the recognition of the child as a
being that, for the harmonious development of his personality, needs to grow in a family
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environment and in a climate of happiness, love and understanding. Its content takes into
account the principles recognized by the international instruments, especially the UN
Convention on the Rights of the Child on November 20, 1989. Also, by the United
Nations Declaration on Social and Legal Principles, applicable to the protection and
welfare of children, considered especially from the angle of the practices in adoption and
family placement in the national and international levels (General Assembly Resolution
41/1985, of 3 December 1986).
However, the UE has the exclusive competence in relation to the Convention’s
regulations affecting the competency, recognition and compliance of legal ruling in
matrimonial matters and the parental responsibility (“Brussels II”). Therefore, the EU
should make a declaration when signing the Convention, whereby the EU law will remain
in force as regards the recognition and enforcement of judgments of the Union issued by
a European country on issues related to the Convention.
On 2015, there are 105 signatory countries of the Convention of The Hague.
Another Relevant legislation:
The Convent of the European council about the minors adoption, made in Strasbourg
on the 27 of November 2008.
– The Convent of the European Council in relation to the proteccion of children against
exploitation and sexual abuse, made in Lanzarote (España) on the 25 of October, 2007.
– The Regulation (CE) no. 2201/2003 of the Council of November 27, 2003 relating to
the competence, recognition and enforcement of judicial judjements in matrimonial
maters and parental responsibility.

Definition of Abuse and Neglec in Each Country.
In keeping with international standards, the law of each state, clarifies what abuse
and neglect means and, accordingly sets out government measures to the protection of
childhood and adolescence.
In Spain these concepts are regulated by the Law 26/2015 of 28 July, on the
Protection of Children and Adolescents, and the Organic Law 8/2015 introducing the
necessary changes in areas considered as organic matter to influence the fundamental
rights and public freedoms recognized in the articles 14, 15, 16, 17 and 24 EC.
It is considered that an under 18 has suffered neglect or abuse when s/he is in
situation of social vulnerability by risk or helplessness:
At risk: characterized by the existence of injury to the individual or social
development of the children but not reaching enough seriousness to justify the separation
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of these from their parents or household and therefore, not requiring the assumption of
guardianship by the ministry of law.
The intervention, in any case guaranteeing the child’s rights, is limited to try to
eliminate, within the family institution, the risk factors and social problems that the child
is already in and promoting factors to foster himself and his household by monitoring the
evolution of the child in the family.
In helplessness: situation which occur because of failure, or inability or
inadequate exercise of the duties of protection established by law for custody of the
children, when they are deprived of the necessary moral or material support.
In these situations, in which the seriousness of the facts suggest the separation of
the under 18 from the family, the intervention takes the form of the assumption by the
government of the guardianship of the child, taking appropriate protective measures and
giving notice to the Public Prosecutor.
Portugal: the Portuguese legislation differentiates between “at risk” and
“endangered” minors. The main difference between both arises from the danger that the
potential risk carries in terms of the children’s rights implementation while the plication
of the concept of danger is added to the high probability of occurrence.
As it is defined in the Law of Protection of Minors and Youth at risk, “not all the
risks for the development of the children legitimize the intervention of the State and
society, in their lives, their autonomy and that of their family”.
Under this legislation (paragraph 2, article 3, LPCJP88) it is considered that the
person, child or Young is in danger when any of the following situations occurs:
a) they are abandoned or the family entrust the underage to the social and protection
system since they cannot take care of them
b) they are undergoing physical, psychological or sexual abuse;
c) they do not receive adequate attention or affection to their age and personal
situation;
d) they are forced into inappropriate labor or work for their age, dignity and personal
situation, or are detrimental for their training and development;
e) they are obliged directly or indirectly to certain behaviours that seriously affect
their safety and emotional balance.
f) they adopt certain behaviours or surrender to consumption activities that seriously
affect their health, safety, training and education since their parents do not take
appropriate measures to stop this situation.
88

Lei de Promoção e Proteção de Crianças e Jovens em Perigo
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The State has to intervene when a dangerous situation is identified to eradicate it and
keep the minor safe.
In France, the definition is given by the Penal Code, Chapter VII (Offences against
the exercise of parental authority), Section V (Endangerment of Minors) “Deprivation of
food or care to the point of endangering the health of a minor under fifteen years of age,
inflicted by an ascendant or by any other person exercising parental authority or having
authority over the minor, is punished by seven years' imprisonment and a fine of
€100,000 (Spencer, 2005, p. 63).
Italy: Child abuse is defined as “the violation of human or civil rights of an
individual, through the act or actions of another person or persons”.
Negligence is understood as “a failure to provide the necessary care, help or orientation to
the dependent adults or children by their caregivers”.
Netherlands: in Netherlands a negligence is considered when a person who is
responsible of custody and care of another dependent person does not take care of his/her
needs.
Child abuse is defined as any form of violent and threatening behaviour towards
minors either physical, psichological or sexual nature. The physical and pshychological
negligence understood as the lack of attention to the basic needs of love, warmth, safety
and comprehension is also regarded as abuse.
United Kingdom: The National Society for the Protection against Child Cruelty
(NSPCC) describes negligence as: “… The continuing failure to meet the basic needs of a
child. That is, a hungry child unattended or dirty, without adequate clothing, shelter,
security or health care. When the child is in danger or not protected from physical or
emotional harm. When the underage does not receive love, care and attention they need
from their parents…”
The NSPCC defines child abuse as: “… the attitude another person – either adult or not –
that causes significative harm to a minor. It could be physical, sexual or emotional harm,
lack of love, care and attention. The negligence, whatever form it takes, can be as harmful
for a child as it is the physical abuse.
In Turkey, the right of a child to be protected against torture and other
punishments or cruel, unhuman or degrading treatment is guaranteed by the Constitution,
the Penal Code89 and the Right of Criminal Procedure Act 90. The rights of children in
conflict with the law are governed primarily by the law on Juvenile Courts91 and the
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Act No. 765 Criminal Code
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Act No. 1412 of the criminal proceedings.
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Act No. 2253 Establishment, duties and and judicial proceeding of the Juvenile Courts.
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regulations of arrest, custody and interrogation92. Moreover, children are protected under
the law of the public services agency and the protection of childhood93.

Summary:
The consideration of childhood as a stage of the human development with its
peculiar characteristics and own rights constitutes a fact relatively close to our time.
The effects the World War I had on the collective consciousness made it possible
that, from an international perspective, the League of Nations, meeting in Geneva in the
V Assembly the 24th September of 1924, passed the first Declarations of the Children
Rights. This declaration highlights the necessity of any abandoned minor to receive
especial protection.
The Convention on the Rights the Child in 1989, currently almost universally
ratified, points out in regards to the “Protection against any kind of Violence” that:
“States Parties shall take all appropriate legislative, administrative, social and educational
measures to protect the child from all forms of physical or mental violence, injury or
abuse, neglect or negligent treatment, maltreatment or exploitation, including sexual
abuse, while in the care of parent(s), legal guardian(s) or any other person who has the
care of the child” (Art. 19).
The Convention defines “child” as any person under 18.
Each State internally legislates the realization of protective measures in response
to

92
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conventions
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Regulation on arrest, pólice custody, and interrogation of October 1997. Under de law on the Social Services and Child Protection Agency.
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Act No.2828 on Social Services and Child Protection Agency.
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What are the most common types of abuse and neglect that children are exposed to?
According to Fabian Zarate94 (article: Child Abuse: Approach, Intervention and
Prevention in Schools) the various forms of abuse can be classified in a scheme of double
entry or two subdivisions: active/passive and physical/emotional.
The active abuse is due to an intervention of the abuser causing a physical or
emotional harm.
The passive abuse is the one that is produced when you stop meeting the basic
needs of children.

Child Abuse
Active
- Physical Abuse
- Sexual Abuse

PHISICAL
- Prenatal Abuse

Passive
- Physical
negligence

neglect

or

- Labour exploitation
- Begging
- Corruption
- Shaken baby syndrome
Münchhausen

-

syndrome

132

by

proxy
EMOTIONAL

- Emotional Abuse

- Emotional neglect

OTHER FORMS OF ABUSE

- INSTITUTIONAL ABUSE
In the field of Public Services
In the field of Education
In the field of Health
In the Judicial field

Next, we are going to define any of the child abuse aforementioned, referring to the
different forms that present, indicators and the possible effects that may occur in children:
1. Physical Abuse: it includes acts committed by parents or adult caregivers against
children that generates temporary or permanent physical injuries; caused by various
objects (belts, electric wires, sticks, cigarettes, various substances, etc.).
2. Emotional Abuse: it involves the attitudes of indifference, insults, offenses and/ or
disdain produced by the parents or adult caregivers and that damage their emotional
sphere (generating feelings of worthlessness, low self-esteem and personal
insecurity).
94

Professor of prevention of violencia at schools. Instituto normal superior "Simón Bolívar". El alto, la Paz – Bolivia.

clementezarate@hotmail.com. Higher University of san Andrés. First cycle of seminars and workshops of teacher updating of primary level Nuestra señora de la
Paz. Bolivia.
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3. Sexual Abuse: it includes the mutual interactions between a child and an adult, in
which the child is being used for the sexual gratification of the adult and against
which s/he cannot give informed consent. It may include from an exposure of the
genitals of the adult to the rape of the child.
4. Physical neglect: understood as those situations of omission caused by the parents or
adult caregivers in which the basic needs of the child are not met (food, clothing,
hygiene, protection, education and health care) even though, they could have.
5. Emotional neglect: situations of omission caused by the parents or adult caregivers
involving no response from them to the satisfaction of the emotional needs of the
children, having been able to respond to them.
6. Prenatal abuse: carelessness, by action or omission, to the body of the mother or the
self-consumption of substances or drugs that, consciously or unconsciously, harm the
fetus that she is carrying.
7. Labour exploitation: situation in which certain people assigned the child with
continued compulsory work (domestic or not) that exceed the usual limits and that
should be performed by adults and which clearly interfere the activities and either
social or scholar needs of the child, and that are assigned to the child in order to
obtain an economic benefit.
8. Begging: activities or actions, performed by a minor, that consist on demands or asks
for money in the streets (minor exploitation).
9. Corruption: adult behaviours that prevent normal socialization of children and
promote patterns of antisocial or deviant behaviour (like rewarding the child for
stealing, encourage consumption of drugs and/or alcohol, etc.).
10. Shaken baby syndrome: it is produced by a violent shake of the infant body in order
to silence his/her crying; it is characterized by retina hemorrhage, cerebral
hemorrhage: subdural or subchranoid hemorrhage and the absence of external cranial
trauma.
11. Münchhausen syndrome by proxy: situations in which the father/mother (mainly)
make the child go through continuous medical test, claiming physical pathological
symptoms, fictitious or actively generated by the father/mother.
12. Institutional Abuse: any legislation, procedure, action or omission from the public
authority or derived from an individual professional performance that involves any
abuse, neglect; detrimental to the health, security, emotional state, physical wellbeing, proper maturation or that violates the basic rights of the child. Indeed, the
protagonists of this abuse are the people responsible for the care, protection and
education of the child, as well as, the various policies applicable to children.
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Kind of Abuse Regarding the Environment in which it is produced
Abuse can be also classified by taking into account the environment in which it
occurs, following the report of the independent expert for the study of violence against
children, Paulo Sergio Pinheiro, from the United Nations, summited under the resolution
60/231 of the General Assembly95:
A. Abuse in the domestic environment (home and family).
Eliminating and responding to violence against children is, perhaps, more
challenging in the context of the family than in any other since it is considered generally
that the more private spheres. However, the right of children to live, survival,
development, dignity and physical integrity do not stop at the door of the family home,
not even the obligations that the States have to guarantee such rights to the children.
 Violent methods of discipline. The violence against children in the family may
occur in the context of discipline, under the form of physical, cruel or humiliating
punishments96. Physical and psychological violence. Injuries, insults, isolation,
rejection, threats, emotional indifference and belittling are all forms of violence
that may harm the child’s physiological development and well-being, especially
when these deals come from a respected adult such the father or mother. It is of
vital importance to encourage parents to use only non-violent methods of
discipline.
 Carelessness. For example, not meeting the physical and emotional needs of
children, not protecting them from danger or not obtaining medical and other
services when needed contributes to mortality and morbidity in young children.
 Sexual violence at home. According to various researches realized in 21
countries (mostly developed) between the 7% and the 36% of women and the 3%
and the 29% of men said that S/he had been victim of sexual abuse during their
childhoods and, according to most of the studies the rate of abuse suffered by girls
is 1.5 to 3 times that of men. The majority of abuses occur within the family
circle97.
 Gender violence. The imbalance between boys and girls in some regions in the
sex ratio suggest that girls and young women are under a greater risk of suffering
neglect and violence.

95

United Nations A/61/299 Distr.: General 29 August. Original Spanish: English 06-49108 (S) 041006 041006 *0649108* Sixtyfirst Session. Item 62 of
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96
Website of the Study of the General Secretary about the Violence against children (http://www.violencestudy.org/r27) y J. E. Durrant “Corporal
punishment: prevalence, predictors and implications for child behaviour and development”, en S. N. Hart (ed.), Eliminating
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 Young girls married. In some countries, the absence of the minimum legal age
for the sexual consent and marriage can expose the girls to a violent treatment of
their partner. An estimated 82 million girls marry before their 18th Birthday. A
significant number are married at much younger ages, frequently coercively, and
face a risk of violence, including forced sex.
 Rejection of children with disabilities, they are also at a greater risk of neglect.
Children with disabilities may be abandoned, a practice that may sometimes be
accepted and encouraged98.
 Harmful traditional practices affect children disproportionately and are
generally imposed on them by their parents r community leaders at an early stage
of their lives. According to the Special Rapporteur on traditional practices
affecting the health of women and children, female genital mutilation, according
to WHO is carried out on increasingly younger girls, it is prevalent in Africa and
also occurs in parts of Asia an in immigrant communities in Europe, Australia,
Canada and the United States99. Other harmful traditional practices affecting
children include, among others, bonds, scratches, burns, marks, violent initiation
rites, fattening, forced marriage, so-called crimes of “honor” and related violence
dowries, exorcism r “witchcraft”.
 Witnessing domestic violence: It is estimated that between 133 and 275 millions
of children worldwide witness domestic violence each year100. Witnessing
domestic violence, usually through fights between parents or between a mother
and her partner, can seriously affect your well-being, personal development and
social interaction in childhood and adulthood101.
 The intimate partner violence also increases the risk of violence against children
within the family, studies in China, Colombia, Egypt, Mexico, Philippines and
South Africa show that there is a close relationship between violence against
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women and violence against children. A study from India found that domestic
violence doubles the risk against children102.
B. Violence in Schools and educational institutions
In most countries, children spend more time under the care of adults in public or
educational institutions than in any other place, besides their homes. Schools play
important role in protecting children against violence. Adults who work in schools and
those who oversee them have a duty to provide a safe environment for children and
promote their dignity and development.
 Exposure to violence. In many cases, educational settings expose children to
violence and maybe even teach them to use it.
 Violence perpetrated by teachers and other school workers, violence can take
the form of corporal punishment, cruel and humiliating psychological punishment,
sexual violence or gender-motivated, and bullying. Corporal punishment such as
beating and caning is standard practice in schools in many countries. The
Convention on the Rights of the Child requires States Parties to take appropriate
measures to ensure that school discipline is administered in a manner consistent
with the Convention. The Global Initiative to End All Corporal Punishment of
Children reports that 102 countries have banned corporal punishment in school,
but enforcement of this rule is uneven.103
 Aggression and bullying among students104. In some societies, aggressive
behaviour, including fighting, is widely perceived as a minor disciplinary
problem. Peer harassment is often linked to discrimination against students from
poor families or ethnically marginalized groups, or have special personal
characteristics (e.g. Appearance, or a physical disability or gangs and criminal
activities related to them especially those having to do with drugs105.
 Sexual violence and gender violence. Mostly this kind of violence is exerted by
the teachers and male students against girls and young women.
 Homophobia. In many states and regions violence also attacks increasingly
young people as gay, bisexual and transgender. The fact that governments do not
enact and enforce laws that explicitly protect students from discrimination,
promotes sexual and gender violence.
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C. Violence in the Social care systems and judicial systems.
Millions of children, particularly boys, spend substantial periods of their lives
under the control and supervision of social care authorities or judicial systems, and
institutions such as orphanages, children’s homes, shelters, jails, prisons, reformatory
centers and juvenile detention. These children are exposed to violence from staff and
center authorities who are responsible for their welfare. In most countries corporal
punishment in institutions is not explicitly prohibited. Often, there are no effective means
of making complaints, mechanisms for monitoring and inspection and appropriated
government regulation and supervision. All the perpetrators are held accountable,
creating a culture of impunity and tolerance of violence against children. The impact of
institutionalization goes beyond the experience of violence with children. Some of the
long-term consequences include severe developmental delays, disability, irreversible
psychological damage and increased rates of suicide and recidivism.
No less than 8 million children worldwide live in shelters106. A relatively small
number living in them have no parents, but most do so for other reasons: disability,
family breakdown, domestic violence and its social economic conditions including
poverty.
 Violence exerted by the staff of the institutions with the aim of instilling
“discipline” children consist, among others, hit with hands, sticks and hoses;
hitting their heads against the Wall, restraining children in cloth sacks, tying them
to furniture, locking them in cold storage for days and let them lie in their own
screments107.
 Abuse in the medical or psychiatric treatment. Children with disabilities may
be subjected to violence in the guise of medical treatment. In some cases, children
up to 9 years are subjected to electroshock treatment without the use of anesthesia
or muscle relaxants. Sometimes electroshocks are also used as an “aversion
treatment” to control children’s behaviour. Also, sometimes, drugs are used to
control the behaviour of children and make them more “compliant” since their
ability to defend themselves against violence is reduced108.
 Carelessness. It is another feature of many residential institutions where
conditions are so poor that endanger the health and lives of children. In many
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facilities for children with disabilities, there is no Access to educational programs,
leisure, or other reintegration. Often children with disabilities are left in their bed
or cribs for long periods without having any human contact r stimulation. This
may cause serious physical, mental and psychological damage.
 Violence among children. Children living in care are vulnerable to violence from
other children, particularly when conditions and staff supervision are poor and
older, more aggressive children are not separated from younger or more
vulnerable children. Staff may sometimes sanction or encourage abuse among
children themselves.
 Death penalty. Although the International Covenant on Civil and Political Rights
and the Convention on the Rights of the Child prohibit it, some countries still
impose the death penalty for certain crimes committed under the age of 18.
Currently, at least 31 countries allow corporal punishment as a punishment for
crimes committed by children109.
 Abuse of the arrest as a disciplinary measure in some institutions. Although
the Article 37 of the Convention on the Rights of Children obliges to ensure that
the arrest of children will be the last resource to resort to and for the minimum
time necessary, in 1999 it was estimated that 1 million children were private of
freedom. Most of them are charged with minor crimes and it is the first time they
commit them. Many of them are arrested for truancy, vagrancy or being homeless.
In some countries, the majority of children in detention have not been convicted
of a crime but are awaiting trial.
 Attacks by members of the authority during the process of arrest. Frequently,
children who are detained suffer violent treatment by the staff, sometimes as a
form of control or punishment, often for minor infractions. At least in 77 countries
corporal and other violent punishments are accepted as legal disciplinary
measures in penal institutions.
 Attacks by other adults arrested. According to the Convention of the Child
Rights, the national legislation of most countries requires children in conflict with
the law to be in separated facilities in order to prevent abuse and exploitation from
the adults. However, in most countries it is normal for children to remain arrested
with adults.
 Self-injury during the arrest. The detained children are most at risk of selfharm or suicidal behaviour, especially when long or indefinite detention or when
they are confined in adult facilities.
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D. Violence in the workplace.
The information about violent acts against children in the work place indicates that in
most of the cases it is inflicted by the “employers”, even though the attackers can be also
colleagues, foremen, clients, policemen, criminal gangs and, referring to sexual abuse,
procurers.
 Girls in the domestic/housework. It is the largest employment category for girls
under 16110, which often takes the form of unregulated labor and exploitation, and
sometimes servitude and slavery. Most of the acts of physical and psychological
violence against children working in domestic service are committed by women
(generally employers), but girls often suffer sexual violence from male members
of the family of their employer111.
 Child prostitution. The exploitation of children under 18 in prostitution, child
pornography and similar activities are forms of violence112... An estimated 1
million children are incorporated into these sectors every year 113. Many are
coerced, kidnapped, sold and deceived into undertaking these activities or are
victims of trafficking. In addition to the sexual violence intrinsic to child
prostitution, the boys and girls used in prostitution and related areas suffer
physical and psychological violence, and neglect. Often they cannot get help114,
and when they do they can be treated as criminals, prisoners and receive little
compensation.
 Bondage. Children engaged in forced labour or servitude rarely can protect
themselves from employers and other workers, and both the studies and the
testimonies of children indicate that all forms of violence are endemic in forced
labour and conditions of servitude.
E. Violence in the community.
The community is a source of protection and solidarity for children but it can also be a
place of violence, including peer violence, related to guns and other weapons, gang
violence, police violence, physical and sexual violence, abductions and trafficking.
Violence may also be associated with the media and new information technologies and
110
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communications. The older children are more likely to suffer violence in the community,
and girls are at an increased risk of sexual and gender violence.
 Activities alone. For some children, the way to and from school may be either
their first independent exposure to the community, but can also be the first time
they are exposed to risks. Others are exposed to violence when carrying out
domestic tasks, such as fetching water, fuel, food or fodder for animals. These
tasks, which sometimes involve walking considerable distances, are usually
assigned to girls in rural areas of the developing world115.
 Violence between teenagers. A sudden, steep is noticeable in the rates of
violence (both victimization and perpetration), particularly among boys at around
age 15, indicating that a number of factors come together at adolescence to make
peer violence more common. Available data indicate that in most parts of the
world, homicide rates among boys aged 15 to 17 are at least three times greater
than among boys aged 10 to 14. This sudden increase in violence among children
older than 15 years occurs even in regions with low overall homicide rates and
implies that measures to curtail violent behaviour are critical before they are from
10 to 15 years old116. Gender differences in adolescent homicide rates suggest that
male socialization and norms of masculinity contribute to violence. In Brazil the
rates among boys are four to six times those among girls117.
 Youth gangs. Increased punitive measures, including large-scale detention of
supposed gang members, associated with arbitrary, inefficient and violent law
enforcement further contributes to the stigmatization of poor youth and the rising
violence.
 Sexual violence coming from trusted adults. Sexual violence is more commonly
perpetrated by someone known to the child such as family members or adults in
positions of trust (such as sports coaches, clergy, police, teachers and employers).
 Gender-bases violence within a teenage couple. Recent research shows that
violence is frequently a feature of adolescent relationships. Preliminary results
from the ongoing Global School-based Health Survey, conducted among students
13 to 15 years old, shows significant levels of physical violence within dating
relationships. Asked if they had been hit, slapped or hurt on purpose by a
115

Every Girl Counts, Development, Justice and Gender, Girl Child Report (Ontario, World Vision Canadá, 2001), pág. 17; UNICEF Somalia, From
perception to reality: A study on child protection in Somalia (Nairobi, UNICEF, 2003).
116

Global Estimates of Health Consequences due to Violence against Children, op. cit. en nota 8. Impacto da violência da saúde dos brasileiros (Brasilia,
Ministério da Saúde, 2005); Saúde Brasil 2004: una análise da situacão de saúde (Brasilia, Ministério da Saúde, 2004); Firearmrelated violence in Brazil
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boyfriend or girlfriend in the past 12 months, 15 per cent of girls and 29 per cent
of boys in Jordan responded “yes”, as did 9 per cent of girls and 16 per cent of
boys in Namibia, 6 per cent of girls and 8 per cent of boys in Swaziland, and 18
per cent of girls and 23 per cent of boys in Zambia118.
 Sex tourism. Accessible and affordable tourism has brought with it sex tourism,
which often involves the victimization of children. The Internet and other
developments of communication technologies also appear to be associated with an
increased risk of sexual exploitation of children, as well as other forms of
violence.
 Refugee and displaced children suffer significant violence. Many camps lack
secure buildings, regular law enforcement, and sanctuary for survivors of attack,
and means of reporting and redress119. In the cases of forced displacement,
especially women and girls can be exposed to protection problems related to their
sex, gender issues, including their cultural and socio-economic position, and their
legal status, which means that they may be less likely than men and boys to be
able to exercise their rights in the same way mean and boys do.
 Trafficking in human beings. Trafficking can involve multiple forms of
violence: kidnapping or deception by recruiters in their transactions with children,
their parents or other cares, sexual violence which affects trafficking victims as
they are transferred to their destination120, and are held captive, frequently
accompanied by violence while waiting for a “job” placement. Most victims are
trafficked into violent situations: prostitution, forced marriage, and domestic or
agricultural work in conditions of slavery, servitude or debt bondage.


Exposure to violence in the mass media. The mass media sometimes portray as
normal or glorify violence, including violence against children, in print and visual
media including television programmes, films and video games121. The Internet has
also stimulated the production, distribution and use of materials depicting sexual
violence against children.
 Cyberbullying. The Internet has been used to ask for online sexual relationships
or to obtain the child confidence in order to draw them into a situation where s/he
may be harmed. It also exposes children to violent or pornographic materials, as
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Analysis provided to the Study by the Global School-based Health Survey: The World Health Organization, op. cit. at note 9.
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USAID, Project – Linking Gender-based Violence Research to Practice in East, Central andSouthern Africa: A Review of Risk Factors and Promising
Interventions. The Policy Project, 2006.
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Trafficking for sexual exploitation and other exploitative practices (Florencia, Centro de Investigaciones Innocenti del UNICEF, 2005).
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United Nations Secretary-General’s Study on Violence against Children, Regional Desk Review North America (2005)
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well as harassment and intimidation by adults and other children 122. Surveys
carried out in Canada and the United Kingdom suggest that large numbers of
schoolchildren have been harassed, bullied or victimized through e-mail or mobile
phones, or have had someone publish misleading information about them
online123.
Other violent acts in the community:


Child begging



Child prostitution



Child soldiers



Abduction and murder of minors



Prenatal violence

Hate related offenses
The hate related offenses take place when one person attacks another and the
latter one has been chosen because of the social group s/he belongs to, the age, the
gender, the religión, the gender identity, the nacionality, the ideology or the political
affiliation, disability or sexual orientation.
The hate related offenses is a violent behaviour caused by prejudices, and its
production and reproudction seems to be typical of human societies throughout history.
This definition of the hate related offenses raised by María Mercedes Gómez in the
paper "Los usos jerárquicos y excluyentes de la violencia" 124 can be understood as a
violence form against people pelonging to a specific group, being this a social, racial or
ethnic group or against people having a sexual or religious tendency classified as
“different.”
The way predjudices are set depends on the social context and the stereotypes
created by the society itself. Such predjudices and the violence that they produces in
general, are caused by “the need of clearly address the differences between hegemonic
and non-hegemonic communities because of the fear the first ones have of losing their
privileges. The unification and repetition of the predjudices created bu the society are a
way of legitimize the violent acts carried out by some specific groups.
Now, we are going to explain the concepts used for each tipology of hate related
offenses, according to the classification of the Interior Ministry of the Spanish
government:
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ECPAT, Violence against Children in Cyberspace. Informe de recurs(2005).
T. Beran y Li Q, “Cyber-Harassment: A Study of a New Method for an Old Behaviour”, Journal of Educational Computing Research, vol. 32, No. 3
(2005), págs. 265 a 277.
123

124The University de Los Andes (Colombia), language and sociocultural studies. Faculty Member.
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 RACISM/XENOPHOBIA: Any incient perceived as racist or xenophobic by the
victim, or any other person, including the pólice officer or any toher witness,
although the victim does not agree, as well as the act of hatred, violence,
discrimination, phobia and rejection against foreigners or people from different
groups, due to their racial, ethnic, national, cultural or religious orignis. The
origin of this definition lies in the suggestion made by ECRI (European
Commission against Racism and Intolerance.)
 SEXUAL ORIENTATION OR IDENTITY: Facts motivated by sexual
differences (gay, lesbian, heterosexual.)
 RELIGIOUS BELIEFS OR PRACTICES: Facts motivated by contrary feelings to
specific religions (Jews, Catholics, Jeovah’s witnesses, Muslims, and others.)
 DISABILITY: Any act against the victim done by taking advantage of her/his
disability, whichever it is (physic, psychological, dotage...)
 PENIAPHOBIA: Hate or rejection to the por one. It includes those intolerant
expression and behaviours related to hatred, Recoge aquellas expresiones y
conductas de intolerancia referidas al odio, aversión or hostility against poor,
powerless people and unemployees.
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ANTISEMITISM: Any act of hate, violence, discrimination, phobia and rejection
against Jews or Israeli people.
One of the most important isses that includes this evaluation is that,
although the victim does not recognize his/herself as a discriminated person, any
other person, including the police officer or other witness can recognize a person
as a victim, even if the victim does not agree with the other person. The origin of
this definition lies in the suggestion made by ECRI (European Commission
against Racism and Intolerance) and means a great progress in the visibility of
this discriminatory behaviours within the society.

Summary Chart
Classification of forms of physical abuse according to, Fabian Zarate125 (article:
“Maltrato Infantil: Abordaje, Intervención y Prevención en las Escuelas”)
CHILD ABUSE
PHYSICAL

Active

Passive

125

Professor of prevention of violencia at schools. Instituto normal superior "Simón Bolívar". El alto, la Paz – Bolivia.

clementezarate@hotmail.com. Higher University of san Andrés. First cycle of seminars and workshops of teacher updating of primary level
Nuestra señora de la Paz. Bolivia. From the 21 to the 22 May.
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- Prenatal abuse
- Labour exploitation

- Physical abuse
- Sexual abuse

Physical
negligence

neglect

- Emotional abuse

- Emotional neglect

or

- Begging
- Corruption
- Shaken baby syndrome
- Münchhausen syndrome by
proxy
EMOTIONAL

- Institutional abuse
In the field of Public Services
ABUSE
In the field of education
In the field of health
In the judicial field
TYPE OF ABUSE IN RELATION TO THE ENVIROMENT IN WHICH IT IS
OTHER

FORMS

OF

PRODUCED, according to the report of the independent expert for the research on child
abuse, Paulo Sérgio Pinheiro, submitted in accordance to the General Assembly
resolution 60/231126:
 Carelessness
 Sexual violence
 Gender violence
 Young girls married
 Rejection of children with disabilities
 Harmful traditional practices (female genital mutilation)
 Domestic violence

SCHOOLS

VIOLENCE

INSTITUTIONS

 Exposure to violence.

EDUCATIONAL

AND

THE B.

ENVIROMENT IN

IN

(FAMILY AND HOME)

ABUSE

DOMESTIC

A.

 Violent methods of discipline

 Violence perpetrated by teachers and other school workers
 Aggression and bullying among students
 Sexual violence and gender violence
 Homophobia

126

United Nations A/61/299 Distr.: General 29 August. Original Spanish: English 06-49108 (S) 041006 041006 *0649108* Sixtyfirst Session. Item 62 of
the provisional agenda*Promotion and Protection of the rights of children. Ricghts of the child.
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JUDICIALES

DE

VIOLENCIA

 Abuse in the medical or psychiatric treatment
 Carelessness
 Violence among children
 Death penalty
 Abuse of the arrest as a disciplinary measure
 Attacks by members of the authority during the process of arrest.
 Attacks by other adults arrested
 Self-injury during the arrest
ACE

 Girls in the domestic/housework

WORKPL

LOS D.

ATENCIÓN VIOLENC

EN

SOCIAL Y EN LOS SISTEMAS E IN THE

LA

SISTEMAS

C.

 Violence exerted by the staff of the institutions

 Child prostitution
 Bondage

E. VIOLENCE IN THE COMMUNITY

 Activities alone.
 Violence between teenagers
 Youth gangs.
 Sexual violence coming from trusted adults
 Gender-bases violence within a teenage couple
 Sex tourism
 Refugee and displaced children
 Trafficking in human beings.
 Exposure to violence in the mass media
 Cyberbullying
 Child begging
 Child prostitution
 Child soldiers
 Abduction and murder of minors
 Prenatal violence

The hate related offenses take place when one person attacks another and the latter
one has been chosen because of the social group s/he belongs to, the age, the gender, the
religión, the gender identity, the nacionality, the ideology or the political affiliation,
disability or sexual orientation.

www.eurehabchildren.com

145

ABUSE/NEGLECT AND CHILDREN AS VICTIMS
Although the child abuse is anuniversal problema that exits since ancient times,
until the twentieth century was not considere as crime and a problem of profound
psychological, social, ethnic, legal and medical consequences, with the Declaration of the
Rights of the Child (UN 1959.)
The American doctor, Henry Kempe127 (“Niños maltratados”, Ruth S.
Kempe, 1985, p. 22) says that the shaken-baby syndrome was first described in 1868 by
Ambroise Tardieu128, profesor of Legal Medicine in Paris, by drawing on findings obtain
through autopsies of children.
In 1953, Kempe y Silverman found out a phenomena that they called “Battered
child syndrome”, addressing the fractures y hematomas caused to the children by their
parents. En 1962, Kempe described the battered child syndrome in an exhaustive way
from the paediatric, psychiatric, radiological and legak point of views, as well as the first
incidence figures corresponding to The United States129.
Kempe’s papers had a significant impact worldwide because they enabled that the
child abuse become a social phenomenon accepted. From this moment, the number of
cientific publications that dealt with the theme multiplied and also began to define
another forms of child abuse like carelessness or negligence and sexual abuse. Later on,
several associations were created to protect children victims of mistreatment.
Origin of the Problems: Attachment.
What’s the first alered thing in an abused child, in some cases even before being
born?: the bond with the parents, the attachment. This produce s the lack of basic trust of
the abused children (in the rest, self-confidence and in the future; the so-called
“depressive triad”.)
The first stage of the social development identified by Eriksson, which
comprehends from the 18 months more or less, is the basic trust versus basic mistrust. In
these first months, the babies develop a sense of trust in people and objects of their world.
They need to develop a balance between the trust (which aloows them to established
close relationships) and the mistrust (which allows them to protect themselves.) If the
trust prevails, as it should be, the children develop the virtue of the hope: the belief that

127

Dr. C. Henry Kempe (birth name Karl Heinz Kempe, b. 1922, Breslau, Germany (now Wrocław, Poland) - d. 1984, Hanauma Bay, Hawaii) was
a pediatrician and the first in the medical community to identify and recognize child abuse.
In 1962, Dr. Kempe and Dr. Brandt F. Steele published the paper, "The Battered Child Syndrome." Publishing this paper led to the identification and
recognition by the medical community of child abuse.
Dr. Kempe received two nominations for the Nobel Prize. The first nomination was for his work in developing a safer smallpox vaccine. The second
nomination was recognition for his contribution to the prevention and treatment of child abuse. Due to the efforts of Dr. Kempe, abuse reporting laws
exist in all 50 states. His efforts also led to the passage of the 1972 Colorado law requiring legal counsel for the child in all cases of suspected abuse.
128 Auguste Ambroise Tardieu (Paris, 1818 - Paris, 1879), was a french medical examiner of thenineteeth century. He was president of the Académie
nationale de médecine, as well as dean of the Medical School and professor of Forensic Medicine in the University of Paris.
129 Kempe, C. H., “The Battered Child Syndrome” en Journal of the American Medical Association, 1962, 181, 17
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they can satisfy their needs and get what they wish for (Eriksson, 1982.) The key element
to develop this trust is a sensitive, warm and consistent care.
What prevails in abused children is mistrust, because of this they believe that the
world es unfriendly and unpredictable, so they will have problems to establishes
relationships. As well they will have serious difficulties for developing a solid personal
identity, the basis of the personality.
Both the role of the mother and the role of the mother involve affective
commitments and taking part in the care and the raising of their children (Engle and
Breaux, 1998.) As Lailable and Thompson (1995) establish, if the attachment is positive,
it is more likely that the children feel safe and self-confidence, value themselves
positevily and feel competent.
Mueller and Silverman (1990) come to the conclusión that the principal
consequence of the abuse in little children is the attachment insecurity, which led to the
difficulty to establish bonds.
In 2012, UNICEF published its report “Hidden in plain sight: a statistical analysis
of violence against children” presenting the earliest stadistical data on the violence
against children, based on information related to 195 countries. This report points out that
“regardless of the economic, social, cultural, religious and ethnic circumtances of the
children, the violence is still a part of their lives, so real, in the whole world. Freguently,
the children development, who have suffered serious abuses o carelessness, is
inappropriate; and the child has difficulties with learning and school performance. They
also may have low levels of self-steem and suffer from depression, and if the worst-case
scenario, this can led high-risky and autodestructive behaviours.”
Personality Traits of Abused Minors
The research in the children’s personality has been developed by many authors
during the last decades with the same results in most cases. “The abuse in all of tis forms
is devastating for the management of the development tasks which are setting attachment
bonds, self-development, symbolic representation, peer relationships and communicative
behavior” (Mª Victoria Trianes, p. 85.)
A Mexican research carried out with children living in reception centres (Romo,
N., & cols. 2007) shown that the most recurrents and protrudings traits of the personality
of childrens victims of their parent’s violence were: insecurity, shyness, withdrawn and
aggressiveness.
A similar research in Spain (Moreno, J. & García-Baamonde, E., 2006) concluded
that children living in reception centres shown raits such as heightened anxiety,
insecurity, introversion and low self-steem. They also confirmed the characteristic of
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the personality change according to the child abuse form and the age of the child. The
result were the following:
- The child who suffered psychological and sexual abuse show more introversion
than the ones who were abandoned and physically abused.
- The ones who were abandoned and physically abused show more anxiety than the
rest.
- The children who were physically abused show self-disapproval, frustration,
pessimism and insecurity. They tend to be individualistic, critic with the rest,
irritable and disdainful. (Prino y Pierrot, 1994; Levendosky, Okun y Parker,
1995). They show dissociative imbalance, negativ thoughts and mechanisms for
detachment from reality (Carlson, 1998). Sometimes they show feelings of
helplessness, so they tend to be manipulative and destructive as a way to get the
control of the environment. Other times, they show a hypervigilance behavior
with what surrounds them.
- The children psychologically abused get hihg scores in part of “cunning.”
- The best characteristics to define the minors abandones is the independence or
“thick skin” hard sensitivity. They score high in self/supporting and affective
imbalance (Barudy, 1998.)
- The children who suffered sexual abuse are reticent, inecure and withdrawn in
regard to personal contacts. For them, it’s hard to balance intense emotions. They
avoid the threat and the excess of social stimulation via introversion and
distance.They have feelings of guilty and subjective disturbance (Wurtele &
Millar-Perrin, 1992.)
- The children victims of negligence and physical abuse gradually develop
inferiority feeling, low self-steem, unsuitability feeling, as well as sadness and
chronic anxiety (Cantwell, 1980; Garbarino, 1980.) They show a deep feeling of
failure and shame of their learning difficulties too; and they are very insecure and
easily frustrated (Sullivan & Spacer, 1977)
Summing, the characteristics we are higlighting in the emotional field are:
 Distort and negative self-concept and low self-steem: they feel unsatisfied with
themselves. The think they are bad, unpleasant and stupid (Kempe, 1979, p. 74.)
The mechanism within would be “my parents don’t love me, so I don’t deserve being
loved, I’m not good enough, I’n not a good person.” The children consider themselves
bad, impupolars and distracteds (Kaufman y Ciccheti, 1989.) They deeply believe they
are incapable.

www.eurehabchildren.com

148

 High difficulty to acnkowledge their own feelings and to spak of themselves,
especially of their oriantations and sympathies, solitude, anguish and tastes
(Kempe, p.74)
 Hypervigilance, “frozen watchfulness” (Ounsted, cited by Kempe): children
that are constanly whatching and have a notable memory of what physic
environment that surrounds them; they are constaly on guard to avoid upsets or
try to please.
Hypervigilance is synthom of post-traumatic stress disorder, which is include in
DSM-V.
 Sadness, anxiety
 Withdrawn, mood swing, difficulty to feel.
Child abused behave as follows:
 Immoderate aggressivness or outbreaks of aggressivness unexplainable, or due to
little stimulus.
 “Evil” symptoms: Kempe (1979) called that way some of the abused children he
worked with because they were negative, aggressive and frequently hyperactive.
“They arechildren extremely difficult to dealt with. […], they are constanly
attacking other children. They only attention they seem to want is a negative one.
Sometimes, their hyperactivity seems severe enough to be treat with medicines.”
It is curious the similiraty of this description to the modern and frequent ADHD
(Attention deficit hyperactivity disorder.) It would be interesting researching the
relation between this disorder and the negligence and/or emotional deficiencies
experiences of the minors.
In the same line, Bowlby (1984) stresses the tendency of abused children
to attack or threaten adults with typical aggressive behaviours called
“annoyance.”
 Limited social skills: we will see this aspect insightfully in the social
interacctions section.
 Isolation, withdrawn, passivity: is like “the other side of the coin” of the
aggressiveness. The researches show that abused children may become overtly
aggressive or isolated (Dubowitz, 1999; Shonk & Cichetti, 2001.)
Summary Chart
The origin of the psychological problems of abused children:
lack of a sensitive, affective and consistent care

absence of bond child-parents. Insecure attachment
www.eurehabchildren.com

149

lack of trust (in the rest, in the future)

difficulty for a good development of the personal identity
-

PERSONALITY TRAITS of abused children:

Emotional field:
 Distort and negative self-concept and low self-steem
 High difficulty to acnkowledge their own feelings and to spak of themselves
 Hypervigilance, “frozen watchfulness”
 Sadness, anxiety
 Withdrawn, mood swing, difficulty to feel.
Behaviour:
 Aggressivness
 “Evil” symptoms,nehaviour ”annoyance”, hyperactive children, hard to manage
 Limited social skills
 Isolation, withdrawn, passivity
Social Interactions between Abused and Neglected Children and Others
One of the main consequences of abuse is the difficulty in relationships with
adults and equals due to the lack of trust, which is a consequence of the lack of secure
attachment in the relationship between the child and the parents.The attachment is
decisive in children’s social relationships, because of this the Reactive attachment
disorder is included in the diagnostic manuals of WHO and the American Psychiatric
Association (APA). This disorder is characterized by development disorders and
inappropriate forms of social relationships in most circumstances. It is included in the last
edition of the diagnostic and statistical manual of mental disorders of the American
Psyquiatric Association (DSM V)130, together with another category within the disorders
related with traumas and stress factors:
- Reactive attachment disorder: inability to start and answer to most of social
interactions in an appropriate manner for development.
- Uninhibited social relationships disorder: random sociability, excessive familiarity
with strangers
Parental Interaction
“The mistreatment is a disease of the parents that suffer the children” (Dr. Baño,
of the Hospital “Niño Jesús” of Madrid)
130

http://www.dsm5.org/Pages/Default.aspx
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Kempe says that “mistreatment of children has survived until the current era
virtually unmodified due to two persistant beliefs. The first one consists of considering
the children as a property by their parents and it is also assumed that the latter have the
full right of dealing with them according to what they though is convenient. In the other
hand, the children fell under the responsability of the parents; and during many centuries,
the strict treatment was justified by the belief that de physical punishments were required
in order to maintain the discipline, teach educational decisions, and expel the evil spirits”
(1985, p. 22.)
From few decades ago, due to the persistance of this beliefs, there is work in favor
of “prioritizing the children’s rights over the ones of the parents” (or best interest of the
child.)
In the recommendation on 28th February 1984, of the Committee of Ministers of
the Council of Europe, “the parents’ authority” isn’t mentioned but “the parents’
responsibility.” The latter is the only expression used in the UN International Convention
for the rights of the children (Boucaud, 1991)
- Anxious-ambivalent attachment, reactive attachment disorder
- Total submission to the wishes of the parents: is “the best way many children have
to obtain food, attention and cares within a hostile environment” (Kempe, p. 67.) Barudy
speaks of children who become “clear” (extremely obedient, passice and undermanding)
in order to go unnoticed, avoiding any risk of confrontation. This characteristic of
submission and excessive desire of please may extend in the children interactions with
another authority figures too.
- Misbehaviour, playing the figure of “tha bad child” to justify the mistreatment the
child suffer (especially in cases of physical abuse.)
- “Family plays”: from the viewpoint of the systemic therapy, Cirillo and Di Blasio
(1989), make an interesting approach to mistreatments abuse paying attention to the
structured and complex familiar dynamics that are related to violence more than in the
individual problems. They discover how plays of abusive families are; in many aspects,
they are similar to the plays in the psychotic families plays carried out by Mara Selvini
Palazzoli and others (1988.)
These authors distinguish between two categories of plays: the incapability of the parents
as message, and the mistreatment of the scapegoating.
Interaction with Equal Status
They do not developed social skills and tend to be reject by pairs 131., because they
did not have early positive social ineractions. The little children who suffer physical
131

Bologer & Patterson, 2001; Price, 1996
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abuse tend to be fearful, non-cooperative, and less able to answer accurately to friendly
actions, and as a result they are unpopular.132.
There is a tendency to solitude and isolation in the age where the children are
expected to have more relation with their parents, specially playing. They have such
difficulty to play; they can’t; and, they are not able to play. It is hard for them to have
fun, only in a few cases they allow themselves to enjoy.
Bullying and domestic abuse: the bullying phenomenon (intimidation,
harassment and abuse with equal status) is more and more present worldwide in the
classrooms of primary and secondary educational institutions. Although it is not
appropriate pause on this research here, it is interesting to ask ourselves how this is
related to the mistreatment children suffer from their family. It is assumed that the
children who were physically abused are the susceptible ones to become stalkers and
bullies in the classrooms. This phenomenon is frequently in the child protection centres
too.
The Mexian NGO “Educadores sin Fronteras” published a research on school
coexistence (2013), interviewing 6180 students of primary and secondary from 8
Mexican states on the forms of violence they suffer from, both at school and home. The
38% recognized being punished by their family by hits. The 43% of these are assailants
or victims of their pairs at school. The roles, assailant and victim, are frequently
exchanged. The research conclude saying that family violence is a triggering factor of
violence of bullying. “Many times they are people systematically reproducing the
violence in which they learnt to interact,” explains Úrsula Zurita, researcher of the Latin
American Social Sciences Institute.
In spain, a research on the exposure’s influence of violence in behaviours of
aggression in cyberbullying show the existence of strong link between being involved in
cyberbullying behaviours as aggressor and being exposed to violent situations within the
family unit. Precisely, being the witness of domestic violence a factor with a more
explanatory power of the aggression in cyberbullying than having suffered from family
violence in the first person.
Interaction with Other Adults:
As well as in the aspect of withdrawn and aggression, the relationships move
between 2 poles here: suspicion and mistrust; or, over-reliance and complacency.
Apprently, the child unjustifiedly fears the adults; the child also fear adults who
are affective with him/her or with a positic characteristic (g.e. the friendly and affective
132

Coie & Dodge, 1998; Haskett & Kistner, 1991; Sazinher & collaborations., 1993.
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teacher gest close to see what happens to the child and s/he shows rejection, mistrust and
suspicion to the teacher.) In the other hand, there is also an overwhelming ease to adapt to
unkown people or to those s/he does not trust in: children so adapted and complacent with
unkown adults.
Barudy133(1998) explains this as “the relational model of dependency-mistrust”
(this is mostly in children victims of negliegence or carelessness.) The child cab be
extremely dependant to the attachment of the adults. This way, s/he can be friendly to any
adult without discriminating or exposing him/herself to situations of risky (sexual abuse)
or rejection. Once the child has worried the adult, this dependence can be turned into a
withdrawal so as to protect him/herself from the possibility of a new frustration. The
children emotionally isolate themselves, refusing to take part in long-term affective
relationships.
Repetitive Cycle of Abuse: from Victims to Offender/Persecutors?
“The most frequent trait in the family stories which abuse of the children, from one
generation to another, is the repetition of the pattern of the violent acts” (Kempe, p. 35)
-

The scientific literature on the abused-abusing intergerational cycle is the most

extensive one. It confirms the consolidated opinion that says the abuse is a repetive
phenomenon that develops from one generation to another (Cichetti, Rizley, 1981; Main,
Goldwyn, 1984). This is precisely why it is necessary to interrupt it (Cirillo, Di Blasio,
1988).
Barudy refers to the abusive parents as “abusers who abuse” because they grew up
in social and familiar systems that were violent and abusive, this explain the
transgenerational character of these phenomena. “The drama of these adults lies in the
fact that their afflictions, product of the violence and the abuse the lived being children,
weren’t verbalized, listened and/or acknowledge. So, these afflictions are subsequently
expessed thourgh the situations of family violence” (p.22.) They use thir children as a
reparation source, since they do not find compensatory experiencies for their lacks within
their own community.
The social learning theory points out that people, who lived violent experiences in
their childhood, are more likely to be abusive parents or violent partners via direct
imitation of the most significant adults they know: their parents.
Summary Chart
-

REACTIVE

ATTACHMENT

DISORDER

y

UNINHIBITED

SOCIAL

RELATIONSHIPS DISORDER (DSM V).
PARENTAL INTERACTION:
133

Family neuropsychiatry, child psychiatry, psychotherapist and therapist. Recognised fomer by EFTA (European Family Therapy Association)
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Two mistaken beliefs that continues the possibility of abusive parents:
1- The children are property of the parents
2- The parents have to make use of discipline and authoriry as they conveniently
estimate
Nowadays: it has change from “parents’ authority” to “parents’ responsability”.
Characteristics of the intereactions between abused child and the parents (or
authority figures):
 Anxious-ambivalent attachment, reactive attachment disorder
 Total submission, excessive desire of please
 Misbehaviour
Systematic therapy: “family plays” of abusive families are similar to the ones of
psychotic families.
INTERACTION WITH EQUAL STATUS:
 Lack of social skills
 Tendency to be rejected
 Tendency to solitude and isolation
 Difficulty top lay and enjoy
 Tendency to take part in bullying actions (abuse between equals), as aggressors
(especially in case of physical abuse) or as victims, frequently exhanging the
roles.
INTERACTION WITH OTHER ADULTS: “relational model of dependencymistrust”:
SUSPICION AND MISTRUST
OVER-RELIANCE AND COMPLACENCY
REPETITIVE

CYCLO

OF

ABUSE:

FROM

VICTIMS

TO

OFFENDER/PERSECUTORS?
The abused children tend to be abusive parents due to:
-

Direct imitation of the known model (social learning)

-

Identification with the aggressor

-

Mechanisms of compensation of their lacks and traumas and form of expressing
their
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Signs of sexual offending & victimization
The sexual abuse of children is a form of child abuse which infringes the right of
the child to his/her physical integrity and human dignity, which is recognized in the
article 19 of the Convention of the Rights of the Child, impeding a full development.
In accordance with the Committee of the Rights of the Child, in its
Recommendation no.13 “sexual abuse is every sexual activity imposed by an adult to a
child of which the latter has right of protection from de criminal law. It is also considered
abuse the sexual activities perpetrated by a child to other, if the first one is significantly
older than the victim or uses the force, threats or other ways of pressure. The sexual
activities between children are not considered sexual abuse when children do not surpass
the age limit established by the state for consenting relationships.
Sexual abuse is also:
 The incitement or coercion so as to make a child work on any ilegal sexual
activity or psychologically harmful.
 The use of a child with the aim of comercial sexual exploitation.
 The use of a child to produce images or sound recording of sexual abuse of
children.
 Child prostitution, sexual slavery, sexual exploitation in turims.
Cooperating with the eradication of children abuse and exploitation, between the
varios states, results in the Council of Europe Conventio of 2007 on the protection of the
minors against sexual abuses and sexual exploitation (Convention of Lnazarote) by
resorting coercion, force or threats; by abusing of recognized position of trust, authority
or influence over the child, even within the family; and/or, by abusing of a vulnerable
situation of the child, especially physical or psychic disability or a dependence situation.
Regarding to child prosititution: “shall mean the fact of using a child for sexual activities
where money or any other form of remuneration or consideration is given or promised as
payment, regardless if this payment, promise or consideration is made to the child or to a
third person.”
On the concept of sexual abuses, the following categories can be pointed out:
 Sexual abuse: any kind of physical contact with or without defilement; with or
without physical contact carried out without violence or intimidation and without
consent. It may involves: vaginal, oral and anal penetracuón, digital penetration,
caresses or explicit verbal propoaitions.
 Sexual assault: any physic contact with or without defilement with violence or
intimidation and without consent.
 Exhibitionism.It is a category of sexual abuse without physical contact.
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 Sexual exploitation of children: A category of sexual abuse of children where
there exists sexual abuse and economic exploitation of children. From one hand,
the client has sexual relationships with the child; on the other hand, the exploiter,
who may be or not the same person as the cient, obstains economic benefits of
such sexual relationships. This phenomenon involves prostitution and chil
pronohraphy, as well as the sexual trafficking and the sexual tourism of children
as ways of achieving the acces to the victim of the sexual exploitation of children.
The sexual esxploitation is usually compared to sex trade of children.
 Grommingis a form of online sexual harassment of children, but not the on ly one.
We may consider grooming when a sexual assault is produced, where previously
has been a strategy of approachment or cajolery, aming to get the trust of the child
so as to obtain the force element to start the blackmail.
The Offender or Persecutor
The offenders are not a homogeneous group. For instance, a pedophilemay be
heterosexual, or being married. However, the abuse of both girls and boys. An incestuous
biological father can abuse of his own children and of unkwon children at the same time,
and also violate adult women134. There is not a unique profile that involves all offenders,
nor common characteristics.
According to the article called the Sexual offender135, the general characteristics
of children offenders are: married and familiar men (around 87%) or close relatives of the
child, so they have a previous relationship of trust with the child (only from the 15% to
35% of the sexual offenders are completely strangers to the child.) They perpetrade the
abuse in the average lifetime (from 30 to 50 years), although half of them show
behaviours with tendency to abuse before 16 *from 20% to 30% of sexual assaults of
children are perpetrated by other children.) The women offender are usually mature
women who abuse of teenagers.
The sexual offender is a person of appearance, clever and an ordinary life. They
usually show traits of neuroticism and introversion, as well as immaturity (e.g.
childishness). Nonetheless, the pedophilia usually appear together with another paraphilia
(e.g. exhibitionism) and are related with other disorders, such as alcoholism or antisocial
personality. It is frequent a link between pedophilia and obsessive personality.
According to a survey136, half of them did not receive affective expression during
their childhood and adolescence. They have problems with the alcohol consumption but
134
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136

See BENEYTO ARROJO, María José: «Intervención con hombres...», pages. 141-142.
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do not have lack of social skills, although they do not feel empathy towards their victims,
denying the crime (this traits do not necessarily combined in every individual.)
It has also been pointed out that the personality of the offender, who would enjoy
submitting and famaging a child, is included in the so-called “perverse psychological
structure137”
We can distinguish between two main types of offenders: the primary ones and
the secondary ones or situationals.


The primary ones show a sexual orientation which is almost exlusive to children and
their compulsive behaviour is not bound to their personal status. Clinically, they are
“pedophiles”, in the accurate sense of the world, who present specific cognitive
distorsions: they consider their sexual behavior as accurate (they do not feel guilty or
ashamed), plan their actions, may attribute their behavior by saying it is a result of the
seduction of the child or may justify their behavior as a form of sexual education for
the child.
In addition, they may contribute to specific problems of psychological or social

origing, as alcohol or drug misuse, the depressed mood, lack of self-control, and even in
some cases, metal retardation138.


Regarding the secondary or situational ones, they are characterized by a behavior
that results from a feeling of loneliness or stress: the abuse is a way of compensate
their low self-steem or release themselves of certain hostility. They are not strictly
pedophiles with people they usually have problematic relationships (occasional
impotence, stress within the couple…) because their natural orientation is adult
people. They only turn to children exceptionally in a compulsive way, noticing their
behavior as anomalous and feeling guilty and shame afterwards.
When they are discovered, many of them deny their actions; and even, they deny

them to hilseves. Another frequent actitud is relativization of the acts’ significance (they
strongly believe in the impossibility of causing problems to the chil or refer to a crush to
justify the sexual actions) or addressing the responsibility to the child, who is the one that
mesmerized him to commit the abuses139.
The doctor Irene Intebi, specialist in sexual abuse,140 explains:
“One more time, against of what we want to believe, the international statistic take
us by surprise because the point the biological fathers as the main responsibles of
the domestic abuses. We would like to say that corresponds to other cultres, other
ydiosyncrasies, and other upbringing forms. We resort to the research carried out
137
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in Buenos Aires from 1989 to 1992 on138 cases. The dara are insdisputable: the
42, 5% of the offenders are the biological fathers. In second place, the close
relatives (uncles, granfathers, brothers, cousins, etc.) which are the 23, 7%. The
third place, with the 17,5%, belongs to acquaintances who are not familiar. In the
las place, there are the ones more identificated by the general opinion as the most
freguently offenders: stepfathers, responsible of this actions in the 13,8% of the
cases29
The Victim
Consequences of sexual abuse in minors
In general, the short-term consequencies of sexual abuse are desvastating for the
psychological functionof the victim, especially when the offender is a member of the
child’s family. The long-term consequences are uncertain. There is correlation between
the sexual abuse suffered during childhood and the appearance of emotional disturbations
or maldaptive sexual behaviours during the adult life. It is significant that the 25% of
children sexually abused become offenders when they are adults141
Short-term effects
From 70% to 80& of the victims remain emotionally disturbed after an aggression
(short-term effects). The girls usually show anxious and depressive reactions (very
serious in teenagers) and the boys show problems of learning breakdown and
socialization, being more susceptible to present behavioral disturbations as sexual
aggressions and violent behaviours.
From a theoretical point of view, the “model of post-traumatic stress disorder”
considers that the consequences are the typical of any “trauma”: intrusive thoughts,
rejection of stimulus related to aggression, sleep disturbance, irritability, concentration
difficulties, fear, anxiety, depression, guilty feelings, etc. (effect that may physically
materialize into symptoms such as stomach pain, headache, nightmares…)
Meanwhile, another theoretical model, the “traumatogenic”, focuses on four
variables as main causes of trauma:


Traumatic sexualization: sexual abuse is an interference in the normal sexual
development of the child because they experience a distorted experience of sexuality
(especially when the aggression occurred at home)



Loss of confidence: not only with the aggressor but with the ramaining people who
were unable to prevent the abuse.

141
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Helplessness: having suffered abuse takes the victim to consider him/herself unable
to defend against the vicisitudes of life, causing him/her passive and withdrawal
actitudes.



Stigmatization: guilty, shame, etc. Undermining their self-steem.

Long-term effects
Although the effects are comparatively less frequent tan the shor-term ones, in
long term, the trauma is does no resolve and often moves from one symptomatology to
another. However, it is not possible o identify a characteristic syndrome of adults who
were sexually abused in childhood or adolescence. There are many determinants of the
persistence of long-term effects, such as, the existence of the abuse of other problems in
the life of the child (abuse, parental divorce, etc.) and even, in many cases the effects
caused by negative circumstances appear in adulthood (marital problems, work, etc.)
The most refgular phenomena are alterations in the sexual field, as erotic
inhibition, sexual dysfunction and decreased ability to enjoy, depression, lack of control
over anger, hypervigilance if having children or adopting behaviours of abuse or
consenting it; and characteristic symptoms of any post-traumatic stress disorder.
In more detail, the followings can be identifies as log-term effects: the abused
may experience syptoms such as flashbacks (vivid memories that imposed itself against
the victim’s will) emotionally lability, sleep disorders, hyperactivity and constant alert.
Moreover, isolation, emotional numbness (emotional petrification), memory and
concentration disorders, phobias, depression and self-destructive behavior can be
produced.
There are also proves of people tan can forget the sexual buses (as wel as other
traumatic events of their life). People who has sufferes traumas may have invasive
memories of an event, or at the same time, they are able of remember images (or vice
versa), or can remember the feelings lived during the abuse but not the excat events that
caused them.
Traditional clinical experience has shown that there are three fundamental reasons
to repress memories: avoid pain, avoid being overwhelmed and avoid unacceptable
desires. Recently, it has added the " avoidance of information that threatens a necessary
link ' as a cause, and perhaps the most important , in line with a specialist who had
already pointed out that one reason for the unconsciousness of memories is" the
preservation of another’s love” (MJ Horowitz )142

Amnesia as a consequence of the abuse
142
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A report from 1994 of the American Psychological Association (APA)
estaqblioshed gouw basic ideas related to the delayed memories of abused children:143


Most people who suffered sexual abuse in their childhood remember everything or
part of the event;



A sexual aggression forgotten during a long time, may be remember (it is unknown
how);



The pseudo-memories of events that did not happen are posible (it is unknown how);



There is insufficient knowledge of the process that brinbs an exact or inexact memory
of the sexual abuse during childhood.
However, the oblivion phenomenon of sexual aggressions is much extended and

well recorded but its causes and mechanisms are not understood. In the other hand, there
is also a theory saying that there are “fake memories” or fabricated memories (especially,
with a persuasive individual present with an authoritative position: therapist, progenitor,
etc.). Many victims express great doubts about the reality of their own memories of the
aggression, indepently of the frequemcy of their memories144. This theory, supported by
some people, does not appear in DSM-V, nor in ICD-10 and is also rejected by the
academic community. 145
International Rights
In the international field, instruments have been also developed that emphasize in
the attention against sexual abuses, within the general protection of children.


American Convention on Human Rights Article 19. Every minor child has the
right to the measures of protection required by his condition as a minor on the part of
his family, society, and the state.146



Ibero-American Convention on Youth Rights Article 11. The States Parties shall
take such measures as may be necessary to prevent from exploitation, abuse or sexual
tourism or any other kind of violence or mistreatment of young people and shall
promote the physical, psychological and economic recovery of victims.147
Convention on the Rights of the Child (UN)148. Article19 1. States Parties shall



take all appropriate legislative, administrative, social and educational measures to
protect the child from all forms of physical or mental violence, injury or abuse,
neglect or negligent treatment, maltreatment or exploitation, including sexual abuse,
while in the care of parent(s), legal guardian(s) or any other person who has the care
of the child.
143
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Article 34. States Parties undertake to protect the child from all forms of sexual
exploitation and sexual abuse. For these purposes, States Parties shall in particular take
all appropriate national, bilateral and multilateral measures to prevent:
1. The inducement or coercion of a child to engage in any unlawful sexual
activity;
2. The exploitative use of children in prostitution or other unlawful sexual
practices;
3. The exploitative use of children in pornographic performances and
materials.
Article 36: States Parties shall protect the child against all other forms of exploitation
prejudicial to any aspects of the child’s welfare.
Summary Chart
The sexual abuse of children is a form of child abuse which infringes the right of the
child to his/her physical integrity and human dignity, which is recognized in the article
19 of the Convention of the Rights of the Child, impeding a full development.
Cooperating with the eradication of children abuse and exploitation, between the varios
states, results in the Council of Europe Conventio of 2007 on the protection of the
minors against sexual abuses and sexual exploitation (Convention of Lnazarote.)
The offenders are not a homogeneous group but the general characteristics of the sexual
offenders of children are:
-

They are mainly men, close relatives; they commit abuse between the ages of 30
and 50 years.

-

Appearance, cleverness and ordinary life.

-

Traits of neuroticism, introversion e immaturity.

The primary offendersshow a sexual orientation which is almost exlusive to children and
their compulsive behaviour is not bound to their personal status; while the secondary
offenders , they are characterized by a behavior that results from specific situations.
In general, the short-term consequencies of sexual abuse are desvastating for the
psychological functionof the victim, especially when the offender is a member of the
child’s family. The long-term consequences are uncertain. There is correlation between
the sexual abuse suffered during childhood and the appearance of emotional disturbations
or maldaptive sexual behaviours during the adult life
In the international field, instruments have been also developed that emphasize in
the attention against sexual abuses, within the general protection of children.


American Convention on Human Rights Article 19



Ibero-American Convention on Youth Rights Article 11
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Convention on the Rights of the Child (UN). Article19 1, 34 and 36.
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Possible health issues related to abused and neglected children. Precautions?
There is no certainty about the percentage of abused children becoming offenders,
criminals or mentally ill, but many investigations conclude that abuse increase the
possibility of it happening (Dodge, Bates & Petit, 1990; NRC, 1993; Widom, 1989;
Dubowitz, 1999)
There is a wide variety of symptoms appearing in abused children. Bal, Crombez,
Van Oost y De Bourdeauhuij (2003) make an interesting distinction between 2 types of
problems: “internalized” (such as anxiety, depression, dissociative symptoms or those
related to post traumatic stress) and “externalized” (such as sexual problems, aggressivity
or anti-social behaviour).
The prevalence of one symptom or the others, magnitude, severity and chronicity in
the aftermath depend on:
-

Type and severity of the abuse.

-

The child´s subjective assessment of the abuse (specially to what extent he/she
considers him/herself responsible)

-

The age at the start of the abuse episodes

-

Relationship with the abuser

-

Family support to the child victim

-

Access and skillfulness of the social, medical and psychological services (Branett,
Manly…..

Main Health Related Problems Detected
Neurological and physical problems
-

Inadequate brain development in children with deficient nutrition, especially in
babies and small children.

-

Low weight and short stature

-

“Growth deficit” with no evident physical reason, so-called “non organic”
(Dubowtiz, 1999).

-

Psychosomatic response: headaches, stomachaches…

-

Repeated psychosomatic illnesses.

-

Sphincter control disorder: enuresis; encopresis.

-

The child suffers frequent accidents.

Cognitive and learning problems
-

Lower I.Q.

-

Slow language development (Coster, Gesteen, Beeghy y Cichetti, 1989), due to
lack of stimulation.
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-

Low academic performance. They tend to repeat grades, to get lower scores, and
to have behaviour problems (Duwobitz….)

-

Lack of enthusiasm and creativity (Egeland, Sroufe & Eriksson, 1993). Lack of
interest, and low motivation for learning.

-

Difficulties to keep attention and focus.

Behaviour disorders
ADHD (Attention Deficit Hyperactivity Disorder), aggressive behaviour
Anxiety:
It usually appears as anguish, intense psychological discomfort. Lopez Soler,C et al
(2012), as part of a study on emotional disorders in abused minors, that there was a high
sensitivity to anguish but a lower level of anxiety symptoms.
Depression:
Barudy (1989) indicates that his experiences with children victims of belgience
and abandonment confirmed what Blumberg (1981) had already stated: one of the main
sources of child depression is affective deprivation. This depression might remain
masked by other behaviour disorders.
A large number of investigations have confirmed the link between depression and
abuse within the family (deblinger et al., 1990; mcleer et al., 1988, Lehman, 1997;
Sternberg et al., 1993). In a similar way, the aforementioned investigation from Lopez
Soler (2012), confirmed the presence of depressive symptomatology, mainly dysphoric
symptoms.
DSM-V describes three kinds of depressive symptoms, related to post-traumatic
stress disorder and applicable to child abuse situations:
-

persistent negative emotional state (e.g. fear, terror, anger, guilt or shame)

-

persistent negative beliefs or expectations about oneself, the others or “the world”

(e.g. “i feel bad”, “i cannot trust anyone”, “the world is very dangerous”)
-

persistent disability to feel positive emotions (e.g. happiness, satisfaction or loving

feelings)
 Self-destructive or self-mutilation behaviour:
They are more frequent in physically abused children than in those victims of
negligence, although more frequent in these than in normal population (Green, 1978).
They also appear in cases of sexual abuse.
Suicidal ideation or tendency:
It is striking to find suicidal thoughts in 9 or 10 years old children.
Joiner (2005) considers physical abuse as a facilitating circumstance to the suicidal event
under serious emotional disturbance and suicide contemplation. On this same conception,
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Kokoulina, e. & Fernández, r. (2014) confirmed that abuse during childhood increases the
probability of suicide consideration but only physical abuse was linked to the suicidal
behaviour report.
Identity dissociative disorder:
Dissociative disorder is a self-defence psychological mechanism leading to a split
between identity, memory, ideas, feelings or perceptions and conscious knowledge and
cannot be recovered or experimented voluntarily.
It can be found as isolated episodes or as part of a psychotic disorder. It appears as
a consequence of a high level traumatic impact, because the child cannot bear the
intensity of suffering, coincidentally with the episode or later. They are frequent in cases
of sexual abuse.
Psychosis:
Damage to the personal identity and personality development of the abused child,
makes it evident that child abuse has a big impact in further development of psychotic
disorders.
Many investigations have focused on confirming this evidence. Filipo Varese et
al. (2013) did a meta-analysis of 41 investigations selected from a search from January
1980 to November 2011 in MEDLINE, EMBASE, PsychINFO y WEB of Science (UK).
The outcome of this review was that adversity and trauma during childhood increase
substantially the risk of psychosis. All kinds of adversity were linked to high risk of
psychosis, noting that adverse experiences exposure, generally, increases the risk of
psychosis, regardless of the specific nature of the exposure.
Another interesting review was based on the National Comorbidity Survey (US
population´s epidemiological survey in 1990 y 1992). Data was used to calculate the link
between physical abuse (including sexual abuse) and psychosis. Results show that child
physical abuse were a prognostic factor in psychosis and a significant cumulative relation
was established between trauma and psychosis such that the number of different traumas
suffered increased the probability of psychosis. Besides, a significant interaction with sex
was noticed, as long as rape was the most significant predictive factor for psychosis in
males.
Drug consumption:
With a double intention: to move away from his/her reality/life experience; for the
anti-social behavior components it entails.
Criminal behaviour:
In a longitudinal investigation of 411 children (West y Farrington, 1973), with
tracing from 8 years old, it was observed that, with 18 years old, 27 had been sentenced for
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violent crimes and 98 for non-violent crimes. In the violent group, 62% had received an
extremely severe parental discipline, compared with 33% in the non-violent group. This
study links physical abuse with violent criminal behavior.
Specific Consequences:
-

Of SEXUAL ABUSE: besides the aforementioned, it might lead to an early
sexual behavior, inappropriate seduction, adult age problems to perform
satisfactory sexual relations, reduction in the feeling capacity for emotions
linked to intimacy, physical contact and sexuality (Barudy, pg. 249).

-

Of PHYSICAL ABUSE: shifty eyes, defensive gestures, skin marking and
signs, etc.

Precautions:
-

Global intervention in the child´s familiar and social environment. Creation
of social support nets for the family. Look at the family as a system, treat the
family, not only the child.

-

Work systematically on trauma expression and exteriorization with the
children, once they are assisted by the child protection system. Avoid beliefs
such as: “it´s gone, better not to remember…”, “now he has different parents,
now he is ok…” Perform interventions specifically focused on reducing
abuse consequences.

-

Routinely explore (psychologist and psychiatrist) adverse events during
childhood in psychotic patients (schizophrenia or similar diagnosis) to
develop integral proposals and treatment plans. Likewise, work on depressive
patient´s possible weaknesses and depravities during childhood (in addition to
medication).

-

Create processes and platforms (from school, Social Services, etc.) that can
convey child´s inputs about abuse (within the family, bullying, gender
violence, etc.). Invisibility extends abuse (“if no one talks about it, it does not
exist”).
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Dsm-5 Categories of Related Disorders for Trauma and Stress Factors:
Trastorno de apego reactivo 313.89 (F94.1)
A. Steady pattern of inhibid behaviour, emotionally withdrawn to adult caregivers, which
is shown by the two following characteristics:
1. The child rarely or seldom looks for comfort when feeling discomfort.
2. The child rarely or seldom allow others to confort him/her when s/he feels
discomfort.
B. Lingering social and emotional disturbance characterized by two or more of the
following symptoms:
1. Minimal social and emotional reaction to the remaining ones
2. Limitless positive affection.
3. Irritability episodes, sadness or unexplained fair that can be avoid even
during non-threaten interactions with adult caregivers.
C. The child has lived an extreme patter of unsufficient care as it is stated by one or more
of the following characteristics:
1. Negligence or social lack detected by the continuous lack of meeting the
basic emotional needs to obtain welfare, stimulus and affection from the
adult caregivers.
2. Repetitive changes in the primary caregivers that reduces the opportunity
of creating a steady attachment (e.g. frequent changes of custody.)
3. Education in unusual contexts that reduces substantialy the opportunity to
establish a selective attachment (e.g. institutions with a high number of
children assigned to one caregiver)
D. It is supposed that the care factor from the Approach C is the responsible of the
disturbance of the behavior of Approach A (e.g. the disturbances of Approach A begin
when there is a lack of accurate care of the Approach C.)
E. The approaches to Autism Spectrum Disorders do not meet the approaches.
F. The disorder is obvious before the age of 5 years.
El The child has an age development of 9 months at least.
Unhibited social relationships disorder 313.89 (F94.2)
A. Behavioural patter in which the child actively interacts with strange adults and
presents two or more of the following characteristics:
1. Reduction or lack of reluctance to interact with strange adults.
2. Oral or physical behavior too familiar (which does not match with what is
culturally accepted and with the appropriate social limits of the age.)
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3. The child resorts rarely or seldom to the adult caregiver after a risky output, even
in strange contexts.
4. The child is willing to go with a strange with little or no hesitation.
B. The behaviours of Approach A are not limitted to impulsivity (as in the attention
deficit hyperactivity disorder) but involve the unhibited social behavior.
C. The child has lived an extreme patter of unsufficient care as it is stated by one or more
of the following characteristics:
1. Negligence or social lack detected by the continuous lack of meeting the
basic emotional needs to obtain welfare, stimulus and affection from the
adult caregivers.
2. Repetitive changes in the primary caregivers that reduces the opportunity
of creating a steady attachment (e.g. frequent changes of custody.)
3. Education in unusual contexts that reduces substantialy the opportunity to
establish a selective attachment (e.g. institutions with a high number of
children assigned to one caregiver)
D. It is supposed that the care factor from the Approach C is the responsible of the
disturbance of the behavior of Approach A (e.g. the disturbances of Approach A begin
when there is a lack of accurate care of the Approach C.)
E. The child has an age development of 9 months at least.
Post-traumatic stress disorder 309.81 (F43.10)
Summary Chart
Possible health problems related with abused and abandoned children:
Depends on different factos:
 Type and gravity of the abuse.
 Subjective assessment from the child to him/herself
 The age of the child at the beginning of the episodes.
 Relation between the child and the offender.
 Dosmetic and social support to the victim
Types of problems that we can find:
Neurological and physical problems:
-

Inadequate brain development, low weight and short stature.Growth deficit, non
organic.
- Psychosomatic responses.
- Repeated psychosomatic illnesses.
- The child suffers frequent accidents.
- Sphincter control disorder: enuresis; encopresis.

www.eurehabchildren.com

168

Problemas cognitivos y de aprendizaje:
- Lower I.Q.
- Slow language development
- Low academic performance.
- Lack of enthusiasm and creativity
- Difficulties to keep attention and focus.
Behaviour disorders:aggressivness, hyperactivity.
Anxiety
Depression:it is especially related to the affective lack (negligence and abandoned)
Self-destructive or self-mutilation behaviour:especially in cases of physical and sexual
abuse
Suicidal ideation or tendency:suicidal thoughts in every abuse type. Suicidal behaviour
is specially related ith physical abuse.
Identity dissociative disorder: mechanisms of reality. They are frequent in cases of
sexual abuse.
Psychosis:child mistreatment grows significantly the risk of developing a psychotic
disorder (many researches with the same conclussion.)
Drug comsumption
Criminal behaviour
Specific consequences:
-

Of SEXUAL ABUSE: premature sexual behaviour, inappropiate seduction,
sexual problems during adulthood.

-

Of PHYSICAL ABUSE: shifty eyes, defensive gestures, skin marking and
signs.
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APPROACHING THE VICTIM/OFFENDER
Expressions of Abused Minors
Aiming to illustrate this section we have choosen reflecting the expressions of
abused minors throughout an exhibitions of drawings carried out by themselves.
These are the drawings from the exhibitioms “Els monstres de ca meva”, which
was organized in Palma on October 2010 and was accompanied by some workshop
conferences on child mistreatment. The sample is formed by 18 drawings perdormed by
children and teenagers from 5 to 15 years, who at some point in their lives have been
unprotected. The names of the children are fictional so as to keep their anonymity.
Therapists, psychologists and educators make use of the drawing to help te child
explain what has happened to him/her or how the child feels before a case of
mistreatment, abuse or negligence. The drawing represents the speech with which the
child communicates with us, explains the exceptional event that has motivated the
therapeutic intervention and also how s/he sees her/himself and how s/he sees the
offender.
The drawings of the exhibition has been transferred by the Servei d’Infancia I
Familia del Institut Mallorquí d’Afers Socials, the Institute of Legal Medicine of the
Balearic Islands, and the boys and girls from the Treatment Unit of the Conselleria
d’Afers Socials, Promoció I Immigració of the Balearic isles Government in Spain.
» Andreu, 8 years
Abused by his stepfather since 4 years, he draws himself with a fearful
face and remarking the shirt buttons and the zipper of the jeans. Below,
in the following picture, he expresses his anger with colors.

Andreu expresses his anger with colors and
traces.

Andreu writes here how he feels and cuts the
edges with scicssors.
» Fernando, 13 years
For years, he was physically and
psychologically

abused by his father. Now, he lives with

his

who

has rebuild her life away from the

father. The child is

fine, but he had a season when he was

constanly

with his teachers and partners from the

mother,

fighting

school.
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He draws his father as a devil. He is in a bar, alone, because the remaining people fears
him. He drinks beers, is drunk and smells to alcohol. He also plays slot machines.
Fernando feels anger towards him, “he’s wicked.”
» Elena, 6 years
She was abused and mistreated by his father. Now, she is
currently living with her grandmother, as foster children.
The drawing represents her father. She draws him very small
and having sexual relationships with her. Elena writes: “he has
behaved very badly.” The big smilling figure represents her
foster grandmother with whom she feels protected.
» Sergio, 15 years
He

was

psychologically abused

by his

father

since

childhood.At the beginning of the adolescene the sexual abuses
also started.
In the drawing, he draws himself immobilized in a cross,
unable of escaping the aggressions of his father, who is
represented as fierce with claws at the top. Sergio draws the
moment he decided to say he was suffering abuses. This moment is represented by the
green hole of hope, where a black trace, from there to the lover part, symbolizing the
difficulties (guilty, solitude, hopelessness, getaway from home.) The drawing finishes
with straight sword, which represents the discovering of his strength and the desire of
fighting to improver his life quality.
» Miriam, 9 years
She has suffered physical and emotional mistreatments, and
negligence. Her mother is immigrant, ho arrived to Spain when
she was 15 and pregnant of Miriam.
She draws her family without reference adults. She and her
family belongs to an ethnic minority, but she does not represent
it in the drawing. The figures does have nothing in coomon ith
the real ones, ethnically speaking. Dibuja su familia sin ningún adulto de referencia. She
has been insulted by her partners due to his ethnicity. On the left at the lower margin she
says she feels ver lonely, although she crosses it out because she does not want people to
know it.
» David, 8 years
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He was sexually abused. He draws his ofender with burning eyes,
remarking the sexual organs, Next to his offender, David writes words
related to the abuse he suffered. He describes the drawing: “the one
who damage me and I have finally said that it is true he did so.”
» Javier, 6 years
He was declared at risk since he was 4 years old
and lives in a probation centre since a few
mothns.
His parents are separated and have serious disputes between them.
The father served 1 year of imprisonment for gender violence against the mother. The
mother takes methadone and is being treated of mental health problems. The parents have
finger-pointed each other and have reported each other for having sexually abused of the
child in the home of the other one.
The child draws himself in a rainy day. He draws a car, drived by his parents, that seems
to be running over him. Next to the car, he draws a house without windows where he tells
that his father, his mother and him live.
» Isabel, 8 years
He suffered sexual abuse within the family circle.
At the right botton of the drawing, Isabel draws her ofender abusing of
her. She expliains he lifted her to a chair so as to be at the same heigh
and penetrate her from behind. At the left botton, she draws her little
brother, who was at the door watching all that was happening.
» Irene, 5 years
She and her siblings suffered emotional abandoned and
negligence.

In his drawing, Irene expresses the chaotic affectiv relationships
that existed between the members of her family. The first two
figures (the sister, 10 years old, and the mother) maintains a bad relationship because the
mother delegates to the sister the responsability of looking after the children. In this
family, there are suspicious of sexual abuse of the older daughter.
» Joan, 8 years
He has suffered sexual abuse.
He draws his ofender in cage, closed with a locker. The key is at the
right top protected by thorns, so the offender can not take it.
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» Dani, 12 years
His parents have separated. Dani explains what the drawing represents: “We are in the
middle of a fight between my parents, which has not finished. The war sword is
straight.”

The father was condemned for gener violence crime agains the mother and has
a restraining order. Dani is the one looking after his younger siblings at this
moment, he protects them.
» Marina, 5 years
Her father abused of her, since she was 4 years old.
She draws the pornographic films she watched with his father.
Marina tells that the characters she saw “were naked and did
messy things.” The circular line is the television frame.

» Marcos, 9 years
He has been repetitively physically and sexually abused by a school
partner. In this drawing he represents his offender with small head,
big hands and details in the clothes, especially in the jeans zipper,
which he remembers being forced to unzip during the episode of
abuse.
» Elisa, 7 years
She suffered sexual abuse within the family circle.
The psychologist ask her to draw how she feels regarding to the
abuses. She draws herself screaming, without body and with opened
eyes and mouth, expressing the fear she felt while being abused.
» Andrea, 10 years
She suffered sexual abuse within the family circle.
She draws where the ofender touched hew and how she
had to touch him. Andrea is ashamed because she has to
talk about what happened to her. They come to an
agreement: she does not speak but she answeres the
questions by writing “yes” or “no” in the paper.
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» Víctor, 7 years
He was abused by his father when

he was 4. Now he is tutorial.

In the blackboard, he draws what

his father asked him to do, in

this case, a fellatio. The line that

comes from the genital area

represents the tongue.

Intervention.
The psichological assessment of case of abuse is fundamentally carried out by an
interview of the psichologist with the minor and the observation. Basically, these are the
two types of interviews planned with the victim: on the one hand, those which are
thought to investigate what has hapenned; in the other hand, those oriented to the
intervention on the child as victim of abuse.
The immediate effect that results from the first contacts with the victim is if the
therapeutical intervention is necessary or convenient. Normally, certain individual
characteristics of the minor and od his/her social/family contexts may be enough reasons
to protect the minor from the negative impact of abuse.
There are four basic criteria that suggest a major urgence of intervention in an
abuse case.149 the cohabitation of the ofender with the child after the abuse; the passive
actitud or the neglect towards the child on the part of the family; the severity of the abuse,
the lack of monitoring the case which may avoid new abuses.
There are also two broad phases, with their correspondent technics, in the process
of intervention on the victim of sexual abuses150: first, the educative phase; and the
second phase which is specifically therapeutical.
The educative phase expects the minor to understand his/her own sexuality as wll
as the one of the offender via subjective way adjusted to the child’s level. The aim is
informing the minor and achieving s/he understandas what sexual abuses are and how to
anticipate them. The goal is to guarantee the child’s safeness in the future; and especially,
increasing his/her self-steem by giving him control mechanisms over the related aspects
to sexuality.
The therapuetical phase151 deals with the situation of the child after being abused
and implements certain techniques to overcome the trauma and avoid relapses in
adulthood. Among the techniques:


Emotional relief of the minor, aimimng to break down the secret, and the feeling of
isolation, which sometimes leds to the creation of a mistaken defense by the child.

149

See FREYD, Jennifer J.: Abusos sexuales..., page. 65
See FREYD, Jennifer J.: Abusos sexuales..., page. 66 and followings.
151
For a presentation of the main therapeutical interventions about the minor, see chapter 5. («Efectos del abuso y posibles intervenciones») by Anna
OLIVERIO-FERRARIS & Bárbara GRAZIOSI: ¿Qué es la pedofilia?
150

www.eurehabchildren.com

174



The cognitive appreciation to avoid dissociation or denial of the experience, so that
the child recognizes his/her feelings as right and usual after the experience s/he has
been through.



Techniques that allow changing the cognitive, affective, sexual and behavioural
disturbances (social skills and assertiveness; relaxation training and anger control,
self-examination…)



Therapies based on the “dramatic play” (to imagine situations and characters who
allow the minor to go back to the disturbing event from and analictic, external,
controller viewpoint), the children’s stories (to explain and analyze the events
metaphorically), drawing (with diagnostic and therapeutical function at once)
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Most common mistakes in approaching abused and neglected
Miyths and Beliefs Related To Child Abuse
According to Mario Zarate152 thys mtyhs or beliefs related to child abuse are base
don the consideration which says that:


The child abuse cases are few and are not a serious problem. This is uncertain. Around
50% of the families suffer some type of violence.



The child abuse is more frequent in needy families in comparision to the number of
cases in which the ofender is thebiological father and/or mother.



The number of cases in which the offender is the stepfather or the stepmother is
greater in comparision to the number of the cases in which the offender is ht e
biological father and/or mother.



The mothers and/or fathers who abuse of her children are people suffering serious
psychological or psychiatrics symptoms. It is known that the rate of psychologicals
problem is vero low and it should be conceptualize as social illness.



The coexistence between love and abuse within a family is not posible.



The story will repeat more times, in other words, any child victim of abuse, will have
abusive behaviors with his/her children. But some children are called “resilent” by the
world bibliography. These children have characteristics that allows them to overcome this
obstacule.



The child abuse is more frequent in large families that live in small spaces.



The violence is innate. This not true. It is a behaviour learnt from family and social
models taken as a way of solving situations.
Violence against Childhood: Concealed, Non-Reported and Badly-Registered
We know the existence of cruel and humniliating punishments from a log time
ago: female genial mutilation, carelessness, sexual abuse, murder and other vilence forms
against children. However, the gravity and urgence of this worldwide problem has not
been revealed until quite recentlyl153.
The myths and beliegs regardinf child abuse makes difficult the progress of
problem solving because their deconstruction is a hard task for the community that
supports them. Thus, making more difficult the creation of actions which tend to modify
the baseline situation.

152

Professor of prevention of violencia at schools. Instituto normal superior "Simón Bolívar". El alto, la Paz – Bolivia.

clementezarate@hotmail.com. Higher University of san Andrés. First cycle of seminars and workshops of teacher updating of primary level Nuestra señora de la
Paz. Bolivia.
153

A. Reza, J. A. Mercy & E. Krug, “Epidemiology of violent deaths in the world”, Injury Prevention, vol. 7 (2002), pages. 104 to 111; Krug, op. cit. At the
note 1, pages. 59 to 86.
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According to the independent expert of the reasearch on violence against children
of the UN154, the main mistakes on detecting the depth of abusive situation are:
Non-Denouncing or Recordering Abusive Situations.
In many places of the world there are not systems in charge of rerecordering and
studying the reports of violence against children.
There some reasons why there is this lack of denounce.


The smallest children, who suffer violence at home, are not able to denounce



Many children are afraid to report incidents of violence against them because of
the fear of suffering reprisals; or not to make thinks worse due to de intervention
of authorities.



In many cases, the parents, who should protect their children, keep in silence if the
ofender is the partner, or other family member, or power member of the society,
such as an employer, police office or a community leader. The fear is closely
related to the stigma frecuently linked to the report of violence.



In the societies in which the patriarcal ideas of the family “honor” are more
valued that the human rights and the welfare of the children, an event of rape or
sexual abuse may led to victim ostracism, more violence, evento until the deatch
of the victim at the hands of the family.



Many governments lack of registration systems of birth, so the smalles babies and
children lack a official identity putting them at risky situation.



In additon, many of them also lack of a system of research and record of the
children’s deatch.



Although millions of girls are married before 18, the anbsence of registration
system makes difficult to track the problem.



Few states systematically register and report the children who are put in protection
or detention institutions, and even less do they gather information on the violence
against the ones in such situations.

In this regard, Rostad shows the following scheme related to the hiding of the cases, draw
from the graphic called iceberg effect.
Even today, child mistreatment is still a problem produce in the private environment that
is now in the public domain and the proper decision were not made to solve it.

ICEBERG EFFECT OF CHILD MISTREATMENT

154

This report is base don the study of Paulo Sérgio Pinheiro, independent expert appointed by the Secretary-Generalaccording to the General
Assembly resolution 57/90 of 2002.
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The Rostad’s iceberg clearly shows in its
base, which correspond to the grater
number, the cases known by the victim,
the offender or even other family member,
although this cases are not reported. The
tip of the iceberg corresponds to the
number of cases that are judicially
reported, which is smaller number.
In the other hand, there are also some limitations that inclfuence the answer that the
educative field can deliver to the problem of child mistreatment. This limitations could be
cope with considerinf the following aspects:


A specific regulation is required to deal with the problema of child mistreatment by
clearly indicating the role that the school sector must assumed.



Such regulation should include coverage for asoects related to privacu or anonymity
when the situation requires it.



Spreading the specific education and training of everybody who performs educational
tasks.



Establish each person responsabilities: teacher or professor, director, particular teachers,
school support team.



Having appropiate instruments for the collection of data, protocols for reports,
questionaires, interviews for the first detection and diagnostic.



Guiding and supporting teachers in critical situations which led not to report the detected
mistreatment cases: a) fear of facing aggressive or violent parents; b) insecurity in regard
to the support of the educative systema;c) doubs when making an accurate diagnostic; d)
fear to legal consequences; e) ignorance of what will happened after submitting the
report, etc.
Certainly, the reasons why the violence phenomenon is hidden are myths and limitations
interliked reharding this topic.
Social Acceptance of Violence
The lingering social accepatnce of some violence forms against children is a
signifcant factor that contributes to its continuation in almost every state.


Children, offenders and the public in general may accept the psychological,
physical and sexual vioence as inevitable part of childhood.



Most laws of the states still accept the physical punishment as “fair” or “legal”
and reflect the violence approval of the society when the violence is disguised as
“discipline.”
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The pusical punishment and other forms of cruel and degrading punishment,
intimidation (bullying), sexual abuse and various violent traditional practices may
be seen as usual, especially when the result is not an evident and lasting physical
damage.



According to the Global Initiative to End All Corporal Punishment of Children, at
leas 106 countries forbid the use corporal punishment at school, 147 countries do
not forbid it in shelter institutions, and only 16 countries have forbidden it at
home until now155.



The violence also goes unnoticed because there are not safe and reliable ways to
report violence. In some places of the world, people do not trust in the police,
social services or other authorities. In toher placesm, especially in rural areas,
there are no accessible authority to which one can report.156. Where data are
collected they are not always recorded in a complete, consistent or transparent
way. In particular, little data are available about violence within care and
detention institutions in most parts of the world because, although incidents may
be documented, most institutions are not required to register and disclose this
information, even to the parents of the children concerned.
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The Fact of Not Having Reliable Data
No country can measure
progress

towards

eliminating

violence

against

children

without

regular surveys.
Studies, wich research on
the use of violence by the
progenitor or other adults,
the

violent

during

experiences

childhood,

the

current healtd situation and
the children’s behaviours and the adults who put at risk their healt are required to
calculate the magnitude and nature of the non-fatal violence against children with
precision. The fatal violence against children can only be measured with precision via
registrations systems of death, investigation and report.
155

Global Initiative to End All Corporal Punishment of Children, Summary o the Legal Status of Corporal Punishment of Children(28 June 2006).

156

Multi-country Study on Women’s Health and Somestic Vioence against Women (Geneva, WHO, 2005).
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Summary Chart:
According to Zarate, the main mistaken myths and beliefs in the field of child abuse
are the followinglos principales mitos y creencias erróneas en el ámbito de la violencia de
menores son:


The child abuse cases are few and are not a serious problem.



The child abuse is more frequent in needy families.



The number of cases in which the offender is the stepfather or the stepmother is
greater.



The mothers and/or fathers who abuse of her children are people suffering serious
psychological or psychiatrics symptoms. The coexistence between love and abuse
within a family is not possible.



Any child victim of abuse, will have abusive behaviors with his/her children.



The child abuse is more frequent in large families that live in small spaces.



The violence is innate

The UN IDENTIFIES three main mistakes that block the accomplishment of effective
programs on the elimination of violence:


Non-denouncing or recordering abusive situations. Rostad shows the scheme
related to the hiding of the cases, draw from the graphic called iceberg effect, by
clearlyshowing in its base, which correspond to the greater number, the cases
known by the victim, the offender or even other family member, although this
cases are not reported. The tip of the iceberg corresponds to the number of cases
that are judicially reported, which is smaller number.



The lingering social accepatnce of some violence forms against children is a
signifcant factor that contributes to its continuation in almost every state.



No disponer de datos fiables. Studies, wich research on the use of violence by
the progenitor or other adults, the violent experiences during childhood, the
current healtd situation and the children’s behaviours and the adults who put at
risk their healt are required to calculate the magnitude and nature of the non-fatal
violence against children with precision. The fatal violence against children can
only be measured with precision via registrations systems of death, investigation
and

www.eurehabchildren.com

report.

180

Preventing abuse and neglect against children
Prevention programs, for being effective, need to consider as target population not
only children, but parents, teachers, all the professional who have contact ith children in
the field of health, education, social services, labour, and all the population in general.
The programs should not alarm but minimize the risks either.
The prevention must take action over information, attitudes and behaviours so as
to detect risky situations, change fake beliefs, facilitate the disclosure; to know how one
should proceed and where are the professionals who deal with such situations.
Primary Prevention:
The primary prevention intends to eliminate or decrease the number of
mistreatment cases. The society should be educated about the ilgelatility of using
violence to educate children. The knowledge of the children needs has to be improved, as
well as the risks childhood may be taking. In addition, the sensitivity of the population
has to be aware of significant issues such as child abuse.
Some posible actions addressing this aim would be:
- Addressed to society: limiting the violence in the televisión and toys; recognized the
rights of the child; budget for education…
- Addressed to family: informing about health related aspects, characteristics of the child,
family protection measures
- Addressed to teachers: knowing the reality of mistreatment, the awareness of the mass
media, encourage team work with various professionals
- Secondary prevention:
Efforts addresses to high-risk population or those families where there is already a
violence form. The detection of high-risk situations such as parental or maternal
backgrounds of mistreatment by master indicators…
- Tertiary prevention:
This would be the intervention after identificating and valuing the cases of
mistreatment. Actions are planned to restore the deterioration due to the situation, reeducate the offenders with programs tending toreduce tension duting the transition to
parenthood. Training the parents to face the children care and education is necessary.
This can be achieved discovering their skills and providing them with abilities to perform
when there is a family conflict; working with the child victim of mistreatment; preventing
the child of veing a victim again…
It is advisable to incorpórate the educative programs on prevention within the
activities of effective and sexual education so as to allow a global approach to sexuality
in a context of health education, and welfare and personal development.
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Who’s response.
The OMS, in collaboration with several partners:


Offers technique and regulated orientation base don scientific data in order to
prevent chilhood mistreatment;



Promotes the increasement of support to the child abuse prevention in
scientific data and inernational investments in this field;



Provides technical support to prevention programs of childhood mistreatment
in scientific data of varioues countris with low and high incomes.

Effective preventine measures:
The significance of the parental training in positive upbringing
Accoring to the World Health Organisation,157 the prevention program more
efficient are the one which offer support to the parents, and provides them with positive
knowledge and techniques to upbring their children, among them:
1.

Home vistis of nurses to offer support, training and information;

2.

The parental training in froups so as to improve their aptitudes to upbring their
children, their knowledhe of child development, and encourage them to
perform positive strategies in their relationships ith their children;

3.

Intervention with multiples ítems that generally involve parental support and
their training, pre-primary education and attention for the child.

4.

The ones addressed to prevent head trauma due to mistreatment (known also
as shaken baby síndrome, battered child síndrome or brain injury for
traumatism.) Generally, hospital programs in which the new parents are
informed of the risks of shaken small children and ho to face the children with
inconsolable crying.

The significance of preventing sexual abuse of children.
They are generally carried out at schools and children are taught the following:
-

Their body property;

-

Differences between usual contacts and indecent molestation;
- How to recognize abusive situations;
- How to say “no”;
- How to reveal the abuse to a reliable adult.
These programs work improving protection factors against sexual abuse during

childhood (e.g. the knowledge of sexual abuse and protective behaviours). There are
not other tests which reduce other abuse forms.
157

OMS. Children abuse Breafing note No. 150. December 2014
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The sooner these intervention take place in the child life, the greater are the
benefits that may influence the child (e.g. cognitive development, behavioral and
social skills, educational achievements), and the society (e.g. crime reduction.)
In addition, the early recognition of cases and the continuous support of the
victims and their relativesmay help to reduce the repetition of the abuse and also ease
the consequences.
Ohter effective actions
-

Training professionals in education and health to carry out social, educative
and therapeutic interventions.

-

Carrying out prevention and treatment programs for offenders because they
always need help due to their high rate of repetition. They have to assumed the
problem, accept their values, work on their empathy, learn to put themselves in
someone else’s position; training in self-control.

-

Set a coordinated attention service for the child throughout theintegration and
coordination of the vaiours instutions related to child abuse.

-

Report it, since this allows justice to protect the child, avoid the offender abuses
of other children, force the offender to follow a therapeutical treatment, reduce the
183

occurrence of the incidence.
Protective Factors
Zarate158 has clustered various specific conditions called protective factors that
decrease the probability of mistreatment incidents, modify the influence of the risk factor
and reduce the child vulnerability.
Certainly, the human being builds builds its personality and créate strategies to
face reality throughout a contant interaction with environment since its birth.The balance
of its future life, the sociability and the adaptability to the environmental and stressful
conditions depends on the quality of the social environment. Children will learn to loce,
tolerate and understand, if they feel loved, understood or tolerated.
SOCIO-INTERACTIVE MODEL (Adapted from Moreno 2002)
Ontogenic
development

Microsystem
(FAMILY)

Exosystem
(SOCIETY)

Macrosystem
(CULTURE)

(GIRL/BOY))

Mario Zárate Professor of prevention of violencia at schools. Instituto normal superior "Simón Bolívar". El alto, la Paz – Bolivia.
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clementezarate@hotmail.com. Higher University of san Andrés. First cycle of seminars and workshops of teacher updating of primary level Nuestra señora de la
Paz. Bolivia.
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FATHTHER/MOTHER
Accurate attachment figures.
temperament
Democratic style of education.
Inductive discipline.
Good self-steem
Sensitive to the child needs.
Good will for
Absence of stressful events.
social interaction Appropiate mental health.
Appreciation and steem of the
Facility to adopt
child.
accurate
views 8. Good network of social
support.
and skills during
Easy

RELATIONSHIPS
- Famnily knows
and keeps a close
relationship with
the teachers and
friends of their
son/daughter.

1.
Good
economic,
political
and
social situation.
2. Appreciation of
the
tolerance,
solidarity
and
protection of the
weakest
and
poorest ones.

the processing of
social

3.
Sensitivity
towards the rights
and the needs of
childhood.

information.


Tendency to prosociality

and

cooperation.


Absence

of

evolutional
difficulties.
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Good student.

VALUES
- Family system of
values similar to
the equals group
and the one which
prevails in the
school
environment.
FRIENDS
Has good, solid and mutual
friends.
Beloved by his/her partners.
Stable history of acceptance.
SCHOOL
Proper adjustment to the
school context.
Good academic performance.
Good skills in some extracurricular activities (plays,
sports, theatre, music, etc.)
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Protocol for detecting children at risk situations159

Child’s name:
Age:
Address:
Father’s name:
Mother’s name:
Educational unit:
Grade:
1. Never
2. Sometimes
3. Often
Item A. PHYSICAL ASPECTS
1

Has bruises or signs of beats

2

Has wounds with unusual froms

3

Has burns

4

Has fractures

5

The hygienic conditions are deficient

6

Wears always the same clothes or inappropiate clothes

7

Absence of personal higiene or none

8

Realeses unpleant smells

9

Does not bring the breakfast to class

10

Ask for food to his/her partners and eats with many hunger

11

Attends to class with sleep and symptoms of fatigue

12

A delayed physical develpment

13

Pees on his/helself at school

14

Poops on his/herself at school
B. B. SOCIAL ASPECTS

159

15

Truancy

16

Arrives late or escapes

17

Wants to stay at school after finishing the timetable

1 2 3
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1 2 3

Mario Zárate Professor of prevention of violencia at schools. Instituto normal superior "Simón Bolívar". El alto, la Paz – Bolivia.

clementezarate@hotmail.com. Higher University of san Andrés. First cycle of seminars and workshops of teacher updating of primary level Nuestra señora de la
Paz. Bolivia. 21 to 22 May
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18

Does not talk about himself and/or his/her family

19

Shows aggressiveness to the partners and with the school material

20

Do not coolaborate in group activities

21

Isolates himself and is not expressive

22

Focuses the friendship on one partner

23

Has mood swings

24

Looks for the teacher’s protection

25

Show rejection towars adults or tries to pleased them

26

Show pre-criminal behaviours

27

Wants to be the centre of attention all the time

28

Cries with no reason

29

Self-harm

30

There is no relation between the family and the educational unit or this
relation is occasional
C. C. SCHOOL ASPECTS

31

An academic performance with sudden changes

32

Does not finish, does not or does bad the homework

33

Is not constante in the schoolar activities

34

No lleva a clase todo el material escolar

35

Has the school materials and the books messy and untidy
D. D. FAMILY ASPECTS

36

The parents don’t attend to the school meetings

37

The parents refuse to talk about the problems of the child.

38

The parents blame or hate the child

39

The parents demans too much from the child

40

The parents usually consume drugs and alcohol

1 2 3

1 2 3

Summary Chart:


Prevention programs, for being effective, need to consider as target population not
only children, but parents, teachers, all the professional who have contact ith
children and teenagers.



The prevention must take action over information, attitudes and behaviours so as
to detect risky situations, change fake beliefs, facilitate the disclosure; to know
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how one should proceed and where are the professionals who deal with such
situations.


There are different levels to implement thiese prevention measures:
o

Primary prevention, addressed to the social avareness of the society of the
ilegality of using violence to educate children.

o

Secondary prevention: addressed to high-risk population or those families
where there is already a violence form.

o

Tertiary preevention: after identificating and valuing the cases of
mistreatment. Actions are planned to restore the deterioration due to the
situation, re-educate the offenders with programs tending toreduce tension
duting the transition to parenthood.



General effective preventine measures:
o



Training the children to face warning situations.

Training professionals in education and health to carry out social, educative and
therapeutic interventions.





o

Carrying out prevention and treatment programs for offenders

o

Set a coordinated attention service for the child

o

Report child abuse

Preventing measures addressed to progenitors:
o

Home vistis of nurses to offer support, training and information

o

Training in positive parenthood

o

Multitasking training programs: parents, educators and minnors

Programs of specific prevention:
o

Hospital programs to prevent head trauma.

o

Schoolar programs for the education and the defense of the minor facing
possible sexual abuses.



Socio-interactive model of Zarate160. has clustered various specific conditions
called protective factors that decrease the probability of mistreatment incidents,
modify the influence of the risk factor and reduce the child vulnerability

160

. Mario Zárate Professor of prevention of violencia at schools. Instituto normal superior "Simón Bolívar". El alto, la Paz – Bolivia.

clementezarate@hotmail.com. Higher University of san Andrés. First cycle of seminars and workshops of teacher updating of primary level Nuestra señora de la
Paz. Bolivia. 21 to 22 May
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Privacy issues? Principles in sharing information about children with other
parties?
Legislation
Information obtain from newsletter of Spanish Agency of Data Protection
At European level data protection is framed as a fundamental right of citizens.
The main rule in this field is the Directive 95 / 46 on European Union. But before,
already in 1981, the council of Europe had adopted the Convention 108on the protection
of persons, which is the only binding international instrument on data protection.
Both texts are undergoing revision processes aimed at updating to take into
account the consequences of technological developments, the globalization of trade data
and, in the case of the directive, the legal and institutional changes which resulted in the
entry into force in 2009 of the Lisbon treaty.
Current EU legislation was drafted back in 1995 and needs updating to keep pace
with technological change. The European Commission proposed in 2012 a new
regulation on a single set of rules for all data collected online to ensure it is kept safe and
also to provide businesses with a clear framework for processing them.
Negotiations between Parliament, the European Commission and the national
governments reprsented by the Council started in June and a provisional agreement was
reached on 15 December. Parliament's civil liberties committee backed the deal on 17
December and it will now needs to be endorsed by MEPs during a plenary session and by
the Council.
The prominent position of data protection in Europe, reflected in its consideration
as a fundamental right and the existence of numerous regulations that regulate both
broadly as in specific sectors, is also reflected in the diversity and importance of
agencies, structures and cooperation clusters.
Protection of data in the world
The geographical distribution of countries with specific rules of data protection
and with authorities responsible for ensuring their application is mixed. Europe is a
continent where the protection of data has achieved a higher level and in almost all
European countries can be found some of these elements and often both. North America
is also a region where data protection, or more precisely, privacy, has achieved a high
level of development. In recent years there have been significant progress in legislation
and institutionalization in the field of data protection in Ibero-america and the Pacific and
in some regions of Africa.
Countries with data protection authority

www.eurehabchildren.com

188

Normally, the existence of laws governing the processing of personal data is
accompanied by the establishment of supervisory authorities responsible for the
enforcement of those laws. In the european environment, the independence of these data
protection authorities is considered an indispensable feature for an effective performance
of their functions, but in other geographical areas that independence can be assessed or be
implemented in different ways as happens in europe.
Europe: Albania, Germany, Andorra, Austria, Belgium, Bosnia-Herzegovina,
Bulgaria, Cyprus, Croatia, Dennmark, Slovakia, Slovenia, Spain, Estonia, former
Yugoslav Republic of Macedonia, Finland, France, Greece, Hungry, Ireland, Iceland,
Italy, Latvia, Liechtenstein, Lithuania, Luxemburg, Malta, Moldavia, Monaco,
Norway, Neetherlands, Poland, Portugal, Unite Kingdom, Czech Republic, Romania,
Serbia, Sweden, Switzerland
Africa: Burkina Faso, Moroco, Mauritius, Senegal, Tunisia.
America: Argentina, Canada, Colombia, Costa Rica, UU.EE., Mexico, Peru, Uruguay.
Asia: Hong Kong, Israel, South Korea
Oceania: Australia, New Zealand.
Here available a list of all countries of the world with the data protection authority
recognised as such by the international conference of commissioners of data protection
and Privacy. The status of member of the conference required the authorities a number of
requirements, including independence in the exercise of its functions and the monitoring
of specific rules of data protection. In some countries there are also subnational
authorities territorial or sector. Similarly, a small number of countries have legislation but
have not given the control of their application to specific authorities.
Countries with adequate level of protection
The concept of adequate level of protection or "adequacy" relates to data
protection in the European Union. Directive 95 / 46 prohibits the transfer of data to
countries that do not have an adequate level of data protection and establishes a
procedure for determining formally if a country provides that level of protection. In short,
the decision rests with the commission, after consulting the group of article 29 and to a
committee of representatives of the member states, which cherishes a number of elements
such as the existence of data protection laws, the content of these laws and the practical
operation of the system of protection of data. The group of article 29 Authorities adopted
an Opinion those adequacy finding criteria.
The main consequence of a country is declared is appropriate for data may be
transferred from the member states of the European union without any type of formality
or special leave. To date, have been regarded as offering adequate protection: Andorra,
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Argentina, Canada (private sector), Switzerland, Faroes, Guernsey, Israel, Isle of Man,
Jersey, New Zealanda and Uruguay.
Processing of data of minors, the example of Spain161:
Data processing of minors requieres particular vigilance, because greater rigor is required
by the Spanish Data Protection Agency (AEDP) when consent is obtained from a minor,
since the child addresses to a person who is not training yet.


Where is the age borderline on who can give such consent? The article 13.2 of the
Regulation of the (LOPD) points out:



Data pertaining to data subjects over fourteen years of age may be processed with
their consent, except in those cases where the law requires the assistance of
parents or guardians in the provision of such data. The consent of parents or
guardians shall be required for children under fourteen years old.



When processing refers to the data of minors, the information aimed at them shall
be expressed in easily understandable language, with express indication of the
provisions of this Article.



In regard to data that can be obtained, the article 13.2 of the Regulation points out:



En ningún caso podrán recabarse del menor datos que permitan obtener
información sobre los demás miembros del grupo familiar, o sobre las
características del mismo, como los datos relativos a la actividad profesional de
los progenitores, información económica, datos sociológicos o cualesquiera
otros, sin el consentimiento de los titulares de tales datos.



This prohibition has only one exception with the aim of allowing the minor
capacity to consent be completed, and pints out the last section of the article 13.2.
of the Regulation: “The aforesaid notwithstanding, data regarding the identity and
address of the father, mother or guardian may be collected for the sole purpose of
obtaining the authorisation set out in the previous subsection.”

Keep in Mind
To prevent:
• Multidisciplinary interventions, which usually include support and training for
parents, early childhood education and care to the child.
• Child school education programs for identification and defence against possible sexual
abuse.

161
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• Training in Positive Parenting: usually in groups, to improve their skills for raising
children, improve their knowledge about child development and encourage them to
adopt positive strategies in their relationships with their children.
• Hospital programs on prevention of head injuries, providing information to new
parents on the dangers of shaking little children and how to deal with the problem
of children with non-stop crying.
To take action in cases of child abuse.
-

To implement a detection protocol for risk situations in childhood that includes
physical, social, school and family aspects.

-

To report abuse because it allows justice to protect the child, avoids that the offender
abuses other minors, impose the aggressor to continue therapeutic treatment and
decreases the incidence.

-

To facilitate self-revelation and the emotional relief of the child, with the aim of
breaking the secrecy and the corresponding feeling of isolation and guilt. Allow the
child to tell about it.

-

Cognitive re-evalutation in such a way that the child recognizes that his or her feelings
are normal and legitimate after the experience like the one that he or she has lived.

-

Therapies based on "Dramatic play" of children's stories and drawing.

-

Using techniques of social skills, assertiveness, self-control,… that allows changing
the alterations caused by experiences of abuse.

Not To Do’s
-

Do not report or not register the situations of abuse.

-

Accept forms of violence by tradition, culture or false right to protect intimacy.

-

Accept that physical, sexual and psychological violence is an inevitable part of
childhood.

-

To approve "reasonable" corporal punishment when it is described or is disguised as
"discipline".

-

To perceive as normal those forms of violence which do not result in physical damage
visible or long lasting such as sexual harassment or intimidation (bullying).

-

Let yourself go by false beliefs that makes believe that the cases of violence are
isolated and linked to poverty, non-biological parents or mental illness. Since the
research studies show that violence against children is greater in cases of biological
parents and all social strata.
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-

Not availability of reliable data to estimate the magnitude and nature of non-lethal
violence against children.

-

To blame directly or indirectly the child as responsible for the violence suffered.

-

Not taking action wrongly assuming that the child has enough resilience mechanisms.

-

Contribute to the stigmatization of the child with proceedings that do not respect his or
her own privacy and personal data.

-

192
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BÖLÜM 1: ŞİDDET SUÇLARI

Dünya Sağlık Örgütü tarafından şiddet şöyle tanımlanmıştır(2002:4):
“Şiddet, sahip olunan gücün ve iktidarın, fiziksel ya da ruhsal bir yaralanmaya ve kayba
neden olacak biçimde bir başka insana, kendine, bir gruba ya da bir topluma doğrudan
ya da dolaylı yolla uygulanmasıdır.”
Şiddet, özellikle gençler arasında dünyada giderek artan bir sorundur. Geçmişte şiddet,
ceza yargılama sistemlerine ait bir sorun olarak kabul edilmiştir. Ancak, bu sorunun
kapsamı, karmaşıklığı ve ulaştığı boyutlar, 1980'lerin başında devletlerin, şiddeti bir halk
sağlığı sorunu olarak kabul etmesini gerekli hale getirmiştir. (Dahlberg & Mercy, 2009).
1996 yılında gerçekleştirilen 49. Dünya Sağlık Kongresinde şiddetin, halk sağlığı açısından
öncelikli bir konu olduğu ve başta kadınlar ve çocuklar olmak üzere her yaştan ve
cinsiyetten insan için önemli bir sorun olduğu belirtilmiştir. Ayrıca, bu sorunla mücadele
edilebilmesi için farkındalık artırıcı, çeşitli sektörlerin katılımını destekleyen, şiddet
üzerine araştırmalar ile önleyici faaliyetleri teşvik eden ve dünyadaki tüm ülkeler için
politika önerileri geliştiren özel programlara ihtiyaç olduğu ifade edilmiştir. (WHO,
1996).
1. ŞİDDET SUÇU İŞLEYEN VE ŞİDDET SUÇUNA MARUZ KALAN ÇOCUKLAR
"Şiddet" ve "çocuk" kelimeleri her ne kadar birbirine uzak kavramlar gibi görünseler de
giderek artan sayıdaki haber yayını ve bilimsel çalışma, çocuklara yönelik şiddetin ve
çocukların gerçekleştirdiği şiddet eylemlerinin umduğumuzdan çok daha yaygın
olduğunu göstermektedir. Şiddete maruz kalmak, çocuklar ve ergenlerin gelecekte
şiddet suçu işlemelerinin en önemli uyarı sinyallerinden biridir (Shaffer ve Ruback,
2002).
Mevcut araştırmalar, çocukluk döneminde maruz kalınan şiddet ile hayatın ilerleyen
aşamalarında şiddet suçları işlenmesi arasında açık bir bağlantı olduğunu
göstermektedir. (ör. Xavier, 2014, Wiebush ve diğerleri, 2001). Diğer bir ifadeyle, erken
yaşlarda şiddete maruz kalmak, ergenlik çağı ve sonrasında bir şiddet döngüsü
doğmasına neden olmaktadır.
a) ŞİDDET SUÇU FAİLİ OLARAK ÇOCUKLAR
Chicago Kriminoloji Okulu'nun ilk çalışmalarından bu yana şiddet suçu işleyen çocuklar,
kriminolojik araştırmaların öne çıkan konuları arasında yer almaktadır. Gençler arasında
şuça sürüklenme ve özellikle şiddet; kriminologlar, sosyologlar, psikologlar, biyologlar ve
diğer sosyal bilimciler tarafından farklı açılardan inceleme konusu edilmiştir. Benzer
korelasyonlara sahip olmalarına rağmen, çoğu olayda yetişkinlerce işlenen suçların
kökeni olumsuz çocukluk dönemi deneyimlerine dayanmaktayken, çocuklar tarafından
işlenen suçlarda bu durum farklılık göstermektedir. Bu bölümde öncelikle, gençler
arasındaki şiddet davranışları ve suç eylemlerinin nedenleri üzerine ortaya konulmuş
başlıca fikir, model ve teorileri özetleyeceğiz. Ardından, dünyada çocuklar tarafından
işlenen şiddet suçlarıyla ilgili istatistikleri analiz edeceğiz.
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b) ŞIDDET SUÇUNA MARUZ KALMA
Farklı kültürler arasında çocukların suç eylemlerine maruz kalma vakalarının yaygınlığı ve
tekrarlanması bakımından önemli farklılıklar bulunmaktadır. Ancak araştırmalar, genel
olarak çocukların önemli bir kısmının özellikle güvendiği ve tanıdığı kimseler tarafından
ve güvende oldukları düşünülen aile ve okul ortamında şiddet suçuna maruz kaldıklarını
göstermektedir. Örneğin, 2014 yılında İspanya'da yapılan "Çocuk Mağduriyet Anketi"
(Finkelhor ve ark. 2005) isimli bir çalışmada, 1.107 gençten (590 erkek ve 517 kadın) %
68.6'sının son bir yıl içerisinde şiddet gördüğü ve %83’ünün hayatları boyunca en az bir
şiddet türüne maruz kaldığı tespit edilmiştir. Mağduriyetin türü erkek ve kız çocuklar
arasında farklılık göstermektedir. Kız çocukları daha çok cinsel şiddete (%13,9) ve
ebeveynleri, velileri veya herhangi bir başka bakıcıları tarafından psikolojik şiddete (%
23) maruz bırakılmaktayken, erkek çocukları ise daha alışılagelmiş suçlara maruz
kalmaktadır (%68).
Bu çalışma, ergenlik çağındaki her üç çocuktan birinin, topluluk içerisinde tanıklık etmek
suretiyle şiddete maruz kaldığını göstermiştir. Belki de çalışmanın en çarpıcı bulgusu, her
beş çocuktan birinin, en az 4 farklı türden uygunsuz davranış, kötü muamele, istismar
veya şiddet davranışı sonucu mağdur edildiğinin ortaya çıkmış olmasıdır. Diğer bir
ifadeyle, İspanyol çocukların % 20'si hayatları boyunca tekrar tekrar suç eylemlerine
maruz kalmışlardır. (Pereda, Guilera ve Abad, 2014).
c) SUÇ İŞLEME-SUÇA MARUZ KALMA İLİŞKİSİ
Çocukluk döneminin erken yaşlarında suça maruz kalma, istismar ve ihmal edilme,
ergenlik çağında ve sonrasında yıkıcı sonuçlar doğmasına sebep olacak büyük bir
potansiyel taşımaktadır. Dünya Sağlık Örgütü'nün (2007:7) "Şiddet Döngüsü" başlıklı özel
raporu, kötü muamele ve şiddete maruz kalmanın; aşırı alkol ve uyuşturucu kullanımını
ve ilerleyen dönemlerde şiddet mağduru olma riskini artırdığını, kurbanların zamanla
antisosyal olmasına ve suç işlemeye başlamasına yol açtığını ortaya koymuştur.
2. TOPLUM PSİKOLOJİSİ AÇISINDAN ŞİDDETLE KARŞILAŞAN ÇOCUKLAR VE DİĞER
BİREYLER ARASINDAKİ ETKİLEŞİM
Erken çocukluk dönemi, baş kaldırma veya meydan okuma davranışlarının açık
örneklerinin nadiren görüldüğü bir aşamadır (Urquiza & Timmer, 2012). Ergenlik ve
yetişkinlik döneminde ise bu olumsuz davranış biçimleri ile önemli suç ve
şiddet/saldırganlık eylemleri arasında güçlü bir ilişkisi söz konusudur (Fergusson,
Horwood, & Lynskey, 1994; Tolan & Gorman-Smith 1998; Broidy ve ark. 2003).
Ergenlik dönemindeki saldırganlığa etki eden risk faktörleri ile koruyucu faktörleri daha
iyi anlayabilmek, önleme-müdahale faaliyetlerine yönelik araştırmalar için kritik öneme
sahiptir. (Kramer-Kuhn & Farrel, 2016) Daha önce yapılan bir araştırmada elde edilen
sonuçlar, kalıcı nitelikteki antisosyal davranışların habercisi olan unsurları ortaya
koymuştur. Bunlar: (a) erken başlangıç, (b) yüksek düzeyde saldırganlık, (c)
nöropsikolojik eksiklik, (d) erkek cinsiyeti ve (e) dikkatsizlik, dürtüsellik ve hiperaktivite
ile ilgili sorunlardır. Özellikle, saldırganlıkla birlikte akranların reddedilmesi, en azından
geç ergenlik dönemine kadar devam edecek zorlukların habercisi olarak kabul
edilmektedir (Coie ve ark. 1995).
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Suç işlemenin, birbirinden farklı risk faktörleri ve koruyucu faktörleri bulunmaktadır. Risk
faktörleri, bireyin suç işleme ihtimalini artırırken; koruyucu faktörler ise risk faktörlerinin
varlığına rağmen, suç işleme olasılığını azaltan unsurlardır. Örneğin, birkaç koruyucu
faktöre karşın, risk faktörlerinin bileşimindeki bir artış, yüksek ihtimalle gelecekte suç
işleneceğine işaret eder. (Farrington, 2003; Hart ve diğerleri, 2007; Herrenkohl ve
diğerleri, 2000; Stouthamer-Loeber ve diğerleri, 2002). Suç işlemenin arkasında karmaşık
bir yapı bulunması nedeniyle, birden fazla risk faktörünün etkileşimi, tek bir faktörün
etkisinden daha açıklayıcı olmaktadır (Mortimer, 2010).
Çocukluk yıllarında, risk faktörleriyle karşılaşma ihtimali daha fazladır. Örneğin, bireysel
ve aileye bağlı risk faktörleri doğuştan ortaya çıkabilirken, akranlar ve sosyal çevre ile
ilgili faktörlerle geç çocukluk dönemine kadar karşılaşılmayabilir. Risk faktörleri
arasındaki bu farklılık, suç işleme davranışının gelişimini anlamada kilit noktadır. Ancak,
risk faktörlerinin suç işlemek için ön koşul olmadığına ve kesin olarak suç işleneceğine
dayanak teşkil etmediğine dikkat etmek gerekir. Dolayısıyla bu bakış açısı, duruma
müdahale etmenin mümkün olduğunu ortaya koymaktadır (Mortimer, 2010).
Birtakım risk faktörleri ve olumsuz yaşam deneyimleriyle karşılaşmış bireyler açısından,
koruyucu faktörlerdeki artışa odaklanmak, onların suç işleme davranışlarına karşı daha
olumlu ve cesaret verici bir yöntem olarak değerlendirilebilir. Bu yaklaşım, bireyin
üzerinde kontrol sahibi olmadığı veya çok az kontrolünün bulunduğu risk faktörlerinin
ortadan kaldırılmasıyla karşılaştırıldığında daha başarılabilir görünmektedir.
Şiddet eğilimi olan çocuk, ergen ve genç yetişkinlerin, sık sık etkileşimde bulundukları
akranları, aile üyeleri ve öğretmenleri tarafından çok daha kolay fark edilebileceği göz
önünde bulundurulmalıdır(Chaiken, Chaiken ve Rhodes, 1994). Dolayısıyla, çocukların
topluma zararlı veya yıkıcı davranışlarıyla ilgili herhangi bir girişimde bulunulması
durumunda mutlaka çocuklarla ilgili söz konusu sosyal çevre unsurları da konuya dahil
edilmelidir.
Çocuğun yıkıcı davranışlarda bulunma ihtimali bakımından, aile çok önemli bir unsur olsa
da, ergenlik ve genç yetişkinlik döneminde okul ve akran grupları da benzer etkilere
sahip diğer iki önemli sosyalleşme alanıdır. Özellikle dışa dönük davranışlara sahip
çocuklar, ergenlik ve yetişkinlik dönemlerinde, akademik başarısızlık, okuldan ayrılma,
zihinsel bozukluklar, madde kullanımı, şiddet, suça sürüklenme ve suç işleme gibi çeşitli
problemler bakımından yüksek risk altındadır (örn. Dishion, French & Patterson, 1995 ;
Loeber & Hay, 1997; Moffitt ve diğerleri, 2002).
Sonuç olarak, ergenlik döneminde saldırganlık suçu işleyip yakın geçmişte akranları
tarafından dışlananların, bu suçları işlemekte ısrar edeceklerine dair hipotezin birkaç
dayanağı vardır. Öncelikle, ergenlik döneminde sürekli olarak davranış bozukluğu
sergileyen bireylerin, çocukluk dönemlerinde saldırgan ve dışlanmış olmaları
muhtemeldir (Coie ve diğerleri, 1995). Bu hipotez, söz konusu dışlanmışlık öyküsünün,
başkalarına karşı sürekli bir saldırganlık hali içinde olma ihtimalini artırdığını öne sürer.
İkinci olarak, dışlanmış çocuklar ergenlik dönemlerinde, antisosyal davranışların
sürdürülmesine sebep olacak sapkın akran gruplarıyla (Dishion, Patterson & Griesler,
1994) daha fazla ilgilenmektedirler. (Dishion ve diğerleri, 1991) Son olarak, genellikle
popüler olmayan saldırgan çocukların, sosyalleşme becerilerinin düşük olması, (Bierman,
Smoot, & Aumiller, 1993) çevrelerine karşı saldırgan olma eğilimlerini azaltabilecek

www.eurehabchildren.com

200

normal akranlarıyla destekleyici ilişkiler kurmalarını zorlaştırmaktadır (Rabiner et al.,
2005).
3. GENÇLERDE ŞİDDET SUÇU İŞLEMENİN VE ŞİDDET SUÇUNA MARUZ KALMANIN
BELİRTİLERİ
Gerek suça maruz kalma, gerekse suç işlemiş olmanın, çocuklar üzerinde fiziksel ve
zihinsel sağlık, sosyal uyumsuzluk, duygusal rahatsızlıklar açısından çeşitli olumsuz
etkileri vardır. Dolayısıyla, şiddetin olumsuz sonuçlarından kaçınılabilmesi için, önalıcı bir
şekilde hareket ederek şuça maruz kalınan durumlar ile suç eylemlerinin varlığının daha
erken evrelerde tespit edilmesi gereklidir. Şiddete maruz kalındığı veya şiddet suçu
işlendiği; ebeveynler, veliler, bakıcılar, öğretmenler, rehabilitasyon uzmanları veya
çocukla teması olan diğer ilgili kişilerce bilinmese dahi, şiddete maruz kalan çocukların
belirtilerini veya şiddet eğilimine sahip çocukların temel özelliklerini tespit etmek
mümkündür.
Aşağıdaki davranışların fark edilmesi durumunda, çocuğun şiddete maruz kaldığından
veya şiddet eylemlerine bulaştığından şüphelenmeliyiz. Bu belirtiler kendilerini
davranışsal, fiziksel ve psikososyal biçimlerde ortaya koyabilir.
Colorado Üniversitesi Boulder’s Şiddet Araştırmaları ve Önleme Merkezi (2000) aşağıdaki
unsurları gençler arasındaki şiddet olgusunun ön göstergeleri olarak belirlemiştir:

















Çekingenlik
Yalnızlık ve kendini aşırı soyutlama hissi
Yoğun reddedilme hissi
Şiddete maruz kalma
Eleştiri ve eziyete maruz kalmışlık hissi
Okula karşı ilgisizlik ve düşük akademik başarı düzeyi
Yazı ve çizimlerde şiddet ifadeleri
Kontrolsüz öfke
Saldırgan, tehditkar ve zorba davranış kalıpları
Geçmişe dönük disiplin problemleri
Geçmişe dönük olarak şiddet ve saldırganlık içeren davranışlar
Farklılıklara hoşgörü göstermeme ve önyargılı tutumlar
Uyuşturucu ve alkol kullanımı
Çetelerle bağlantı
Ateşli silah bulundurma ve kullanma
Şiddet tehditlerinde bulunma
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Ayrıca, UCB Şiddet Araştırmaları ve Önleme Merkezi (2000) çocuklarda "şiddete yakın
olma veya şiddet potansiyeline sahip olma" riskine yönelik olarak aşağıda yer alan
muhtemel uyarıcı işaretleri önemli ön göstergeler olarak ifade etmiştir. Ebeveynler,
öğretmenler ve çocukla teması olan diğer ilgili kişilerin, çocukların bu davranışları
sergilemekte olduklarını gözlemlemeleri durumunda, erken müdahale ve çocuklarla
başarılı bir iletişim kurma olasılığı artacaktır. Bu muhtemel işaretler şunlardır:







Aile bireyleri ve akranlarla sürekli fiziksel kavga
Eşyalara zarar verme
Görünüşte önemsiz sebeplerden kaynaklanan şiddetli öfke
Ölüme varacak düzeyde şiddet içeren tehdit
Ateşli ve diğer silahların bulundurulması ve kullanılması
İntihar tehditleri ve kendine zarar vermeye yönelik diğer davranışlar

Bu erken uyarı işaretleri, riskli bireylerin belirlenmesinde ve önleyici müdahale
stratejilerinin geliştirilmesinde yardımcı olabilir. Bu bölümde, ebeveynler, veliler,
bakıcılar, öğretmenler ve ilgili uzmanların erken müdahalede bulunmalarına imkan
sağlamak üzere, şiddetin varlığını tespit ve öngörebilmeleri için gençler arasındaki
şiddet belirtilerinin genel özelliklerini kısaca açıklayacağız.
Çekingenlik ve kendini soyutlama: Şiddete maruz kalma, çocukların
sosyalleşmelerinde sorunlara kaynaklık edebilir. Psikolojik ve fiziksel şiddete maruz
kalmış çocuklar, kendilerini toplumdan uzak tutup yalnız kalma ve diğer insanlarla
hiçbir şey paylaşmama eğilimindedirler.
Kaygı:Travma sonrası kaygı,obsesif kompulsif bozukluğa özgü ve kişisel fobilere ilişkin
kaygılar gibi birçok kaygı bozukluğu mevcuttur.
Kontrolsüz öfke, çocuklarda farklı sebeplerden kaynaklanabilir. Fakat şiddete maruz
kalmış çocuklardaki kontrolsüz öfkenin sebepleri, diğer kontrolsüz öfke çeşitlerinden
farklıdır.
Yazı ve çizimlerdeki şiddet ifadeleri,şiddetmağduru çocukların sergilediği önde gelen
davranış biçimlerinden biridir. Kişinin çocukken bir olayda şiddete maruz kalmasının
veya şahitlik etmesinin, kişinin çocukluk dönemini olumsuz etkileyeceği açıktır.
Şiddet eylemleri ve tehditleri:Çevrelerine karşı saldırgan davranan, düşmanlık
belirtileri gösteren, fiziksel kavgalara giren, ciddi şiddet tehditlerinde bulunan çocuklar
dikkatle izlenmeli ve bu tür gençler için uzman müdahalesi ve tedavi programları
değerlendirilmelidir.
Uyuşturucu ve alkol kullanımı:Uyuşturucu ve alkol kullanımı ile çocuk istismarı
arasında bir ilişki bulunmaktadır.
Kendine zarar verme ve intihar düşüncesi:İntihar ve kendine zarar verme davranışları,
şiddete maruz kalma, zihinsel ve cinsel problemlerle ilişkilidir.
Farklılıklara karşı hoşgörüsüzlük ve önyargılı davranışlarda,çeşitliliğe karşı duyulan bir
antipati söz konusudur. Bu antipati kendini, göçmenlik karşıtı tutumlar, ırkçılık, antisemitizm, islamofobi gibi davranışlarla dışa vurur.
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4. SUÇ İŞLEYEN VE SUÇ MAĞDURU OLAN ÇOCUKLARA YAKLAŞIMLARDA YAPILAN
YANLIŞLAR
Maalesef şiddet mağduru olan veya suç işleyen çocuklar ile ilgilenen uzmanlar, bu
çocuklarla ilgilenirken her zaman profesyonelce davranmamakta, ciddi hatalar
yapmakta ve alışılagelmiş kuralları ve yöntemleri uygulamaktadır.
Tıbbi görüş almanın göz ardı edilmesi:Bir şiddet suçu işlenmesi durumunda, mümkün
olan en kısa zamanda çocuğa ilişkin tıbbi bir değerlendirme yapılmalıdır. Aksi takdirde,
potansiyel bir yaralanma veya tedavi ihtiyacı tespit edilemeyebilir. (ABD Adalet
Bakanlığı, 2014).
Çocukların şiddet olayı hakkında konuşmaktan hoşlanmadıklarının farkında
olunmaması: Uzman, mağdur veya suçlu çocukların olayla ilgili bilgileri hemen
açıklayamayabileceğinin veya kısıtlı bilgi verebileceğinin farkında olmalıdır. (ABD Adalet
Bakanlığı, 2014).
Şiddet olaylarında karşılaşılan örneklerin genellikle münferit vakalar olmadığının
farkında olunmaması: Mağdur ve suçlu çocuklarla ilgilenen uzmanlar, şiddet olayının
belirli bir süre zarfında gerçekleştiğinin ve olayın vahametinin zaman geçtikçe
artabildiğinin farkında olmalıdır (ABD Departmanı Adalet Bakanlığı, 2014).
Gerekli özen gösterilmeden çocuklarla röportaj yapılması:Şiddet olaylarının çoğunun,
tanık olmayan izole/ıssız bir ortamda gerçekleştiği unutulmamalı ve bu nedenle
uzmanların, çocuklarla röportaj yaparken özel olarak dikkat etmeleri gerekmektedir.
(ABD Adalet Bakanlığı, 2014).
Çocuklara, çocuk gibi davranmanın göz ardı edilmesi:Birçok olayda uzmanlar,
çocuklarla ilgilendiklerini görmezden gelir ve onlara yetişkin gibi davranırlar. Bu durum
sonuç olarak hatalara ve yanlış anlaşılmalara yol açar. (Themeli ve Panagiotaki, 2014).
Kendini çocuğa ve diğer ekip üyelerine tanıtmamak:Mağdur ve suçlu çocuklarla
ilgilenen uzmanlar kendi pozisyonlarını ve mülakat/soruşturmanın odağının ve
hedeflerinin neler olduğunu açıklamalıdırlar (ABD Adalet Bakanlığı, 2014).
Ortak bir dil konuşmanın göz ardı edilmesi:Mağdur veya suçlu çocuklarla ilgilenen
yetkililer, onlarla ortak bir dil konuşabilmelidirler. Uzmanlar, çocuklarla fiziksel ve
zihinsel gelişim seviyelerine göre konuşmalıdır. Örneğin, tıbbi ve yasal terimler
kullanmak, yanlış anlaşılmalara yol açabilmektedir (ABD Dışişleri Bakanlığı, 2014).
Çocuğun anlayış kabiliyetlerinin değerlendirilmesinin göz ardı edilmesi: Her çocuğun,
doğruyu yanlıştan ayırt etme kabiliyetinin olduğu unutulmamalıdır ki bu durum
çocuktan elde edilecek bilginin kalitesini ve düzeyini doğrudan etkileyebilmektedir.
(Themeli ve Panagiotaki, 2014).
Çocuğa kendi kelimeleriyle neler olduğunu anlatabilme imkanı verilmemesi: Uzman,
çocuğa kendi kelimeleriyle olanları anlatma fırsatı vermelidir. Çocuğun söylediğini
tekrar açıklamamalıdır. Çocukla yapılan görüşme sırasında imalı sorular sorulmamalıdır.
(Themeli ve Panagiotaki, 2014).

www.eurehabchildren.com

203

Önceden hazırlanmış ve şekilledirilmiş sorular sorulmaması: Mağdur ve suçlu
çocuklarla ilgilenen uzmanlar, çocukla görüşme yapmadan önce yaşanan olayın
özellikleri ve çocuğun gelişim seviyesini dikkate alarak iyi kurgulanmış bir soru formu
hazırlamalıdır. (Themeli ve Panagiotaki, 2014).
Soruların tekrar edilmesi:Mağdur ve suçlu çocuklarla görüşen uzmanlar, tekrar eden
sorular sormaktan kaçınmalıdır. Bunu yapmak çocuklarda, verilen cevapların "doğru"
ya da "istenen" şekilde olmadığı hissinin oluşmasına neden olabilmektedir. (Themeli ve
Panagiotaki, 2014).
Çocukların korku ve stres düzeylerinin daha yüksek olabildiğinin göz ardı
edilmesi:Mağdur ve suçlu çocuklarla ilgilenen uzmanlar, bu çocukların yetişkinlerden
daha fazla korku ve strese sahip olabileceğini bilmelidir. Dolayısıyla, uzmanlar
çocuklarla röportaj yaparken daha fazla dikkat etmelidirler (Themeli ve Panagiotaki,
2014).
Sıcak bir ortam sağlama gerekliliğinin göz ardı edilmesi: Mağdur ve suçlu çocuklarla
ilgilenen uzmanlar, çocuklarla olan etkileşimleri öncesi ve sırasında, empati becerilerini
kullanmak ve çocuklara duygularını yansıtmak suretiyle sıcak bir ilişki kurmalıdır
(Themeli and Panagiotaki, 2014).
İstismara uğrayan çocuğun tepkisel belirtiler göstermeyebileceği veya göstereceği
tepkilerin birbirinden farklı olabileceğinin göz ardı edilmesi: Mağdur ve suçlu
çocuklarla ilgilenen
uzmanlar, gözlemlenen belirtilerin bir istismar olayının meydana gelmiş olduğu
anlamına gelmediğinin farkında olmalıdır. Ancak bu belirtiler, uzmanlar tarafından
ileriye dönük uyarı sinyalleri olarak dikkate alınmalıdır (Gil, 2012, p11).
Olası istismarları ortaya çıkarmak için açık uçlu sorular sormak gerektiği hususunun
göz ardı edilmesi: Mağdur ve suçlu çocuklarla ilgilenen uzmanlar, yönlendirici ya da
birisini doğrudan suçlayıcı sorulardan kaçınmalıdır. Örneğin, çocuğun vücudunda
olağandışı bir çürük gördüklerinde "Bunu anne-babanız mı yaptı?" diye sormamalıdır.
Onun yerine, "Bu çürük nasıl oldu?" sorusunu tercih etmelidir. Ayrıca uzmanların,
çocuğu nelerin sinirlendirdiği, korkuttuğu ya da üzdüğüne ilişkin bilgi edinmeleri
gerektiği durumlarda, çocukla özel olarak görüşülmesi gerektiği hususu gözden
kaçırılmamalıdır (Gil, 2012).
Baş başa-özel görüşme yapmamak: Mağdur ve suçlu çocuklarla ilgilenen uzmanlar,
olası istismar olayları hakkında çocuklarla özel olarak görüşebilecekleri uygun bir yer
ayarlamalıdırlar (Gil, 2012).
Oturma düzenini göz ardı etmek: Mağdur ve suçlu çocuklarla ilgilenen uzmanlar,
çocuklarla etkileşim halindeyken bir masanın arkasında oturmak yerine çocuğun yanına
oturmayı tercih etmelidirler(Gil, 2012).
Çocukların anlayabileceği bir dil kullanmamak: Uzmanlar, mağdur veya suçlu
çocuklarla iletişim halindeyken teknik terimler veya karmaşık cümleler kullanmaktan
kaçınmalıdırlar (Gil, 2012).
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Çocukla yalnız bir şekilde görüşmemek: Mağdur ve suçlu çocuklarla ilgilenen uzmanlar,
çocuklarla özel olarak görüşmelidir. Diğer bir ifadeyle, çocuğun ebeveyni veya başka
şüpheliler gibi çocuk üzerinde etkisi olabilecek bireylerin, uzmanların çocukla olayı
görüştüğü yerden uzak tutulması gerekir (Gil, 2012).
Uzmanların olaya kişisel duygularını karıştırmaları:Mağdur ve suçlu çocuklarla
uğraşan uzmanlar, çocuğu ve ebeveynlerini yargılamamalı, aşırı şaşkınlık, kınama veya
tiksinti gibi tepkiler göstermemelidir (Gil, 2012).
Çocuklara gerçekçi olmayan vaatlerde bulunmak:İlgili uzmanlar, mağdur veya suçlu
çocuğa karşı dürüst, açık ve gerçekçi olmalıdır. Çocuğun başkaları hakkında söylediği
şeylerin herhangi bir yerde paylaşılmayacağı ya da rapor edilmeyeceği gibi gerçekçi
olmayan vaatlerde bulunmak, çocukla uzman kişiler arasındaki ilişkiyi ve güveni
zedeleyebilir. Dolayısıyla uzmanlar, yasal prosedürlerle birlikte, istismar şüphelisi
kimselerin mutlaka yasal mercilere bildirilmesi gerektiği hususunu çocuğa açıklamalıdır
(Gil, 2012).
Uygunsuz bir şekilde ilgi göstermek ve fiziksel temasta bulunmak: Uzmanlar
tarafından uygun bir şekilde sergilenmesi halinde fiziksel temasın, çocukları olumlu bir
şekilde motive edebileceği ve bu tavrın onları onaylamak maksadıyla kullanılabileceği
unutulmamalıdır. Ancak, gözlerden uzak bir yerde ve gizlice kişilere dokunmak, sorunlu
bir davranış olarak kabul edilir. Ayrıca, dokunmanın uygun bir davranış olup olmadığını
belirlemek her zaman kolay değildir. Zira bu durum, çocuğun yaşına, cinsiyetine,
kültürüne, dinine ve kişisel geçmişine göre değişiklik gösterir (Gil, 2012).
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5. ÇOCUKLARDA ŞİDDET HAREKETLERİNİN VE ÇOCUKLARA KARŞI ŞİDDETİN
ÖNLENMESİ
Çocukların suç işlemesine ilişkin istatistiklerdeki artışlar, 14 Aralık 1990’da Birleşmiş
Milletlerin bu sorunu bütün olarak uluslararası toplumun bir sorumluluğu olarak kabul
etmesine ve “Çocuk Suçluluğunun Önlenmesine İlişkin Birleşmiş Milletler Yönlendirici
İlkeleri” (Riyad İlkeleri) başlıklı bir karar yayınlamasına neden olmuştur. Riyad İlkeleri,
çocuklara ait temel insani haklara ve çıkarlarına ilişkin önemli hususlardan kısaca
bahsettikten sonra, genel bir suç önleme stratejisi olarak, sosyalleşme süreçlerine özel
bir vurgu yapmaktadır. Bu karar, gençlerin olumlu yönde sosyalleşebilmeleri için aile,
eğitim, toplum ve medyayı temel dayanak noktaları olarak ele almıştır.
Çocuklara karşı şiddetin sona erdirilmesine ilişkin olarak UNİCEF tarafından yayınlanan
stratejiler ise şunlardır:
(https://www.unicef.org.uk/Documents/Publications/Unicef_ChildreninDanger_Violen
cereportW.pdf):
Strateji 1. Çocukların evde karşılaştıkları şiddet düzeyini azaltmak için; ebeveynler,
bakıcılar ve aileleri, çocuk bakma-çocuklarını koruma becerilerini geliştirmelerinde
destekleyin.
Strateji 2. Çocukların, şiddetten uzak bir hayat içerisinde kendi haklarını
koruyabilmeleri ve şiddet kullanmadan sorunlarıyla yüzleşip problemlerini
halledebilmeleri için, bu süreçte karşı karşıya kaldıkları riskleri yönetmelerinde onlara
yardımcı olun.
Strateji 3. Toplumda hiçbir şiddet türünün haklı görülmediğinden emin olabilmek için,
geniş kapsamlı kampanyalar yoluyla şiddet ve ayrımcılığa destek veren tutum ve sosyal
normların değişmesini sağlayın.
Strateji 4. Çocukların, şiddete maruz kaldıklarında yardım, destek ve bakım görmeleri
ile karşılaştıkları şiddet olaylarını güvenli bir şekilde gerekli mercilere bildirebilmelerine
yönelik imkanlara sahip olduklarından emin olmak için onlara destekleyici hizmetler
sağlayın.
Strateji 5. Çocukları koruyan yasalar ve politikalar uygulayın. Çocuklara yönelik şiddetin
kabul edilemez olduğu ve böyle bir fiilin işlenmesi halinde faillerin cezalandırılacağı
hususlarıyla ilgili olarak tüm vatandaşların bilgi sahibi olmalarını sağlayın.
Strateji 6. Araştırmalar yapmak ve çeşitli veriler toplamak suretiyle, artık hiçbir şiddet
olayının gizli kalmayacağı düşüncesinin toplumda etkili bir biçimde yaygınlaşmasını
sağlayın.
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6. ÇOCUKLARLA BİRLİKTE ÇALIŞIRKEN GİZLİLİK
Şiddet mağduru çocuklar ve çocuk suçlularla ilgilenirken gizlilik konusu en önemli
hususlardan biridir. Zira çocuğun menfaatlerinin en iyi şekilde korunabilmesi ancak,
çocukların gizlilik ve temel insani haklarına uyma konusunda mümkün olan en yüksek
standartların sağlanmasıyla mümkündür. Şiddet mağduru ve şiddet suçu işlemiş
çocuklara, fiziksel, sosyal ve psikolojik bütünlüklerine zarar vermeden yardımda
bulunmak gerekir.
Özellikle, verilerin nasıl toplanacağı, nasıl işleneceği, nasıl depolanıp korunacağı ve
varsa diğer taraflarla nasıl paylaşılacağına ilişkin faaliyetler, veri koruma konusundaki
uluslararası ve ulusal yasa, yönetmelik ve etik ilkelerine uygun olarak yerine
getirilmelidir.
Çocuk hakları, uluslararası belgelerde ve Avrupa yönergelerinde çok esaslı temellere
dayandırılmıştır. Birleşmiş Milletler’in Çocuk Haklarına Dair Sözleşmesi(1989), çocuk
hakları konusunda ana belge niteliğindedir. BM Sözleşmesinin 16 ncı maddesinde
çocuğun mahremiyetinden şu şekilde bahsedilmektedir:
"1.Hiçbir çocuğun özel yaşantısına, aile, konut ve iletişimine keyfi ya da haksız bir
biçimde müdahale yapılamayacağı gibi, onur ve itibarına da haksız olarak saldırılamaz.
2.Çocuğun bu tür müdahale ve saldırılara karşı yasa tarafından korunmaya hakkı
vardır."

www.eurehabchildren.com

207

BÖLÜM 2: CİNSEL SUÇLAR

1. CİNSEL SUÇ NE DEMEKTİR?
Tanım: “Dünya Sağlık Örgütü (DSÖ)’nden alınan Cinsel Suçlara ilişkin uluslararası tanım
şöyledir;
“Mağdurla olan ilişkisinden bağımsız olarak, herhangi bir kişi tarafından, evde,
işyerinde veya bunların dışında herhangi bir ortamda teşebbüs edilen, cinsellik içeren
eylem, istenmeyen cinsel yorum ve teklifler ya da doğrudan veya dolaylı olarak bir
kişinin cinselliğine yönelik zorlayıcı müdahaleler.”
Özetlemek gerekirse, farklı ülkeler ve kuruluşlara ait farklı tanımlar olmakla birlikte,
tanımlamalarda genel olarak üzerinde uzlaşılan noktalar şunlardır:





Rızanın olmaması
Doğrudan taciz
Dolaylı taciz
Razı olma yaşı

Gelişmekte olan ülkelerde razı olma yaşı, pek çok tartışmaya sebep olma eğilimindedir;
bu açıdan kız çocukları ve özellikle gençler giderek artan bir cinsel istismar riski
altındadır.
2. ÇOCUKLAR TARAFINDAN İŞLENEN VEYA MARUZ KALINAN EN YAYGIN CİNSEL
SUÇLAR HANGİLERİDİR?
İngiltere’de:
“En ciddi cinsel suçlar”; tecavüz, tecavüz ve cinsel saldırıya teşebbüs, reşit olmayanlarla
cinsel ilişki (tecavüz ve cinsel saldırı içermeyen), teşhir ve röntgencilik vb.
kapsamaktadır. Adalet Bakanlığı (2013)
Diğer taraftan, Çocuğun cinsel istismarının daha resmi bir tanımı için, aşağıdaki dört
tanıma müracaat edebiliriz: “Kötü muameleye ilişkin özel durumlar” (Stoltenborgh,
2012, p.54)
 Penil saldırı
 Parmak veya başka herhangi bir nesneyle saldırı
 Genital temas yoluyla taciz
 Diğer farklı yollarla gerçekleşen taciz
Bu araştırma süreci boyunca çeşitli tanımlarına yer verdiğimiz; bahsi geçen çalışmamızı
destekleyen ve çalışmamız için temel dayanak teşkil eden bu unsurlara ilişkin geniş
tanımlamalara ekte yer verilmiştir.
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3. CİNSEL SUÇ İŞLEYENLER VE CİNSEL SUÇA MARUZ KALAN ÇOCUKLARIN PSİKOLOJİSİ
Cinsel Suç İşleyenler:
Cinsel tacizciler, güven kazanmak ve çocuklarla yakınlaşmalarına izin verilmesini
sağlamak amacıyla, belirli bir süreliğine aile üyelerinden biriyle ilişki kurabilirler.
Tacizciler çevremizdeki herhangi biri gibi gözükürler ve erkek veya kadın olabilirler. Bu
kimseler genellikle çocuğa ve ailesine yakın; ebeveynlerden biri veya birisinin eşi, bir
arkadaş veya akraba ya da çocuk bakıcısı, kulüp lideri gibi güvenilir başka kişiler
olabilmektedir. Özellikle ailenin güvenini kazanmış kişiler söz konusu olduğunda,
normal yakın ilişki ile uygun olmayan yakınlaşmaları birbirinden ayırmak zor
olabilmektedir. Birçok cinsel taciz vakasında, bazı savunmasız genç çocuklarla ilişkili
cinsel istismar davranışlarıyla bağlantılı benzer risk faktörleri söz konusu
olabilmektedir.
Cinsel tacizcilerin özellikleri:
 Daha önce travma geçirmiş olma. Bu, cinsel taciz veya başka bir travmatik olay
olabilir.
 Yakın ilişkilerinin olmaması. Çocuğun kendisine destek olabilecek geniş bir sosyal
ilişki ağı olmayabilir. Sosyal becerilerinin zayıflığı, kötü ilişkilere yol açmış da olabilir.
 Dürtüsel hareket etme. Bu çocukların dış çevreye bağlı olarak, kendilerini kontrol
etmekle ilgili belirli problemleri olabilir.
 Hesap Verebilme Yetersizliği. Bu çocuklarda genel olarak gerçekleştirdikleri
eylemlere ait sorumlulukları üstlenmeme ve diğer duygularını daha az dikkate alma
eğilimi söz konusu olabilmektedir.
 Aşırı cinselleştirilmiş ev ortamı. Çocuk, uygunsuz TV / Video görüntüleri veya
yetişkin davranışlarına tanık olmak suretiyle, yetişkin cinselliğine maruz kalmıştır.
 Cinsel Baskı Ortamı. Normal cinselliğin reddedilmesi veya olumsuz görülmesi
durumu mevcuttur.
 Telafi amaçlı cinselleşme modeli. Genellikle yetişkinlerden yoksun olan veya
“Ebeveyn Kaybı” veya “Anormal Ebeveynlik” vakalarına maruz kalan çocuklar,
cinselliği sorunlarının “çözümü” olarak görürler.
 Erken bebeklik döneminde bakıcıları ile ilişkilerindeki istikrarsızlık.
Cinsel Suç Mağdurları:
Bütün çocuklar farklıdır ve farklı şekillerde davranırlar. Ama onlarda ortak bazı
değişikliklerin meydana gelmeye başladığını fark edersiniz. Çocuklar okul öncesi yaştan
başlayarak genç yaşlarına kadar cinsel davranış belirtileri gösterebilirler. Bu
davranışların birçoğu normal ve sağlıklıdır, ancak bazı belirtiler uyarı sinyali anlamına
gelebilir. Öğrenme güçlüğü çeken çocukların gelişimleri farklılık gösterebilir ve aileleri
ve / veya bakıcıları eğer herhangi bir endişe duyarsa, uzman tavsiyesi almaları
gerekebilir.
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Çocuklar nasıl etkilenir?
Herhangi bir yaşta, davranışlardaki belirli değişiklikler, bir problemin varlığına işaret
edebilir. Örneğin:
 Kabus görmek veya uyku sorunları yaşamak
 Çekingen veya çok bağımlı olmak
 Kişiliklerindeki değişimler; güvensiz görünebilirler
 Öfke patlamaları
 Oyuncaklar veya diğer nesneleri cinsel amaçlarla kullanma
 Yeme alışkanlıklarındaki ani değişiklikler
 Belirli mekan ve kişilere karşı açıklanamayan korkular sergilemek
 Başparmak emme veya yatak ıslatma gibi yaşından beklenmeyecek davranışlara
dönüş
 Bir şeyleri gizlice ve isteksiz bir biçimde paylaşmaya başlamak
Bu aksaklıkların tek tek gözlemlenmesi, çocuğun gelişiminde bir anormallik olduğu
anlamına gelmeyebilir. Ancak, bir çocuk bu davranışlardan birkaçını birlikte sergiliyorsa
bu durum, bir şeylerin yanlış gittiğine ve bu konuda uygun bir destek alınması
gerektiğine işaret ediyor olabilir.

4. ŞİDDET SUÇU İŞLEYEN/ ŞİDDET SUÇUNA MARUZ KALAN ÇOCUKLAR İLE DİĞER
BİREYLER ARASINDAKİ ETKİLEŞİM




Gençler sıklıkla cinsel, fiziksel veya duygusal istismara maruz kalırlar.162
Önemli bir kısmı zayıf sosyal beceri ve yüksek dürtüsellik özellikleri gösterirler.163
Gençlerin önemli bir bölümünde, eğitim sorunları veya öğrenme güçlüğü söz
konusudur.164
 Gençler sıklıkla, altüst olmuş ve ihmal edilmiş aile geçmişleriyle baş etmek
durumundadırlar.165
"Cinsel istismara karışan gençlerin ihtiyaçları karmaşıktır ve çoğu zaman süreklilik arz
etmektedir. Gençler, genellikle, zihinsel sağlık bakımından önemli sonuçları olabilecek
ve onların gelecekteki cinsel istismar davranışları üzerine etki edecek tacizlere maruz
kalmışlardır. Bu gençler, sosyalleşememe ve dürtüsellik eğilimi göstermelerinin
yanında, altüst olmuş ve ihmal edilmiş aile geçmişleriyle de baş etmek
durumundadırlar. Genel olarak gençlerin önemli bir bölümü öğrenme güçlükleri yaşıyor
olsa da, sorunlu gençler arasında bu problem çok daha yaygın görülmektedir.
Gerekirse, bu gençlerin cinsel amaçlı olmayan rahatsız edici ihtiyaçları tam olarak kabul
edilmeli ve uygun şekilde ele alınmalıdır.”(Burton et al, 2002)

162

Burton et al, 2002; Kenny et al, 2001; Dent and Jowitt, 2003
Righthand and Welch, 2001; Rutter et al, 1998; Righthand et al, 2005
164
Manocha and Mezey, 1998; Hickey et al, 2006; Timms and Goreczny, 2002
165
Veneziano and Veneziano, 2002
163
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5. ŞİDDET MAĞDURİYETİNİN BELİRTİLERİ, ŞİDDET SUÇU İŞLEYEN VE ŞİDDET SUÇUNA
MARUZ KALAN ÇOCUKLARIN ÖZELLİKLERİ
Cinsel istismar veya şiddete maruz kalmış gençlerde, diğer çeşitli travmatik olaylarda
ortaya çıktığı gibi, ciddi davranış bozuklukları gelişmesi ihtimali söz konusudur. DSM-5
Amerikan Psikiyatri Birliği (APA) (2013) 'e göre belirtiler, Travma Sonrası Stres
Bozukluğu (TSSB) geçiren birinin deneyimlerine benzer olabilmekte ve travma ile ilgili
uyaranlara bağlı olarak kabus görme, geçmişe dönüş, uyku bozukluğu, mizaç
bozukluğu, çekinme ve aşırı uyarılma gibi tepkiler söz konusu olabilmektedir.” (C. L.
Leon, 2015)

6. CİNSEL SUÇA MARUZ KALAN ÇOCUKLA İLGİLİ OLASI SAĞLIK SORUNLARI VE
ALINABİLECEK ÖNLEMLER
Cinsel istismardan kaynaklanan çeşitli etkilerden söz edilebilir; ancak cinsel istismar
çocukluk dönemini etkileyebileceği ve etkileri bir ömür boyu sürebileceği için esas
olarak, bir sağlık problemi olarak fiziksel ve psikolojik etkilerini dikkate almak
mümkündür.

Sonuçlar:
 Öfke gibi duygusal zorluklar
 Kaygı, üzüntü ya da düşük benlik
saygısı
 Depresyon gibi zihinsel sağlık
sorunları
 Yeme bozuklukları
 Hamilelik
 Travma sonrası stres bozukluğu
(TSSB)
 Kendine zarar verme ve intihar
düşünceleri
 Alkol ve uyuşturucu problemleri
 Rahatsız edici düşünceler
 Sıkıntı ve kafa karışıklığı yaratan
duygu ve hatıralar
 Obezite
gibi
fiziksel
sağlık
bozuklukları
 Ağrı ve acı hissetme
 Ebeveynlikte ve ilişkilerde mücadele
içinde olma
 İstismarcılarının,
kendisi
veya
başkaları
için
hala
tehdit
oluşturduğundan endişe etme
 Öğrenme güçlükleri
 Düşük eğitim düzeyi
 İletişim zorlukları
 Antisosyal davranış
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7. ŞİDDET SUÇU İŞLEYEN VE ŞİDDET SUÇUNA MARUZ KALAN ÇOCUKLARA YAKLAŞIM
Hükümetlerin şu an şiddet içeren ve cinsel nitelikli suçlar açısından karşı karşıya oldukları en
büyük problem, söz konusu suçların en iyi biçimde nasıl tanımlanacağı ve bu suçlarla nasıl
başa çıkılacağı hususlarıdır. Bu raporda daha önce belirtildiği gibi, şiddet içeren ve cinsel
nitelikli suçlarla ilgili olarak, uygulanabilecek en önemli tedavi veya müdahale şekli, eğitim ve
toplum içinde bu suçların işlenmesinin önlenmesi olacaktır. Şiddetin normalleştirildiği ve
çatışmaların şiddet yoluyla çözüldüğü böylesine bir şiddet ortamında büyüyen çocukların
sonuç olarak şiddet eğilimli olacaklarını gözden kaçırmamalıyız.

Üçüncü Kuşak Terapileradı verilen terapi grubunda; Kabul ve Bağlılık Terapisi (ACT);
Fonksiyonel Analitik Psikoterapi (FAP); Diyalektik Davranış Terapisi (DBT) ve Dikkat Temelli
Bilişsel Terapi (MBCT) yer almaktadır. Hayes, S.C., Follette, V.M. Y Linehan, M.M. (2004).
Daha önce de değindiğimiz gibi, suç mağduru kişilerle çalışırken, istismarın ne zaman
yapıldığı, mağdurun yaşı, kişiliği, direnme gücü, nasıl bir çevresi olduğu ve her bir birey için
alabilecekleri destek miktarı da dahil olmak üzere, göz önüne alınması gereken birçok faktör
mevcuttur. Tüm bu faktörler, kuşkusuz suç mağdurlarına yapılacak müdahale veya tedavinin
türünün belirlenmesinde etkili olacaktır.

8. ŞİDDET SUÇU İŞLEYENLER VE ŞİDDET SUÇU MAĞDURU ÇOCUKLARA YAKLAŞIMDA
YAPILAN EN YAYGIN HATALAR
Şiddet suçu mağdurları:
Mağdurlar ve ailelerle yürütülen tedavi sürecinde yapabileceğimiz çok sayıda hata tespit
edilmiştir. Bu bölümde, söz konusu durumlara ilişkin bazı örnekleri ve bu durumlarda
yapılması gereken bir takım eylemleri bulabileceksiniz.
Şiddet suçu işleyenler:
Suç mağdurları ile tam anlamıyla başarılı bir çalışma yürütebilmek için, aynı zamanda suç
işleyenler üzerinde de düşünmek ve onlarla da ilgilenmek durumundayız. Asıl zorluk ise suç
işleyenlerin topluma bütünleşebilmesi ve toplum tarafından tekrar kabul görmeleridir.
9. ÇOCUKLAR ARASINDA VE ÇOCUKLARA YÖNELİK ŞİDDETİN ÖNLENMESİ: UZMANLAR VE
BİLİMSEL KAYNAKLARDAN TAVSİYELER
Cinsel şiddeti önlemek toplumun en önde gelen hedeflerinden birisidir ve bu çalışmanın
hazırlanmasının da ana sebebini bu konu oluşturmaktadır. Burada konu ile ilgili üzerinde
çalışabileceğiniz bazı örnekler ve el kitapları bulacaksınız. Her bir alt konu özelinde kilit
noktaları yakalayabilmek, yapılan çalışmalar açısından çok önemlidir.
Profesör Kieran McGrath’e ait, ebeveynlerin suç işlenmesini önleyebilmeleri adına rehber
olarak kullanabilecekleri “Gözlem, Araştırma, Eğitim, Çevre Kısıtı, Yönlendirme, Davranış
yönetimi" McGrath (2010) isimli çalışmada, çocuklar üzerinde tek tek davranış analizleri
gerçekleştirmiştir (Ekim 2010). Vaka gerçekleştikten sonra tepki vermek yerine, bazı olaylar
daha gerçekleşmeden önce onları önlemeye yönelik çalışmak, ebeveynler ya da uzmanların
çocukları hakkında sürekli olarak tetikte ve endişeli olmaları gerektiği anlamına gelmez.
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Çocuklar hassastır ve bazı suçluların hedefi olabilirler. Ancak, bu türden durumlarla
karşılaşmamak için, çocukların daha iyi ilişkiler kurmalarına ve kendilerini daha iyi
tanımalarına imkan sağlayacak çeşitli yöntemler mevcuttur.

10. GİZLİLİK MESELESİ? DİĞER TARAFLARLA ÇOCUKLAR HAKKINDAKİ BİLGİLERİN
PAYLAŞILMASINA İLİŞKİN PRENSİPLER?
Çocuklarla ilgili bilgi paylaşımında güven çok önemlidir. Toplumdaki en savunmasız kesimle
çalışmak için, her şeyden önce onların güvende olduklarından emin olmalıyız. Bu nedenle,
konuya ilişkin pek çok hükümet politikası ve yasal düzenleme mevcuttur.
Bu kapsamda, dünya hükümetleri Avrupa Birliği ile birlikte ulusal, bölgesel ve yerel makamlar
tarafından uygulanacak ve herkesi içine alacak çerçevelerin oluşturulması için politika ve
yenilikçi çalışmalar gerçekleştirmek adına çaba göstermelidir.
GENEL TAVSİYELER
Cinsel Suçlara Mağruz kalınması Halinde Yapılması Gerekenler









Sakin olun. Çocuklar istismar ile ilgili konuşmaya başladığı zaman, anlatacaklarını
dinlemeliyiz. Bu durum çok güçlü duygular hissetmemize neden olabilir ancak
değişik tepkiler verir veya sinirlenirseniz çocuğun yaşananları anlatmasına engel
olabilirsiniz.
Güvenin. Size hikayeyi anlattıklarında onlara inanın ve kendilerini suçlu
hissetmemelerini sağlayın. Cinsel istismarla ilgili olarak sizinle konuştuklarında,
onları olayı anlatmaları konusunda cesaretlendirin.
Koruyun. Onları, derhal suçludan uzaklaştırın ve polise haber verin.
Yardım isteyin. Varsa fiziksel yaralanmayı tespit etmek için doktor ya da pediatri
uzmanına gitmenin yanı sıra, çocukların cinsel istismar konusunda uzman bir
psikiyatr ile görüştürülmesi de büyük önem arz etmektedir.
Sevgi ve kabullenme. Sevginizi ve ailenin geri kalanının da onu kabul edeceğini
tekrar tekrar ifade ederek güven duygusunu pekiştirin. Ardından, elinizden geleni
yapacağınız konusunda garanti verin. Ancak yerine getiremeyeceğiz bir hususta asla
söz vermeyin.
Onları haberdar edin/bilgilendirin. Atılacak diğer adımlar ve özellikle mahkeme
süreci ile ilgili her şey hakkında bilgilendirin.
Yapılmaması gerekenler










Cinsel istismarın reddedilmesi
Aşırı tepki verilmesi
Cinsel istismarla ilgili olarak çocuğun suçlanması
İstismarcıyla konuşma kararlılığı göstermek
Çocuğa ayrıntılı sorular sormak
İtiraflarından sonra çocuklara farklı davranmak
Aşırı korumacı davranmak
Devamlı olarak istismar olayını hatırlamak
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BÖLÜM 3: MADDE BAĞIMLILIĞI

1. MADDE BAĞIMLILIĞI NEDİR?
Madde kullanımı, zaman içerisinde madde bağımlılığı veya düşkünlük haline gelebilir. Eğer
kişi sürekli olarak uyuşturucu madde kullanıyor ve bu maddelere karşı bağımlı hissediyorsa,
bu kişinin bağımlılık sorunu vardır. Söz konusu maddelerin kontrolsüz veya aşırı miktarlarda
tüketilmesi bazı fiziksel ve psikolojik zararların ortaya çıkmasına, hatta ölümlere sebep
olabilir.
Kullanıcıların tutum ve davranışlarına dayanılarak, uyuşturucu madde kullanımına ilişkin beş
evre tespit edilmiştir:
1. Bu ilkevrede kişiler uyuşturucu maddelere erişir, ancak onları denemezler. Bu evrede
çocuklara madde kullanımına karşı hayır diyebilmeyi veyauyuşturucuya karşı
savunmasız olmamayı öğretmek çok önemlidir.
2. Buevrede kişiler uyuşturucu maddeyi denemeye veya nadiren kullanmaya başlar. Bu
dönemde çeşitlilik fazladır ve bu evre haftalık olarak kullananlar ile düzenli
kullananlarıda içerir.
3. Üçüncü evrede, madde tüketim miktarı ve sıklığıartmakta olup, uyuşturucu madde
kullanımı düzenli olarak devam etmektedir. Bu dönemde, gençler uyuşturucu madde
alım, satım ve ticaretine dahil olabilirler.
4. Bu evrede gençler düzenli olarak uyuşturucu madde tüketir ve bu nedenle aile
ortamında, okullarında sosyalleşme problemleri yaşar ve kendilerinden geçme
endişesi duyarlar.
5. Son evre, gençlerin madde tüketirken duyarsız hale geldikleri en önemli ve ciddi
dönemdir. Bu dönemde, uyuşturucu ticareti, soygun, kavgaya karışma, madde tesiri
altında araç kullanma, güvenli olmayan cinsel ilişki ve intihar düşüncesine
sürüklenmeye kadar varan birçok risk söz konusudur.
Uyuşturucu madde problemiözellikle gençler bakımından önemlidir; zira insanlar genellikle
ilk kez uyuşturucuyu bu yaşlarda deneyimler ve bu dönemde çevrelerinden etkilenmeye
daha yatkınlardır.
Neyse ki, gençlerin uyuşturucu sorununun üstesinden gelmelerine yardımcı olacak geniş bir
tedavi yelpazesi mevcuttur. Bazı bilimsel çalışmalar, hastaların ilaç tedavisi ile birlikte bilişsel
terapi almaları durumundadaha başarılı sonuçlar elde edildiğini göstermektedir. Her bir
hasta özelindeyoğunlaşan tıbbi tedaviler, hastaların uyuşturucudan uzakbir hayat
yaşamalarına yardımcı olmaktadır. Uyuşturucu bağımlılığı ile diğer kronik hastalıklar
arasındaki en büyük fark, bağımlılık probleminin kontrol altına alınabilir olmasıdır.
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Bir genç bağımlı hale geldiğini fark ettiğinde, profesyonel yardım alma yollarını aramalıdır.
Ailenin, arkadaşların, doktor ve psikolog gibi kişilerin yardımları, madde kullanımını geride
bırakma konusunda belirleyici olacaktır.
Madde tüketimine başlamakla birlikte bu durum henüz bağımlılığa dönüşmemişse, ençlerin
yardım talebinde bulunmaları mümkün olmaktadır. Bir kişi gerçekten bağımlılığından
kurtulmayı istiyorsa, madde kullanımı ve bağımlılığının üstesinden gelmesinin birçok yolu
vardır. Bununla birlikte, önleyici tedbirler alma uyuşturucu madde kullanımıyla mücadelenin
temelini oluşturmaktadır ve oluşturmaya da devam edecektir. Bu nedenle önleyici
programlar, okullar, aileler ve toplumun geneli için dikkat çeken bir seçenektir.
2. UYUŞTURUCU MADDEYE BAĞLI SUÇLAR VE ÇOCUKLAR ARASINDA UYUŞTURUCU
MADDE KULLANIMINA İLİŞKİN TEMEL HUSUSLAR
● Uyuşturucular, Avrupa'daki gençler arasında en başta gelen ölüm nedenidir.
● Daha önce açıklandığı üzere, uyuşturucu kullanımı ile ilgili 5 evre bulunmaktadır. Gençlerin
hangi evredebulunduklarına bağlı olarak, içinde bulundukları durumun farkına varmaları
kolay veya zor olabilmektedir.
● MedicineNet.com'a gore,kullanımı yasal ilaçlardan, ağır uyuşturuculara kadar 15 farklı
uyuşturucu ilaç türü bulunmaktadır.
● ESPAD’ınyaptığı bir araştırmada, katılımcı ülkelerdeki öğrencilerin% 54'ünün en az bir kez
sigara içtiklerini ve öğrencilerin en az% 70'inin yaşamları boyunca en az bir kez alkol
aldıklarını bildirdikleri vurgulanmaktadır.
● Katılımcıların %64'ü uyuşturucu ilaçlarla ilgili bilgi elde etmek için kaynak olarakinterneti
tercih ettiklerini belirtmişlerdir.

3.ÇOCUKLARIN İŞLEDİKLERİ VE MARUZ KALDIKLARI UYUŞTURUCU MADDEYE BAĞLI EN
YAYGIN SUÇLAR HANGİLERİDİR?
A) MADDE TEMİN ETME
B) ŞİDDET
C) MADDE VE ALKOL TESİRİ ALTINDA ARAÇ KULLANMA

4.UYUŞTURUCU MADDEYE BAĞLI SUÇ İŞLEMİŞ VE MADDE BAĞIMLISI ÇOCUKLARIN
PSİKOLOJİLERİ
Uyuşturucu madde bağımlısı insanların beyinlerinin görüntülemesine yönelik çalışmalarda,
beyinlerinin bazı bölgelerinde fiziksel değişiklikler gözlemlenmiştir. Uyuşturucu madde
bağımlılığına ilişkin bazı risk faktörleri şunlardır:





İlk tanışma yaşı
Çevre
Travmatik deneyimler
Zihinsel hastalıklar
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Gençlerin uyuşturucu madde kullanmaya başlama sebepleri ise şöyledir:










Bilgi eksikliği veya yanlış bilgi
Merak
Özgüven eksikliği
Uyuşturucu ilaçların maliyeti veya fiyatı
Asilik
Sosyal ihtiyaçlar (başkaları tarafından kabul görme)
Çevre
Aile gelenekleri
Gerçeklerden kaçma ihtiyacı

5.UYUŞTURUCU MADDEYE BAĞLI SUÇ İŞLEMİŞ VEYA İLAÇ VE DİĞER UYUŞTURUCULARI
KULLANAN ÇOCUKLAR ARASINDAKİ SOSYAL ETKİLEŞİMLER
A) MADDE KULLANIM DÜZEYİNİN İLERLEMESİNDE ARKADAŞLAR VE
AKRANLARBÜYÜK ÖNEME SAHIPTIR. (VEYA MADDE KULLANIMININ VE
BAĞIMLILIĞININ SONA ERDİRİLMESİNDE)
B) İNSANLAR POZİTİF SOSYAL ETKİLEŞİMLER ARAR VE BİR GRUBUN
PARÇASI OLMAYI ISTERLER. BU NEDENLE ORTAM SON DERECE
ÖNEMLİDİR
C) SOSYAL ETKİLEŞİMLERİN YETERSİZLİĞİ VEYA AZALMASI: ÖRNEĞİN,
DÜZENLİ KOKAİN TÜKETENLER DAHA AZ EMPATİ HİSSEDERLER VE
DAHA DÜŞÜK DÜZEYDE SOSYAL ETKİLEŞİME GİRERLER
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6.ÇOCUKLARDA MADDE KULLANIMI, BAĞIMLILIĞI VE UYUŞTURUCU MADDEYE BAĞLI
SUÇLARIN BELİRTİLERİ ÇOCUKLARDA MADDE KULLANIMINA BAĞLI MUHTEMEL SAĞLIK
PROBLEMLERİ
Yasadışı uyuşturucu ve alkol kullanımı artış göstermektedir. ESPAD'a göre, AB’de okullardaki
(15-16 yaş arası) gençlerin %1,42'si yasadışı uyuşturucu kullanmış olup; ESPAD ülkelerindeki
öğrencilerin
yaklaşık
üçte
biri
(%
29)
esrarın
oldukça
kolay
bir
şekildeulaşılabileceğininfarkındadır. ABD'de bu yüzdeler daha da yüksektir.HIV, hepatit ve
tüberküloz vakaları (sadece Avrupa dışında değil, aynı zamanda AB’de) artan oranlar
kaydetmekte ve sadece uyuşturucu madde kullanımı ve reçeteli ilaç bağımlılığı ile ilgili olduğu
zaman bir sağlık sorunu olarak görülmektedir.

Uyuşturucu
madde
kullanımı

Bozulmuş aile
ilişkileri

Suç işleme /
şiddet
Sağlık
bozukluğu
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Başarısız okul
performansı
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7.UYUŞTURUCU MADDE KULLANIMI VE
YAKLAŞIRKEN YAPILAN EN YAYGIN HATALAR

SUÇLARINA

ÇOCUKLARDA
MADDE
KULLANIMI,
MADDE
BAĞIMLILIĞI
TEDAVİSİ  KARMAŞIK VE DEĞİŞKEN
VE
SUÇ
ARASINDAKİ
İLİŞKİ
EN İYİ SONUÇLARI VEREN ŞUNLARI İÇERİR:
PROGRAMLAR
 REHBERLİK
 SOSYALLEŞME
GELİŞTİRİLMESİ
 DAVRANIŞ TERAPİSİ
(Lipsey, Jones and Wyant)
DAHA AZ ETKİLİ
PROGRAMLAR
DİKKAT!

EN YAYGIN HATALAR

BULAŞMIŞ

ÇOCUKLARA

BECERİLERİNİN

CAYDIRICI PROGRAMLAR
MADDE YOKSUNLUK PROGRAMLARI
 EBEVEYNLERİN DAHİL OLMASI HER ZAMAN
POZİTİF KATKI SAĞLAMAZ
 FAKAT AİLENİN RÖLÜ SON DERECE ÖNEMLİ
OLABİLİR
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TEHDİT
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8.UYUŞTURUCU MADDEYE BAĞLI SUÇLARIN VE ÇOCUKLARIN UYUŞTURUCU MADDE
KULLANIMI KURBANI OLMASININ ÖNLENMESİ: UZMANLAR VE BİLİMSEL
KAYNAKLARDAN PRATİK TAVSİYELER
Sağlık şartları ve refahın desteklenmesi, önleyici tedbirlere vetedaviye erişimin sağlanması,
uyuşturucu kullanımı, şiddet, suç, cinsel taciz ve hastalıklarda sosyal maliyetlerin azalmasını
sağlayacaktır.
Burada çok sektörlü ve çok taraflı bir yaklaşıma ihtiyaç vardır:

Ailelerin dahil
olması madde
kullanımını azaltır

Dirayetli olmak,
madde kullanımı ve
bağımlılığıyla
savaşmaya yardımcı
olur

Çocuklara destek
olmayı ve onlara beceri
kazandırmayı
amaçlayan okul eğitim
programları son derece
etkili olmaktadır.

Topluluk programları,
çocuklara sorunlarıyla
başedebilme
hususunda yardımcı
olabilir

Cinsel eğitim, cinsel
istismarları önleyebilir
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9.GİZLİLİK – ÇOCUKLAR HAKKINDAKİ BİLGİLERİN DİĞER TARAFLARLA PAYLAŞIMINA
İLİŞKİN PRENSİPLER
Çocuklar arasında uyuşturucu maddeye bağlı suçlar ve madde kullanımında gizlilik önemli bir
meseledir: Bu konu, sosyal hizmet uzmanlarının, sağlık çalışanlarının, öğretmenlerin, polisin
ve ailelerin uyuşturucu madde kullanan veya her türden farklı şiddet olaylarına karışmış
çocuklarla ilgili hassas bilgileri ne şekilde paylaşabileceklerini ifade etmektedir. Verilerin aşırı
derecede gizlenmesi, çocuğu koruma işlevini yerine getiren sosyal hizmet çalışmalarının
yürütülmesi bakımındansakıncalı ve engelleyici olabilir. Sağlık çalışanları ve sosyal hizmet
uzmanlarının müdahalede bulunabilmeleri açısından veri paylaşımıönemlidir. Bu noktada bir
taraftan, kişiyle ilgili bilgi paylaşımı, kişinin sağlığı ve güvenliği açısından son derece önemli
veşiddet veya istismarın önlenmesi, sona erdirilmesinde esas olarak uyarıcı
durumundayken;diğer taraftan, yasaları ve kişisel güvenliği ihlal etmemek de önem arz
etmektedir.
Çocuk Hakları Sözleşmesine göre:
“Taraf Devletler, çocukların uluslararası anlaşmalarda tanımladığı biçimde uyuşturucu ve
psikotropik maddelerin yasadışı kullanımına karşı korunması ve çocukların bu tür maddelerin
yasadışı üretimi ve kaçakçılığı alanında kullanılmasını önlemek amacıyla, yasal, sosyal ve
eğitsel niteliktekiler de dahil olmak üzere, her türlü uygun önlemleri alırlar.”Madde 33
Bununla birlikte, çocuk, aynı Sözleşmenin 16 ve 40 ıncı maddelerinde belirtildiği üzere
mahremiyet hakkına yapılan herhangi bir müdahaleden de korunmalıdır:
“1. Hiçbir çocuğun özel yaşantısına, aile, konut ve iletişimine keyfi ya da haksız bir biçimde
müdahale yapılamayacağı gibi, onur ve itibarına da haksız olarak saldırılamaz.”
“2. Çocuğun bu tür müdahale ve saldırılara karşı yasa tarafından korunmaya hakkı vardır.”
Verilerin aşırı derecede gizlenmesi, çocuğu koruma işlevini yerine getiren sosyal hizmet
faaliyetlerinin yürütülmesi bakımından sakıncalı ve engelleyici olabilir. Bununla birlikte,
çocuğun özel hayatının gizliliği hakkına saygı gösterilmesi gereği vardır.
Güvenli ve kucaklayıcı bir toplum için, yaralanma veya suç olaylarında dahi mahremiyet
hakkının garanti altına alınmış olması gerektiğinin altı çiziliyor:
“Taraf Devletler, hakkında ceza yasasını ihlâl ettiği iddia edilen ve bu nedenle itham edilen ya
da ihlâl ettiği kabul edilen her çocuğun; çocuğun yaşı ve yeniden topluma kazandırılmasının
ve toplumda yapıcı rol üstlenmesinin arzu edilir olduğu hususları gözönünde bulundurularak,
taşıdığı saygınlık ve değer duygusunu geliştirecek ve başkalarının da insan haklarına ve temel
özgürlüklerine saygı duymasını pekiştirecek nitelikte muamele görme hakkını kabul ederler”,
kovuşturmanın her aşamasında çocuğun özel hayatının gizliliği hakkına tam saygı gösterilir.”
(Çocuk Hakları Sözleşmesi, Madde 40)
Bununla birlikte, verilerin aşırı derecede gizlenmesinin, çocuğu koruma işlevini yerine getiren
sosyal hizmet faaliyetlerinin yürütülmesi bakımından sakıncalı ve engelleyici olabileceği
hususu her zaman akılda tutulmalıdır.
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BÖLÜM 4: TACİZ VE İHMAL

1.TACİZ VE İHMAL NEDİR?
Çocukluğun kendine has özelliklere ve kendi haklarına sahip insan gelişiminin bir aşaması
olarak değerlendirilmesi, tarih olaylarında nispeten yakın bir gerçeği teşkil eder.
1989 tarihli Çocuk Hakları, "Şiddetin her türlüsünden korunma" konusuna neredeyse
evrensel olarak işaret etmektedir: "Taraf Devletler çocuğu şiddetin her biçimden korumak
için tüm uygun yasal, idari, sosyal ve eğitsel önlemleri alacaklardır. Ebeveynler, yasal
koruyucular veya çocuğun bakımını üstlenen herhangi bir başka kişi çocuğun bakımı sırasında
fiziksel veya zihinsel şiddet, yaralanma veya istismar, ihmal veya ihmalkar tedavi, kötü
muamele veya istismara neden olabilir. (Madde 19) Sözleşme, "çocuğu" 18 yaşından genç
herhangi bir kişi olarak tanımlar.
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Uluslararası anlaşmalara dahil olan her devlet koruma önlemlerinin özlülüğünü dahili olarak
yasalaştırır.
2.çocukların maruz kaldığı tacİz ve İhmalİn en yaygın türleri nelerdİr?
Birleşmiş Milletler’in bağımsız uzman Paulo Sérgio Pinheiro tarafından yapılan çocuklara
yönelik şiddet üzerine derinlemesine incelemesi dikkate alınarak, 60/231 sayılı Genel Kurul
kararı uyarınca sunulmuştur:
A) EVDE AİLEDE TACİZ

 Şiddetle disiplin yöntemleri
 İhmal
 Cinsel şiddet
 Toplumsal cinsiyete dayalı şiddet
 18 yaş altı evlenmiş kız çocukları
 Engelli çocukların reddi
 Geleneksel zararlı uygulamalar (Kadın sünneti)
 Aile içi şiddet

 Şiddete maruz kalma
 Öğretmenler ve diğer okul çalışanları
B) OKULDA VE EĞİTİM
tarafından uygulanmış şiddet
MERKEZLERİNDE
 Öğrenciler arasında saldırı ve taciz
ŞİDDET
 Cinsiyetten kaynaklanan cinsel şiddet ve şiddet
 Homofobi
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C) SOSYAL BAKIM
YARGI
SİSTEMLERİNDE
ŞİDDET

D) İŞYERİNDE ŞİDDET

E) TOPLUMDA ŞİDDET

 Kurum personeli tarafından uygulanan şiddet
 Tıbbi ve psikiyatrik tedavide taciz
 İhmal
 Çocuklar arası (akran) şiddet(i)
 Ölüm cezası
 Bir disiplin önlemi olarak tutuklamanın kötüye
kullanımı
 Tutuklama
süreci
boyunca
yetkililerin
VE
saldırıları
 Tutuklanan diğer yetişkinlerin saldırıları
 Tutuklama sırasında yaralanma

 Ev işlerinde kızlar
 Çocuk fahişeliği
 Gümrüklü emek (borcun emekle ödenmesi)
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 Yalnız bırakılma
 Ergenler arasında şiddet
 Çocuk çeteleri
 Güvenilir yetişkinlerden gelen cinsel şiddet
 Gençler arası ilişkilerde şiddet
 Seks turizmi
 Mülteci ve yerlerinden edilmiş çocuklar
 İnsan kaçakçılığı
 Medya şiddetine maruz kalma
 Siber şiddet
 Çocuk dilenciler
 Çocuk fahişeliği
 Çocuk askerler
 Çocukların rehin alınması ve katli
 Doğum öncesi şiddet

Nefretle ilgili suçlar, bir kimsenin bir başkasına saldırdığında ya da onun bir sosyal gruba
aidiyetine, yaşına, cinsiyetine, cinsel kimliğine, dinine, etnisitesine, milliyetine, ideolojisine,
siyasi katılımına, engelliliğine veya cinsel yönelimine bağlı olarak mağdur olarak seçtiğinde
gerçekleşir.
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3.TACİZE UĞRAMIŞ VE İHMAL EDİLMİŞ ÇOCUKLARIN PSİKOLOJİSİ
Tacize uğramış çocukların psikolojik problemlerinin KÖKENİ
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İstismar edilen çocukların kişisel özellikleri:







Duygusal alan:
Bozulma ve olumsuz benlik
kavramı ve düşük benlik saygısı
Kendi duygularını Kabul etmede
ve onlarla konuşmada aşırı
zorluk
Hipervijilans, “donuk dikkat”
Hüzün, kaygı
Çekilmiş,
huysuz,
hissetme
zorluğu






Davranış:
Saldırganlık
"demon"
belirtisi,
"sıkıntı"
davranışları, çocuk hiperaktivitesi,
tutma zorluğu
Sosyal becerilerin yokluğu
İzolasyon, inhibisyon, pasiflik

Tacİze uğramış ve İhmal edİlmİş çocuklar ve dİğerlerİ arasında Sosyal İlişkİler
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TEPKİSEL BAĞLANMA BOZUKLUĞU VE SINIRSIZ SOSYAL İLİŞKİLER BOZUKLUĞU (DSM-5).
AİLEVİ İLİŞKİ:

 Kaygılı-kararsız bağlanma, tepkisel bağlanma bozukluğu
 Havale etme, aşırı mutluluk arzusu
 Uygunsuz davranış

AKRANLAR
ARASI
ETKİLEŞİM:







Sosyal becerilerin eksikliği
Reddedilme eğilimi
Yalnızlık ve tecrit eğilimi
Oynama ve eğlenme güçlüğü
Zorbalık eylemlerinde yer alma eğilimi (akranlar arasında
taciz) saldırgan olarak yer alma (özellikle fiziksel taciz
olaylarında) ya da sıklıkla değişen rollerde özellikle olarak.

“bağımlılığın ilişkisel modeli-güvensizlik”:
DİĞER
YETİŞKİNLERLE
ŞÜPHE VE GÜVENSİZLİK
ETKİLEŞİM:
AŞIRI BAĞIMLILIK VE RAHATLIK
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Çocukların Cinsel İstismarı, Çocuk Haklarına Dair Sözleşme'nin 19. maddesinde tanınan, ve
çocukların bütünsel olarak fiziksel gelişimi ve insanlık onurundan taviz veren bir çocuk
istismarı şeklidir.
Farklı devletler arasındaki çocukların istismar ve sömürülmesinin ortadan kaldırılması ile ilgili
işbirliği, çocukların cinsel istismar ve cinsel sömürüye karşı korunması konusundaki Avrupa
Konseyi Sözleşmesi'nde (Sözleşme, Lanzarote) yerini almıştır.
Suçlular homojen bir grup değildir. Bununla birlikte, suçluların genel özelliklerini şöyle
tanımlayabiliriz:
-

Çoğunlukla erkekler, çocuğun akrabaları; 30 ila 50 yaş arasındakiler
Normal görünüm, zeka ve yaşantıya sahip kişiler
Nevrotizma, içe kapanma ve olgunlaşma özellikleri
Birincil olanlar çocuklara neredeyse özel olan bir cinsel eğilimi gösterir ve zorlayıcı
davranışlar kendi kişisel durumlarına bağlı değildir; ikincil tür durumu istismar edenler ise
özel durumlar tarafından tetiklenen davranışlarla karakterizedir.

4.Tacİze uğramış ve İhmal edİlmİş çocukların olası sağlık durumları.
Nörolojik ve fiziksel problemler:
 Yetersiz beyin gelişimi, düşük ağırlık
ve boy. Organik olmayan büyüme
açığı
 Psikosomatik yanıt
 Tekrarlanan
psikosomatik
hastalıklar
 Sık tekrarlanan kazalar
 Sfinkter kontrol bozukluğu: altını
ıslatma; Enkoprezi
Davranış bozuklukları:
hiperaktivite
Anksiyete
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Bilişsel ve öğrenme sorunları:
 Düşük I.Q.
 Yavaş dil gelişimi
 Düşük akademik performans
 Heyecan ve yaratıcılık eksikliği
 Dikkat
ve
odaklanmada
zorluklar

saldırganlık, Suç davranışı

İntihar
düşüncesi
veya
eğilimi:
İstismarın
her
türünde
intihar
düşünceleri.
İntihar
davranışı
çoğunlukla fiziksel istismar ile ilgilidir.
Kimlik Disosiyatif Bozukluk: Gerçekliğin
"kaçınma"
öz-savunma
psikolojik
mekanizması. Sıklıkla cinsel tacizde.

Depresyon: Öncelikle duygusal
yoksunluk (ihmal ve terk etme) ile
ilgilidir.
Kendini tahrip etme ya da kendine
zarar verme davranışı: Özellikle
fiziksel istismar ve cinsel taciz
vakalarında.
Psikoz: çocuk istismarı, psikotik bir
bozukluk geliştirme riskini önemli
ölçüde artırır (Birçok çalışma aynı
sonuca ulaşmıştır).
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İlaç Tüketimi:
5.tacİze uğramış ve İhmal edİlmiş çocuklara yaklaşım
Çocuk tacizi konusunun psikolojik değerlendirmesi temelde küçüklerle psikolog görüşmesi ve
gözlem ile gerçekleştirilir. Temel olarak, bunlar mağdurla birlikte planlanan iki röportaj
türüdür: bir yandan, olanı araştırdığı düşünülen olanlar; öte yandan, istismar mağduru olarak
çocuğa müdahale etme şeklindedir.
Cinsel istismar mağduruna müdahale sürecinde, muhabir teknikleriyle birlikte iki geniş aşama
vardır: Birincisi, eğitimsel aşama ve özel olarak terapötik ikinci faz.
Eğitici aşama, minörün kendi cinselliğini ve suçlulardan birinin çocuğun seviyesine öznel
olarak uyarlanmasını beklediğini gösterir. Amaç, küçükleri bilgilendirmek ve cinsel tacizlerin
ne olduğunu ve bunları nasıl öngördüğünü anlamaktır. Hedef, çocuğun gelecekte güvenliğini
garanti altına almaktır; ve özellikle cinselliğe ilişkin yönlerini kontrol mekanizmaları
kullanarak benlik saygısını arttırmaktır.
TERAPÖTIK

AŞAMA, ISTISMAR EDILDIKTEN SONRA ÇOCUĞUN DURUMUYLA ILGILENIR VE TRAVMAYI AŞMAK VE

YETIŞKINLIKTE TEKRAR NÜKSETMESINDEN KAÇINMAK IÇIN BAZI TEKNIKLER UYGULAR.

6.Cİnsel tacİze ve İhmal edİlmİş çocuklara yaklaşımda en yaygın yanlışlar
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BM, şiddetin ortadan kaldırılmasına yönelik etkin programların başarılmasını engelleyen
üç ana hatayı tespit etmiştir:


İstismar durumlarını kınamak veya bildirmek. Rostad olayların gizlenmesine ilişkin
durumu, buzdağı etkisi denilen grafikten esinlenerek hazırladığı, şemayla açıklamıştır.
Buna göre; mağdur, suçlu, hatta diğer aile bireyleri tarafından bilinen ancak (resmi
olarak) bildirilmeyen bu vak’alar çok daha büyük sayılara tekabül etmektedir.
Buzdağının ucu, daha az sayıdaki, adli olarak bildirilen vakaların sayısına karşılık
gelmektedir.
 Geçmişten beri toplumsal kabul görmesi, çocuklara uygulanan bazı şiddet biçimlerinin
hemen her ülkede devam etmesine neden olan önemli bir faktördür.
 Güvenilir verilerin olmaması. Çalışmaların, ced veya diğer yetişkinler tarafından şiddetin
kullanımı, çocukluk dönemindeki şiddet deneyimleri, mevcut sağlık durumu ve çocukların
davranışları ve onların sağlıklarını riske atan yetişkinlerin çocuklara yönelik ölümcül olmayan
şiddetinin büyüklüğünü ve niteliğini kesin olarak hesaplamaları gerekmektedir. Çocuklara
yönelik ölümcül şiddet ancak kayıt, ölüm, inceleme ve raporlama sistemleri yoluyla hassas bir
şekilde ölçülebilir.
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7.Çocuklara karşı tacİz ve İhmalİ önleme: uzmanlar ve lİteratürden uygulamalı tavsiyeler





o
o
o

Etkili bir önleme programı için, sadece çocukların değil, aynı zamanda ebeveynleri,
öğretmenleri, çocuklar ve gençlerle temas kuran diğer tüm uzmanları da hedef kitle
içerisinde düşünmek gerekir.
Önleme faaliyetleri, riskli durumları tespit etmek, yanlış inançları değiştirmek, açığa
vurmaları kolaylaştırmak amacıyla, nasıl ilerlenmesi gerektiğini ve bu gibi durumlarla
ilgilenen uzmanlara nasıl ulaşılacağını tespit edebilmek için; bilgi, tutum ve davranışlar
üzerinde işe koyulmalıdır.
Bu önleyici tedbirleri uygulamanın farklı seviyeleri vardır:
Birincil tedbirler: Çocukların eğitiminde şiddet kullanmanın yasadışı olduğuna yönelik
toplumsal bilinci konu edinen tedbirler .
İkincil tedbirler: Yüksek riskli grublara veya hali hazırda şiddetin farklı türlerinin
sergilendiği ailelere yönelik tedbirler.
Üçüncül tedbirler:Kötü muamele vakalarının tanımlanması ve değerlendirilmesinden
sonraki sürece ilişkin tedbirlerdir. Bu aşamada, durumdan kaynaklanan bozulmayı
düzeltmek ve ebeveynliğe geçiş sırasında gerginliği azaltıcı programlarla suçluları
yeniden eğitmek için eylemler planlanmaktadır.

8.GİZLİLİK MESELESİ? DİĞER TARAFLARLA ÇOCUĞA AİT BİLGİLERİN PAYLAŞILMASINA İLİŞKİN
İLKELER?
Avrupa düzeyinde verilerin korunması, temel bir vatandaşlık hakkı olarak düzenlenmiştir. Bu
alandaki temel düzenleme Avrupa Birliği'nin 95/46 sayılı Direktifidir. Ancak bunun öncesinde
Avrupa Konseyi zaten, verilerin korunması konusundaki tek bağlayıcı uluslararası belge olan,
Kişilerin Korunmasına İlişkin Sözleşmeyi 1981'de kabul etmiş bulunuyordu.
Haziran 2015’te,Avrupa Komisyonu, Avrupa Parlamentosu ve Avrupa Konseyi arasındaki üçlü
bir diyalog ile Avrupa Birliği'nin yirmi sekiz ülkesinin Hükümetlerinin biraraya getiren bu son
girişim nezdinde müzakerelere başlanmıştır. İki gün sonra, 15 Aralık 2015'te, Sivil Özgürlükler
Komitesi'nden MEP'lerin desteğiyle bir ön anlaşmaya varılmıştır. Şimdi bu anlaşmanın,
Avrupa Parlamentosu genel kurulunca ve Avrupa Konseyi tarafından onaylanması
gerekmektedir.
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GENEL TAVSİYELER
Taciz ve İhmal Durumunda Yapılmaması Gerekenler












İstismar vakalarını kayıt ve rapor etmemek.
Gelenek, kültür veya yanlış bir mahremiyeti koruma anlayışı ile şiddet biçimlerini
onaylamak.
Fiziksel, cinsel ve psikolojik şiddetin, çocukluk döneminin kaçınılmaz bir parçası
olduğunu kabul etmek.
“Disiplin” olarak tanımlayarak veya “disiplin” kılıfına sokarak, bedensel cezaları
“makul” olarak kabul etmek.
Görünür fiziksel hasara neden olmayan ya da cinsel taciz veya sindirme (zorbalık) gibi
uzun süreli şiddet biçimlerini normal olarak algılamak.
Şiddet vakalarının yoksulluk, biyolojik olmayan ebeveynler veya akıl hastalığıyla
bağlantılı olduğuna dair yanlış inançlara dikkat edilmelidir. Yapılan araştırmalar, biyolojik
ebeveynler ve tüm diğer toplumsal tabakalar dikkate alındığında, çocuklara yönelik
şiddetin daha fazla olduğunu göstermektedir.
Çocuklara yönelik ölümcül olmayan şiddetin boyutlarını ve niteliğini belirlemek için
güvenilir verilerin bulunmaması.
Doğrudan veya dolaylı olarak yaşanan şiddet olayının sorumlusu olarak çocuğu
suçlamak.
Çocuğun yeterli direnci göstermesine yetecek mekanizmalara sahip olduğuna dair
yanlış varsayımlardan yola çıkarak hareket etmek.
Çocuğun kendi mahremiyetine ve kişisel verilerine saygı duymadan yapılan
müdahalelerle, çocuğun damgalanmasına katkıda bulunmak.
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Taciz ve İhmal Durumunda Yapılması Gerekenler
Korumak için:
1. Genellikle anne babalar için eğitim ve destek, erken çocukluk dönemi eğitimi ve çocuk
bakımını içeren çok disiplinli müdahaleler.
2. Olası cinsel tacizlere karşı koruma ve kimlik tespiti için, okullarda çocuk eğitim
programları.
3. Pozitif ebeveynlik eğitimi: Genellikle gruplar halinde aileleri, çocuk yetiştirme konusundaki
bilgi ve becerilerini artırmalarına yönelik ve çocuklarıyla olan ilişkilerinde olumlu stratejiler
geliştirmeleri için teşvikler.
4. Kafa yaralanmalarının önlenmesi, küçük çocukların sallanmasının tehlikeleri konusunda
yeni ebeveynlere bilgi sağlama ve kesintisiz olarak ağlayan çocuklarla nasıl ilgilenileceği
konularında hastane programları.

Çocuk istismar olaylarında yapılacaklar:
1. Çocukluk çağında fiziksel, sosyal, okul ve aile yönlerini içeren risk durumları için bir tespit
protokolü uygulamak.
2. Adaletin çocuğu koruma altına almasını sağlaması, suçlunun diğer küçükleri istismarını
önlemesi, saldırganı terapötik tedaviyi sürdürmeye zorlaması ve tekrarı azaltması nedeniyle
“istismar”ı bildirmek.
3. Gizlilik, izolasyon ve suçluluk duygusunun kırılması yoluyla çocuğun kendini açması ve
duygusal rahatlamasını sağlanması sağlamak. Çocuğun olay hakkında konuşmasına izin verin.
4. Yaşadığı tecrübeden sonra çocuğun duygularının normal ve meşru olduğunu göreceği
şekilde bilişsel yeniden değerlendirme.
5. Çocukların hikayeleri ve çizimlerine dayalı “drama oyunu” temelli terapiler.
6. İstismar deneyimlerinden kaynaklanan tahribatların azaltımasına katkı sağlayan sosyal
becerilerin, özgüven ve özkoontrol tekniklerinin kullanımı.
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