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1. INTRODUCTION 

 

The aim of this report is to offer suggestions for effective strategies for the prevention of child maltreatment in Europe. These suggestions are based on the experiences with prevention from the countries that participated in CAPCAE, and from the actual child maltreatment case-data that has been collected on Child Protection Service (CPS) cases in each country.  The background and aim of this report are described in the Technical Annex of the CAPCAE Contract No. BMH4-CT96-0829 (DG12-SSMA).  In summary, it is CAPCAE's objective to '...propose (revised) prevention strategies which reflect the types of harms and injuries reported, and the factors that have been identified which place children 'at risk'.  It is also noted ' ...that prevention strategies should be devised and directed on the basis of actual harms, injuries and their consequences, rather than on general categories of child maltreatment such as physical, sexual, emotional maltreatment and neglect. '

 

Under this work package partners have provided relevant data from their own research. This data has been reviewed in the context of the wider literature on risk and related to the types of harms and injuries reported to the participant projects. Analysis of the data provides information on factors associated with actual harms and injuries. In addition, CAPCAE aimed to consider practical issues which might impact upon implementing effective prevention strategies. These included responsibility for, and location of, prevention strategies within existing frameworks and agencies, target groups, service type and method of evaluation.

 

The CAPCAE data collection and workshops have provided:

- a global insight into results from the co-ordinated data on children reported for reasons of  maltreatment in eight European countries: Belgium (B), England (E), France (F), Germany (G), Ireland (IR), Italy (IT), Netherlands (N) and Spain (S).  These are referred to throughout the report as the CAPCAE countries

- all CAPCAE-country reports on existing prevention strategies and  their effectiveness (as far as is known), 

- all CAPCAE-country reports on health consequences and measures for child maltreatment.

 

The structure of this report will be as follows: 

Chapter 2 will, based on the CAPCAE-data analysis, describe the two specific types of harm and injury that this report will focus on: namely excessive (violent/hostile) and Absence of Care parental relations.  Chapter 3 will discuss the information from the CAPCAE-country reports on prevention strategies and their effectiveness, as concerned to these two types of maltreatment.  Chapter 4 will give a wider overview of research on the two types of maltreatment, especially as it relates to the concepts of risk and screening, and assessing the effectiveness of preventive strategies.   Chapter 5 will, on the basis of all the above-mentioned information, offer suggestions for future preventive strategies in Europe.

 
2. INFORMATION FROM THE CAPCAE DATA

 

2.1 Data Collection sites

 

	Country
     Data Collection Point
                      Cases 

	








	Belgium

7 SOS Enfants Child Protection

Teams

273

England

8 Local Authority Social Service Teams

219

France


2 Social Services Departements

435

Germany

12 Child Protection Centres

263

Ireland


Children’s Hospital (A&E)

50

Italy


4 Centres for Child Maltreatment
440

Netherlands

BVA’s, Child Protection Board

Day Treatment Centre

385

Spain


2 Social Service Departments

291

Total


2356




 

 

 

The data collection points are inevitably varied, reflecting the different location of CPS in European countries.  Data was collected between October 1996 to October 1997 and represents a 100% sample of all child maltreatment allegations referred to the respective agencies during that period with the exception of Spain where cases were sampled on a random basis.  A distinction was made between founded and unfounded allegations which had different implications in each country.  For further information on service type from which data was collected readers are referred to Appendix 2.  A copy of the pro-forma which provided the basis for standardisation of data is provided in Appendix 1.  Throughout the report data is presented in percentages unless otherwise specified.

 

2.2 Harms and Injuries Reported in CAPCAE Countries

 

Table 1 displays a breakdown of harms and injuries reported.  Whilst there are some variations there is also some consistency across countries in the four largest fields: Risk, distress, emotional trauma and bruising. 

 

 

 

Table 1: Actual Harms and Injuries

	
	B
	E
	F
	G
	Ir
	It
	N
	S
	Ave

	
	%
	%
	%
	%
	%
	%
	%
	%
	%

	Scalds/burns
	0
	5
	-
	1
	1
	4
	2
	4
	2

	Fractures
	1
	1
	-
	2
	2
	6
	1
	1
	2

	Cuts/welts
	0
	2
	-
	1
	4
	0
	10
	9
	4

	Bruises
	13
	15
	9
	13
	7
	18
	19
	12
	13

	Bites
	0
	0
	-
	0
	0
	2
	1
	1
	0

	Anal/vaginal trauma
	3
	2
	-
	9
	7
	0
	9
	2
	5

	Pregnancy
	0
	0
	-
	2
	0
	0
	0
	1
	0

	STD/Infection
	0
	0
	-
	0
	8
	2
	1
	4
	2

	Distress
	19
	0
	16
	82
	15
	8
	48
	21
	26

	Emotional Trauma
	15
	2
	11
	4
	10
	10
	44
	6
	13

	Failure to Thrive
	4
	1
	-
	2
	2
	8
	4
	33
	8

	Brain Damage
	0
	0
	-
	1
	2
	4
	0
	2
	1

	Internal Injuries
	0
	0
	-
	0
	5
	0
	1
	1
	1

	At Risk
	12
	30
	14
	20
	34
	20
	18
	88
	29

	
	
	
	
	
	
	
	
	
	

	Total Cases
	273
	219
	435
	263
	50
	440
	385
	291
	2356


 

Overall approximately one quarter of cases, on average, report no actual harm or injury at the point of referral.  This does not mean, however, that these cases were not substantiated.  Each country interpreted the issue of substantiation in different ways.  In some countries an entry under actual harm was only made when the practitioner actually saw the harm, which could have occurred some time earlier.  In others actual harm was entered when it matched alleged harm, the assumption being that all cases were founded in some way, otherwise they would not have been referred.  This particularly applies to Child Protection Services which are underpinned by the principle of voluntary self reporting. A clearer indication of  foundation was provided by a field which rated harm severity.  These findings are given in Table 2.

 
Table 2: Harm Severity N=2297

 

[image: image1]
 

In 9% of the cases there was no harm severity, for 8% there was no information and for 3% the harm was assessed as not serious.  At the other end of the spectrum our sample included 12 fatalities and 34% of children for whom the harm was serious.  For 26% the harm was long standing and for 20% it was moderate.  These categories were based on the assessment of practitioners responding to the case.  This gives an average estimated rate of foundation of approximately 83%, within which there is considerable range between countries and service type.  At this stage it is only possible to know with certainty that 31% of the English sample were unsubstantiated.  Thus only 219 English cases were included for further analysis.

 

2.3 Person Believed Responsible
 

Those most frequently held responsible for the harm or injury were the parents and less frequently substitute parents such as step fathers and male cohabitees (see Table 3).

 
Table 3: Person Believed Responsible N=2309

 

	 
	B*^%
	E^%
	F%
	G%
	IT%
	IR%
	N%
	S%
	AVE%

	Father
	40
	39
	27
	33
	60
	30
	51
	67
	43

	Father Substitute
	9
	17
	9
	17
	5
	12
	16
	11
	12

	Mother
	33
	33
	53
	39
	52
	48
	71
	86
	52

	Mother Substitute
	2
	0
	 
	1
	0
	0
	2
	2
	1

	Brother 
	5
	2
	 
	2
	1
	2
	3
	4
	3

	Grandparent Male
	4
	0
	 
	5
	0
	0
	2
	4
	2

	Grandparent Female
	0
	0
	 
	2
	3
	0
	1
	6
	2

	Other relative male
	5
	3
	 
	24
	2
	0
	2
	3
	6

	Known male adult
	5
	12
	 
	10
	3
	2
	4
	2
	5

	Stranger
	1
	0
	 
	4
	5
	2
	1
	1
	2

	Not Known
	2
	5
	 
	1
	0
	14
	2
	2
	4

	Other
	9
	0
	 
	2
	8
	2
	2
	6
	4

	 
	226
	219
	435
	263
	440
	50
	385
	291
	2309


^ Data on substantiated cases only

*single child per family

 

 

Mothers and Fathers were often believed to be jointly responsible, particularly for physical harm and categories of neglect.  Children who were injured as a result of  interpersonal physical violence were significantly more likely to live in their biological families with both parents, whereas children who experienced harm as a result of neglect were more likely to live with a single parent.

 

2.4 Actions Responsible
 

Data was co-ordinated on the types of actions responsible for the harms and injuries.  The findings are given in Table 4.

 
Table 4: Actions Responsible

	
	B

%
	E

%
	F

%
	G

%
	Ir

%
	It

%
	N

%
	S

%
	All

%

	Excessive Corporal Punishment
	32
	21
	14
	27
	2
	12
	30
	20
	20

	Persistent Caregiver Hostility
	13
	3
	-
	24
	10
	7
	8
	26
	13

	Sudden Violent Attack
	6
	4
	-
	6
	16
	11
	6
	13
	9

	Sexual: Rape/Penetration
	28
	2
	-
	7
	0
	4
	0
	0
	6

	Sexual: Contact
	53
	33
	-
	49
	2
	14
	15
	5
	24

	Sexual: Non-Contact
	4
	0
	-
	8
	0
	4
	9
	3
	4

	Neglect: Supervision
	10
	9
	17
	12
	26
	28
	29
	66
	25

	Neglect: Emotional
	21
	12
	11
	31
	28
	24
	42
	65
	29

	Neglect: Education
	25
	2
	15
	17
	4
	18
	5
	61
	18

	Neglect: Shelter
	7
	0
	-
	4
	0
	13
	6
	43
	10

	Neglect: Health
	9
	2
	-
	6
	12
	11
	8
	54
	15

	Neglect: Food
	7
	0
	-
	3
	14
	12
	18
	58
	16

	Neglect: Clothing
	2
	2
	-
	4
	8
	12
	12
	37
	11

	Neglect: Environment
	19
	8
	-
	4
	10
	12
	11
	60
	18

	Abandonment
	4
	0
	-
	2
	10
	10
	6
	41
	10

	Accidental
	5
	4
	-
	0
	4
	1
	0
	2
	3

	Drug/Alcohol Induced Act
	8
	3
	-
	6
	10
	9
	12
	20
	10

	
	
	
	
	
	
	
	
	
	

	Children
	273
	219
	435
	263
	50
	440
	385
	291
	2356


*sub samples held in centralised data facility
^substantiated cases only

¬data supplied by partners

 

Initial analysis of the combined data sets reveals variations according to country.  Belgium and Germany have physical sexual contact as their highest category.  For England it is excessive corporal punishment, for France, Italy and Spain it is supervisory neglect, and for Ireland and the Netherlands it is emotional neglect.  The second highest category for Belgium, and the Netherlands is excessive corporal punishment, for England, Germany, Italy and Spain it is emotional neglect though all have average or above average rates for excessive corporal punishment.  These differences even out to show, in percentage order, emotional neglect, supervisory neglect, contact sexual maltreatment, excessive corporal punishment and educational and environmental neglect as the top five actions responsible for maltreatment reported to CPS agencies in Europe.  

 

 

2.5 Excessive and Absence of Care Relations
 

Rather than adopting the conventional framework of physical, sexual, emotional maltreatment and neglect which assists in categorisation but is less informative about causal factors, we opted to consider child harm as a specified adult child interaction. The Spanish report on the data-analysis speaks of  'actions that imply risky parenting practices for exceeding' in relational and affective aspects (Cerezo, Brochal & Dolz, 1998).  Examination of the actual actions responsible (Table 4) resulted in interactions being re-categorised in relational groups, as follows:

 

- Excessive/Violent Relations: This included the categories of excessive corporal punishment, sudden violent attack, poisoning, burning and persistent caregiver hostility;

- Absence of Care Relations: This included all neglect of supervision, emotional and educational neglect;

-  Material Relations: This included neglect shelter, environment, food and clothing.

- Sexual Relations: This included rape, physical sexual actions, non-physical sexual contact and unspecified sexual maltreatment.

- Other: This included drug/alcohol induced actions, and circumstances which placed a child at risk such as the presence of a person who had previously offended against a child, parental mental health and domestic violence.

 

Because our time for analysis was limited we concentrated on two groups: Excessive and Absence of Care Relations.  CAPCAE will conduct further analysis on the sexual and material relations group and provide future reports on this data.  Our aim was to distinguish between violent and hostile parenting practices (acts of commission) and absent parenting practices (acts of omission).  These two categories broadly compare with the conventional categories of physical and emotional maltreatment (Excessive) and neglect (Absence of Care) although neglect conventionally includes the group we have described as Material relations, which we have not included in our analysis.  CAPCAE considered that material neglect is qualitatively different from emotional neglect.  Material neglect is a difficult and contentious area when considering parental relations.  Certainly, in some European countries, particularly those experiencing war, hostilities and fundamental changes to their economies, material neglect may be highly prevalent but more likely to be related to these wider social issues rather than parental practices.  Similar issues hold in relation to poverty in the more stable EC member states.  There is, of course, considerable overlap between the groups.  

 

In order to advance the conceptual distinction and shift towards a focus on parent relational aspects rather than categories of maltreatment two separate sub-samples were identified from the data. The Excessive relational group were extracted by taking all cases with violent and/or hostile actions responsible (as defined above), whether or not they included any other actions.  The Absence of Care relational group were extracted only if they included neglect supervision, education or emotion and did not include any violent acts.  This enabled the analysis to focus on two distinct groups without overlap.  The total number of children in each group were 497 and 480 respectively.  

 

The first significant difference found between the two groups was in the types of harm experienced.  Children in the Excessive group are significantly more likely to suffer soft tissue injuries and fractures, whereas children in the Absence of Care group are more likely to be considered at risk (see Table 5).  Both groups experience similar levels of distress and emotional trauma, although these are marginally significantly higher for the Absence of Care group.

 
Table 5: Harms and Injuries Excessive and Absence of Care Groups.

[image: image2]
 

 

2.6 Significant Factors in Maltreatment
 

Data was collected across all countries on factors which were present in the cases and which were assessed as directly related to the maltreatment episode(s) by the professionals involved in the case.  Some of these factors may have been present in cases and not rated as being directly related to the maltreatment.  It is therefore not a representation of how many carers were experiencing any of these factors at the time, but rather whether they were experiencing them and they could be directly implicated in the actions and injuries.  The findings are given in Table 6.

 

Table 6: Key Factors in Maltreatment
[image: image3]
 

The most frequently occurring factor across all countries except Spain is that of relationship problems between carers.  Given that children were living in families with more than one carer on average in 54% of cases this figure for relationship problems is exceptionally high.   Whist all the factors are important, domestic violence, social isolation and the youth of the parent are more frequently indicated as key factors in the maltreatment than material problems.  

 

A secondary analysis of the Excessive and Absence of Care groups reveals some important differences in relation to key factors (see Table 7).
 
Table 7: Key Factors Excessive and Absence of Care Groups
	Factors
	Absence of Care %
	Excessive Relations %
	Significance

	Debts
	16
	13
	

	Unemployment
	20
	15
	*

	Housing
	19
	9
	***

	Domestic Violence
	34
	45
	***

	Relationship Problems
	57
	57
	-

	Pregnancy
	8
	8
	-

	Social Isolation
	32
	29
	-

	Extended Family Isolation
	24
	24
	-

	Youth of Parent
	43
	33
	**

	Other
	5
	7
	-

	Total Children
	480
	497
	


 

 

In comparing Excessive and Absence of Care groups there are no significant differences between them on rates of social isolation, pregnancy, debts and relationship problems.  Indeed relationship problems are the same for both groups.  However there is a significant difference in levels of domestic violence between the two groups with the Excessive group more often experiencing relationship problems through violence.  Previous research has found that marital violence is a statistically significant predictor of physical maltreatment (Coohey and Braun, 1997).  In a US study where the father was violent towards the mother the probability of physical maltreatment increased from 5% with occasional acts of violence to near certainty with 50 or more episodes (Ross, 1996).  Psychological maltreatment has also found to be correlated with high levels of parental hostility (Lesnik-Oberstein et. al. 1995).  For the Absence of Care group unemployment, inadequate housing and youth of the parent are all significantly higher.

 

The wider literature on maltreatment and neglect identifies a history of previous child maltreatment as a risk factor.  On average, for 62% of carers this data was missing.  However, it was possible to obtain background information on 777 carers.  The results are given in Table 8.

 

Table 8: Parental History of Trauma
 

	Experience
	%

	Not Known (of total sample)
	62

	Of Known
	 

	Behaviour Problems
	21

	Juvenile Offences
	12

	Physical Maltreatment
	26

	Sexual Maltreatment
	13

	Neglect
	25

	Psychiatric Treatment
	21

	Mental Disability
	6

	Physical Disability/Chronic Illness
	15

	Separation from Parents
	19

	Other
	3

	None
	18

	Number of carers
	777


 

 

Of those for whom historical data was known (38%) the majority (82%) had a history of trauma or personal difficulty.  It is, however, difficult to draw conclusions from this data owing to the lack of prevalence data for each of these experiences in the general population.  In terms of parental experience of maltreatment the figures on sexual maltreatment are lower than prevalence rates suggest in the general population.  From European prevalence studies on physical maltreatment we would expect to find a rate of between 10 -15% so the experience of physical maltreatment in this sample is higher than in the general population. There are currently no reliable European prevalence studies on neglect with which to compare the rates given here, although a UK study gives a general population rate for severe absence of care of 6% (Cawson et. al, 2000).  The range of carers receiving psychiatric treatment ranges from 3% (Spanish fathers) to 36% (German fathers) and from 17% (Spanish mothers) to 55% (German mothers).  This clearly signals a problem area in some countries and identifies a vulnerable group.  Similarly rates for physical disability and chronic illness range between 5% (German fathers) to 35% (Spanish fathers) and although research on the relationship between illness/disability and child maltreatment is sparse these figures signify the need for further research.  Separation from parents often appeared to involve parental separation through a mother leaving the carer (as a child) or a carer (mother or father) dying, although this would require more detailed analysis before claims could be made concerning its relevance as a factor in maltreatment.

 

CAPCAE therefore considers that caution should be expressed in drawing any conclusions about the relationship of previous child maltreatment and the likelihood that the same parents will maltreat their children.  It may be that there are similar rates of such factors in the ‘unknown’ category, or that these cases are not known about because these factors were not relevant.  If the latter is even partially true it suggests that previous history of child maltreatment trauma is not necessarily relevant to current episodes of maltreatment and cannot be assumed to be a predictive factor.  In addition there are difficulties about prospective and retrospective samples.  If a group of people who experience physical maltreatment are followed prospectively we find much lower rates of re-victimisation than if a sample of current carers who physically maltreat their children are scrutinised for previous history of maltreatment (Egeland, 1988).  However, the CAPCAE data does show that at least a quarter of carers will have experience of some form of childhood trauma.

 

A second area examined by CAPCAE in relation to re-victimisation is that of previous maltreatment to the child him/herself.  We have already noted that in terms of harm severity (see Table 2) for 27% of children (on average) their maltreatment was long standing.  There were considerable variations between countries on this measure with a range between 6%-68%.  To probe this area further CAPCAE examined any previous history of child concern.  On average 37% of the children had been known to agencies prior to the maltreatment for reasons relating to maltreatment.  Again there was a wide variation between countries with France and Italy recording that 17% of children were previously known and Spain recording prior knowledge in 62% of cases (see Table 10).  There was no statistically significant difference on this measure between the Excessive and Absence of Care groups and both were more likely to have been known previously (45%) than the total sample. This finding supports the revictimisation hypothesis which CAPCAE highlighted in the overview of prevention strategies (Pease, 1994; CAPCAE, 1997) and underscores the importance of increasing the effectiveness of secondary prevention strategies.  Reports of alleged child maltreatment to whichever agency should be taken seriously and responded to when they are made on the first occasion in order to prevent harm from re-occurring.  
 

Table 9: Previous History of Child Concern
[image: image4]
 

It should also be noted, however, that the wider research literature has conflicting results on the nature of harm which will re-occur.  One study found that subsequent harm was rarely similar to initial harm reported (Levy et. al., 1995).  This is also important when fatalities are examined.  Whilst fatalities are rare CAPCAE held data on 12 actual deaths and 10 near fatalities.  Only three of the dead children and none of the ‘near fatalities’ were known prior to the fatal/near fatal episode, one in relation to marital violence, the others in relation to neglect.  This supports other findings which suggest that fatalities are hard to predict or prevent (Trocma and Lindsey, 1996).

 

In accordance with CAPCAE’s decision to focus on relational parenting practices data was collected on both the mother’s and the father’s relationship to the subject child.  In the total sample the most frequently occurring feature for mothers was an inability to respond to need (44%) followed by inability to deal with the child’s behaviour (35%).  For fathers these relational difficulties were also the most frequent (both 30%), although less information was known.  However, in the total sample 34% of mothers and 22% of fathers also had positive relations.
 

A comparison of excessive and Absence of Care groups rendered statistically significant differences.  Mothers and fathers in the excessive group were more likely to have negative and positive feelings about their child and also to regularly use corporal punishment as a disciplinary strategy.  In relation to corporal punishment, fathers were also more likely to utilise this method of discipline than mothers, particularly in the excessive group.  In the Absence of Care group both fathers and mothers were significantly more likely to be unable to respond to the needs of the child (see Tables 10 and 11).  This suggests a direct relationship between ambivalent feelings, regular use of corporal punishment and physical harm and injury, since most of the physical injuries occurred in the excessive group (see Table 5).  The Absence of Care group were more likely to be assessed as at risk as a result of absent parenting.  Both groups experience the same levels of emotional trauma and children in the Absence of Care group have slightly higher levels of distress and failure to thrive (see Table 5).

 

Table 10: Father’s Relationship to Child Absence of Care and Excessive Groups N = 749
 

	
	Violent %
	Absence of Care %
	Significance

	Negative Feelings
	31
	13
	***

	Unrealistic Expectations
	26
	23
	-

	Inability to Respond to Need
	33
	56
	***

	Inability to deal with child behaviour
	43
	34
	*

	Regular use of corporal punishment
	43
	9
	***

	Positive relations
	13
	24
	***

	Not known
	20
	17
	-

	Total cases
	431
	318
	


 

Table 11: Mother’s Relationship to Child Absence of Care and Excessive Groups N = 805
 

	
	Excessive %
	Absence of Care %
	Significance

	Negative Feelings
	32
	12
	***

	Unrealistic Expectations
	27
	23
	-

	Inability to Respond to Need
	46
	62
	***

	Inability to deal with child behaviour
	51
	46
	-

	Regular use of corporal punishment
	25
	3
	***

	Positive relations
	27
	19
	**

	Not known
	9
	6
	-

	Total cases
	441
	364
	


 

Based on these findings, the remainder of this report will focus on the subjects of excessive parental relations and Absence of Care/absent parenting. This does not mean that CAPCAE underestimates the importance of the subject of material neglect or child sexual maltreatment, and the need for further development of prevention, treatment and government policy in both fields.  With regard to child sexual maltreatment, we draw attention to a recent and exhaustive study by Wazir and van Oudenhoven (1998), done for the Dutch Ministry of Health, Welfare and Sports.   In addition we reference the project 'Vision and Reality: Promoting Good Practice in the Field of Child Sexual Maltreatment' and the project concerning cross border exchange, Collection and Use of Personal Information on Child Sex Offenders (CUPICSO).  Both projects are  financed under the EU Daphne Initiative, aiming to bring together and disseminate good practices within member states of the European Union in the field of child sexual maltreatment (Save the Children, 1997; NSPCC, 1997). 

 

3. INFORMATION FROM THE CAPCAE-COUNTRY REPORTS ON        PREVENTION 

 

3.1 Existing prevention strategies and their effects, concerning violent/hostile  Excessive and Absence of Care Relations
 

In this chapter information will be combined from the CAPCAE reports on preventive strategies and their effects, and information from the CAPCAE workshops. For more exhaustive information, see the report 'An overview of child maltreatment prevention strategies in Europe: Volume I' by Wattam (CAPCAE,1997).  Here we will restrict ourselves to the strategies and activities as they are relevant to the two types of maltreatment under discussion, and particularly focus on those strategies that seem to be effective.

 

In the overview of prevention strategies CAPCAE presented a definition of the different levels of prevention which were directed towards evaluating effectiveness, rather than the more traditional tertiary distinctions which describe the level of maltreatment at the three stages.  The CAPCAE definitions, for the purposes of evaluation, were:

 

First Level: Strategies which stop first episodes of harm and injury from occurring.  These are strategies which are aimed at reducing initial incidence.

Second Level: Strategies which stop harm and injury from re-occurring.  These strategies aim to prevent repeat victimisation in the child.

Third Level: Strategies which aim to reduce the effects of the harm and injury and prevent further harm from these effects, including cross-generational effects.

 
3.2 First Level Prevention
 

3.2.1 First level prevention of Excessive parenting: strategies and effects
 

i.  Education

 

a.  Education directed at adults and parents
 

CAPCAE (1997) reports the following conclusions from the overview of strategies within each country:

·     Public information and awareness campaigns seem to increase reports and awareness, as research in Germany and the Netherlands has shown.

·     Public education campaigns against physical punishment, directed at adults and parents are reported in England and Ireland. Results of this type of campaign are ambiguous.

·     Parent group education: teaching parents effective child rearing methods and discipline measures, e.g. in parent courses. This kind of education appears to be effective in terms of skill based learning. 

 

b. Education directed at children
 

Educational programmes directed at children aim at helping them become less vulnerable or more 'safe' as concerned to maltreatment. This 'safety' usually has two aims: preventing children from becoming a victim of maltreatment (first level prevention), and teaching children to talk ('disclose') to other trusted persons about violence that has happened to them (second level prevention). Although many of these kinds of programmes are originally aimed at the prevention of sexual maltreatment, some of them include other forms of maltreatment. Most of these programmes are executed via schools, but also some mass media campaigns directed at children have been carried out.

 

It was difficult to assess whether these programmes were effective at stopping maltreatment from initially occurring. Apparently, behavioural intentions and cognitions of children may change as a result of these programmes and there is some evidence from a successful campaign in Belgium (Parler a Violence) that attempts were made by the children to change their parent’s behaviours. However, there is no clear evidence of effectiveness in actual violent or dangerous situations.  It is unlikely that children could, or should, be able to alter the violent behaviour of carers although greater discussion and awareness of interpersonal violence may have a preventive effect in relation to the violence expressed by children themselves.  Whether these effects last into adulthood would require longitudinal research, for which the children participating in Parler a Violence could provide a suitable sample.  

 

ii.  Services

 

a. Universal services (aimed at everybody) 

 

Easily accessible, good quality and low cost day care for children is considered very relevant to the prevention of child maltreatment, although their effectiveness at the first level has yet to be established (CAPCAE, 1997). There is also some consensus that universal child health services are important.  In such services children and parents can make free well-child visits and be offered a non-stigmatising form of surveillance as well as advice on parenting practices (individually or in group meetings).  Referrals for further assessment and psychosocial services can be made where appropriate. There are differences between countries in the fact that some offer statutory home visiting programmes, and others do not.   American research concluded that health-related home visiting programmes have the potential to significantly reduce the rates of childhood injury and harm (Olds et. al, 1986).

b. Targeted services aimed at parents 

 

The overview of prevention strategies found  a wide range of projects which aim to support parents in caring for their children across nine CAPCAE countries (the overview included Norway). These family and parent support programmes can be distinguished according to the place where the service is delivered, as follows:

- Community or centre-based services, such as advice centres where parents can go with all types of questions, telephone helplines for parents, etc.  

- Home-based services. These services have in common that they offer family support at home. As far as primary prevention programmes are concerned, services are directed at families needing additional, sometimes specialised support, facing minor to serious challenges. 

There are a large number of family support programmes in Europe, sometimes with links between countries. Examples are Community Mothers Programme in Ireland,  Moeders Informeren Moeders in the Netherlands, and Home Start in England as well as in the Netherlands. Programmes can be distinguished according to: 

·     Type of service (depending on the kind of problem: ranges from professional/therapeutic to befriending/support);

·     The timing of the service (starting from birth, or at the encountering of problems); 

·     The source of help (professionals or volunteers).

 

We report on the effectiveness of these programmes in 4.5.2.  A second type of support aimed at parents is exemplified by the project established in Valencia (Spain).  This project is targeted towards all new parents in a given population and aims to improve relational aspects of parenting from birth.  It focuses on both the parent’s strengths and potential sources of difficulty.  The project in Valencia has been positively evaluated and shown to be effective at the first level (CAPCAE, 1997)

 

c. Targeted services aimed at children
 

Services exist for children that they themselves can contact when confronted with (threats of) maltreatment; for example a child telephone line, or a 'confidential person' within the school.  It is known that a large number of children use these help lines. However, no studies have been conducted into the efficacy of helplines as a first level preventive strategy in relation to significant harm (CAPCAE, 1997).  It is more likely that their most valuable contribution is in second level prevention, i.e. supporting children that have encountered violence and providing advice to stop harm from re-occurring.

 
iii.  Legislation
 

We will restrict ourselves here to one specific type of legislation, which concerns the prohibition of physical violence by parents in the upbringing of their children. The fact that physical punishment is a real problem was confirmed recently by The National Commission of Inquiry into the Prevention of Child Maltreatment (NCIPCA, 1996), which concluded that in England about 150.000 children suffer from severe physical punishment every year.

 

In some European countries specific legislation exists that outlaws physical punishment. The effectiveness of such laws in reducing the incidence of maltreatment are still under review but early evidence suggests that they may be partially successful, particularly in reducing moderate levels of injury (Gelles and Edfelt, 1986).  Given that regular use of corporal punishment is significantly correlated with subsequent physical harm from excessive corporal punishment and violent parenting practices it is possible that reducing the overall prevalence of corporal punishment would be an effective strategy in first level prevention.  We return to this point later in the report (see 5.7).

 

3.2.2 First level prevention of Absence of Care parenting
 

No specific strategies concerning this type of maltreatment have been mentioned in the CAPCAE reports or in the meetings, other than the ones already mentioned under 3.2.1.   There is, inevitably, some overlap between the needs of the excessive and Absence of Care groups since both are involved in the direct care of children.  Therefore, first level prevention strategies aimed at stopping adult/child violence may also have the effect of encouraging positive parenting practices if all aspects of parenting are included in the programme. Inability to respond to need and inability to deal with behaviour can be found in both groups even though the response (violence or absence) is vastly different.

 
3.3 Second level prevention

 

3.3.1 Second level prevention of Excessive parenting

 

i.  Education directed at children
 

Education directed at children is generally aimed at teaching children why and how to disclose if they are being maltreated. CAPCAE concludes that this type of education does appear to raise awareness in children and increases the number of reports made by them to informal sources of help (CAPCAE, 1997).   However, the data from eight countries showed that very few children actually report themselves for help: between 2-4% in all countries.  Children are themselves the source of reporting (i.e. they tell others who then report) in 23% of cases overall, with the highest frequency found in the Child Protection Centres in Germany (38%).  Education campaigns directed at getting children to report are generally focused on telling ‘someone’, rather than going to an official CPS and it may be that children and young people should be offered more information on the types of agencies available, the services they offer and the likely outcome of their report.

 

ii.  Treatment of children and carers who harm their children through interpersonal violence.

 

The agencies participating in CAPCAE all offer remedial help to carers reported for maltreatment.  A range of services are made available to carers once they are referred.   There are similarities between countries, allowing for variation in service type, and we can see that children and their carers are a) most likely to be monitored either by the agency itself or other agencies such as schools and health services, b) brought into substitute care, c) receive counselling and/or d) a police investigation (see Table 12)

 
Table 12: Services Offered to Children in CAPCAE Countries N = 1918
	Service
	B
	E
	F
	G
	Ir
	N
	S
	Ave

	
	%
	%
	%
	%
	%
	%
	%
	%

	Housing
	 12
	0
	N/K
	 2
	 8
	 2
	7
	5

	Day Care
	 3
	0
	N/K
	 7
	 0
	 7
	7
	4

	Family Support
	 1
	0
	N/K
	12
	16
	21
	17
	12

	Mediation
	 0
	0
	N/K
	 4
	 0
	 5
	1
	2

	Police
	 9
	31
	16
	12
	26
	10
	2
	15

	Health
	 7
	 9
	N/K
	 4
	n/a
	 9 
	 5
	7

	Child Therapy
	30
	30
	15
	12
	 6
	13
	 5
	16

	Family Therapy
	17
	 6
	13
	 6
	 2
	 4
	 4
	7

	Counselling
	20
	70
	N/K
	27
	 6
	14
	 2
	23

	Practical Assistance
	16
	 6
	 8
	 3
	 0
	 9
	 0
	6

	Monitoring
	20
	71
	N/K
	 0
	30
	52
	16
	31

	Substitute Care
	20
	16
	13
	15
	36
	18
	58
	25

	Other Legal
	5
	 1
	32
	 0
	 7
	31
	 40
	17

	N=
	273
	219
	435
	263
	50
	385
	293
	1918


 

There are significant differences between countries.  Children and carers in England are the most likely to receive monitoring, in Italy to receive counselling and children in Spain are most likely to enter substitute care.  The other legal category largely relates to parental rights issues, which accounts for 28% of cases in the Netherlands, and custody and access arrangements.  

 

Outcomes for these kinds of services can be defined in different terms; for example, that; the maltreatment is stopped, or the child develops satisfactorily, or the parent-child relationship has improved. One important conclusion from the CAPCAE reports, overlooking all second level prevention strategies together, is that studies show that despite all efforts some significant harm to children is not preventable and there are varying rates of repeated violence, ranging from 7% to 33% (CAPCAE, 1997).   CAPCAE collected data on further episodes of harm or injury in referred cases over the 12 months of data collection.  Whilst we included several possible outcome measures, outcome data in the CAPCAE cohort was the least completed area.  Bearing this in mind CAPCAE found varying rates of repeat victimisation in the different countries, ranging from 7% (Italy and Spain) to 58% (France).  This finding highlights two issues.  Firstly we know that the majority of children in the Spanish sample were protected through separation, either on a compulsory or voluntary basis, from their parents.  This strategy is the most likely to ensure that further harm or injury is reduced, although the same data set points to issues concerning victimisation whilst children are in substitute care.  A similar finding was made in a study of child protection system in England (Farmer and Owen, 1995).  Whilst the need to separate  some children from their carers will always be present we also reviewed successful approaches which encouraged children to remain with their carers in safe environments.   Secondly, higher levels of further harm and injury may indicate greater effectiveness in detection, in that for those countries reporting higher levels the data was more complete.   We consider this point regarding the effectiveness of services further in Section 5.

 

In relation to the Excessive and Absence of Care groups, there were no statistically significant difference in the rates of repeat harm which ranged between 24%-28%.   However, where further harm did reoccur it was much more likely to be of the same type as before.  The Excessive group have significantly higher rates of repeated soft tissue injuries (bruising, cuts/welts) and in 2 cases internal injuries, both groups have similar levels of distress and emotional trauma (12%-13%) and the Absence of Care group are more likely to remain ‘at risk’.

 

3.3.2 Second level prevention of Absence of Care parenting
 

No specific secondary preventive strategies concerning this type of maltreatment have been mentioned in the reports or in the meetings, others than the ones already mentioned under 3.3.1.  The levels and similarities in the type of further episodes of harm and injury suggest that this group does require a more specific service to address supervisory, emotional and educational neglect.  There also appear to be very different interpretations of educational neglect which directly relate to levels of detection.  In England only 2% of cases appeared under this category whereas in Spain it was 61%.  Educational neglect in the UK is generally interpreted as depriving a child of formal education whereas in other European countries it appears to be interpreted more broadly in relation to the parental responsibility to  educate or socialise a child.  If the category is not recognised it will not be detected.  Thus a key issue concerning second level prevention strategies for the Absence of Care group is one of greater awareness and detection.  In all countries it is likely that this group is only reported when something goes wrong, for example, an accident or some other form of harm such as failure to thrive or sexual assault is detected.

 

 

 

4.  4.  OVERVIEW OF WIDER RESEARCH LITERATURE
 

4.1  Literature concerning the two groups.

 

In this section we look at the characteristics, differences and similarities of the Excessive and Absence of Care groups as they relate to the wider research literature on types of maltreatment.

 

A clear difference between the two categories is that violent or excessive parental relations concern aggressive behaviour towards the child as well as negative and positive feeling.  Such actions are more generally described in the literature as acts of commission, though rarely include consideration of positive actions and feelings.  Absence of Care relations have elements that are typically described in the literature as acts of omission.  In this respect, 'violent/hostile' parenting seems to come close to the 'classic' labels of physical and emotional maltreatment, while Absence of Care parenting relates to the 'classic' category of emotional neglect.   

 

In both types of maltreatment the parent seems to be unaware of, or unwilling to act upon, the needs of the child. In both cases the parent is - either in an active way or by being psychologically or physically unavailable - not responsive to these needs and interests of the child. In both cases the child may suffer considerable harm, which will require treatment. 

 

A core question is then, whether there are differences between these active and passive forms of unresponsiveness, in terms of their antecedents and/or consequences, which will have consequences for different types of intervention. In this respect, it is important to note that in some countries (Spain and Netherlands) the CAPCAE-data shows that most types of maltreatment consist of five or more 'actions believed responsible'. In practice, types of maltreatment will not always be mutually exclusive and one will find several types of maltreatment in the same family intermittently or at more or less the same time. Also, it often will be very difficult to draw a clear line between violent maltreatment and passive neglect, or between emotional and other types of neglect. This means that in interventions, of course, these types of maltreatment have to be distinguished as far as possible, but also will often have to be managed within the same intervention. 

 

Baartman (1996) describes the differences between emotional neglect and (mainly physical) maltreatment with respect to a) characteristics of the families, especially the parent-child relationship, and b) the consequences. 

 

i.  Characteristics of families
 

Reviewing the literature, Baartman (1996) concludes that in families where emotional neglect occurs carers can be characterised by passive, sometimes lethargic interactions, lack of structure and lack of guidance. Parents expect little of their children, or are very vague in their expectations. Parents stay aloof, and have few interactions with their children.  They experience themselves, and others, as powerless. Polansky et. al. (1981) use the phrase 'apathy-futility syndrome' characterised in the expression, 'I do not matter, and what I do does not matter'. In families where physical maltreatment occurs, the modes of interaction are reported in the literature to be more unpredictable; controlling children varies between extremely violent to extremely unresponsive. 

 

Crittenden (1988) has, in terms of attachment theory, made a distinction between the working model of mothers who physically maltreatment and mothers who neglect their children. The working model of the abusing mother is strongly linked to conflicts, control and rejection. They expect others to dominate them and reject them if they ask for attention to their needs. This leads to anger and a feeling of being wronged. This may lead to a relationship with their child in which they feel the child makes unrightful claims on them. The working model of the neglecting mother is more linked with feelings of helplessness. They experience others as not capable or not willing to give them what they need, and themselves as not being able to ask for the support they need.  Crittenden (1988) sees the prognosis for neglecting families as poorer than for abusing families. This has to do with their restricted cognitive capacities, their lack of awareness of what is wrong with the way they bring up their children, but above all, their non-belief in their own potential to change things for the better.  

 

An important omission in Crittenden’s study and the literature more generally is the role and impact of fathers in these different situations.  The CAPCAE data shows strong similarities between mothers and fathers in relational practices, and also a significant difference in regular use of corporal punishment which is more frequent in fathers than mothers in the Excessive group.  

 

ii.  ii.   Consequences
 

Baartman (1996) mentions some differences between maltreatmentd and neglected children, which are the result of the differences in interactions they have experienced with their parents. Physically maltreated children have been less abandoned and have to be more at their guard. It appears that physically maltreated children are better able to discern and differentiate emotions with others than children who experience neglect. Physically maltreated children also have a tendency to blame themselves for the violence they experience. Longitudinal research suggests that the consequences of neglect may be more serious than that of physical maltreatment (Erickson & Egeland, 1996). At the age of six years, neglected children have increasingly serious problems at school, were more fearful, less sensitive to peers and very dependent on their teacher for support. This behaviour can precede a continuing cycle of failure and disappointment in future relationships and developmental tasks.

 

This research supports the proposal that more attention has to be given to appropriate services for neglected and emotionally maltreated children made by Wilding & Thoburn (1997). They find - at least in the English system - a tendency that 'referrals framed in terms of neglectful behaviour or emotional maltreatment are likely at a very early stage to be steered away, not only from the formal child protection system but also, without an adequate assessment of need, from the provision of services.' (p.353).  The same mechanism was found in the USA by Erickson and Egeland (1996).

 

It remains the case that in most studies the two types of maltreatment are not at all, or not sufficiently, distinguished. Therefore, Baartman (1996) states that we know too little about the differences in backgrounds and consequences, and there is too little clarity about the translation of these differences in different concepts for intervention, to justify a strict distinction between these types of maltreatment. Erickson & Egeland (1996) also conclude that research has found very little specific antecedents of neglect as opposed to physical maltreatment or other forms of maltreatment, that would have an impact on preventive interventions.  The CAPCAE finding, therefore, of statistical differences between the two groups, particularly in relation to domestic violence and regular use of corporal punishment (Excessive group) and housing/financial difficulties and parental youth (Absence of Care group) is important.  Whilst acknowledging that there will always be cases where factors overlap, it is likely that the harms and injuries incurred by children in the Excessive group are a symptom of living in the context of violence more generally.  The levels of distress, emotional trauma and risk experienced by children in the Absence of Care group are similarly a symptom of living in the context of emotional neglect.  Children in the Excessive group are regularly physically punished and witnesses to their mothers being assaulted by their fathers or substitutes (more often fathers).  Occasionally this violence will result in physical harm to themselves.  Children in the Absence of Care group are regularly left unsupervised and relationally unconnected to their parents.  Occasionally these acts of omission will result in harm which brings them to the attention of agencies.  CAPCAE’s conclusion is therefore that prevention should focus on these relational aspects of parental care both before and after harm occurs.

 

For the excessive group strategies need to be developed which are effective in reducing interpersonal violence in the domestic sphere in general, and for the Absence of Care group in reducing parental absence/distance and lack of engagement, in general.  There are differences in need between these two groups of carers and further research is required to identify effective methods of meeting this need.
 

4.2  4.2 Risk factors concerning Excessive parenting and Absence of Care parenting

 

4.2.1 The concept of risk
 

CAPCAE has placed emphasis on the importance of specifying, as much as possible, the different types of harm and injury experienced by children reported for maltreatment, instead of putting all types of maltreatment together, and of developing specifically tuned prevention strategies.  Through this analysis CAPCAE are able to establish similarities and differences between different actions.  Thus far, however, the data does not point to any one single factor which could be predictive of any single action or harm other than the following.  Where a parent, particularly the father, makes regular use of corporal punishment a child is more likely to suffer physical injury.  In addition such children are significantly more likely to be living in the context of wider domestic violence.

 

There is a broad range of literature in relation to child maltreatment and risk.  Several recent reviews in European countries have questioned the utility of identifying risk factors which are predictive of maltreatment (Corby, 1996; Cleaver et. al. 1998; Baartman and Hoefnagels, 1995; Hermanns, 1998).   In summary these reviews conclude that the predictive value of risk factors is limited and will always include what are known as ‘false positives’; cases which have the risk factors but in which no maltreatment will occur. Baartman (1996) points out that relational factors have more predictive power than socio-economic factors and this conclusion is strongly supported by the CAPCAE data which shows that relationship difficulties are the most frequently occuring key factor.  There is debate about this as others claim strong links between poverty and child maltreatment (see, for example, Parton, 1985; Hermanns,1998).  CAPCAE found, as have many other research studies, that the context within which the majority of families lived was one of socio-economic disadvantage.  However, two points need to be stressed.  Firstly, the proportion of low to middle income groups varied across samples  (CAPCAE are conducting further analysis on this aspect) and, secondly, whilst socio-economic issues were present for many families, they were only identified as key factors for maltreatment a minority of cases.

 

 In relation to all levels of prevention, as a starting point for services to families, it may be more important to look at protective and resilience factors, to reinforce positive aspects of parenting. This is also endorsed by Thyen et al (1995) who recommend to develop models that make clear why most/some parents, despite difficult circumstances, are capable of not abusing their children. They suspect that social support plays a dominant role here.  The CAPCAE data shows that social isolation and extended family isolation are assessed as directly linked to maltreatment in up to a quarter of all cases and almost a third in the Excessive and Relational groups.  Thus social support would appear to be a relevant resilience factor.  All in all, what seems important, is on the one hand not to stigmatise on the basis of group characteristics, but on the other hand to develop programmes that will be inclusive of potentially vulnerable parents such as those who are young, lacking a supportive network of family or friends in their community, or those who are experiencing serious relationship difficulties and/or domestic violence. 

 

In a Netherlands national survey of living conditions for children under 12 years old, it was found that 90% of the children have to deal with one or more of the risk factors as they are documented in the clinical literature on maltreatment. These factors concern relational conflicts between parents, physical punishment and parents who infrequently reward their children, an emotionally cold parenting style, being bullied in school, other school problems, a difficult temperament, chronic illness, financial problems and an unsafe community environment (Peeters & Woldringh, 1993). Nevertheless, in most cases parenting went well. In only 10% to 15% of the families were there serious problems for the children. In these families there appears to be an accumulation of factors, that make support by professionals necessary. These problems can vary enormously, as do the needs of parents for support. 

 

One question which needs to be addressed is what is effective parent support? Hermanns (1998) suggests paying more attention to the stressful context of parenting, and less attention to parenting as a separate entity, apart from its context. For this, see also our review of the Home Start programme (4.5.2.1). This view corresponds with the findings of Barker et. al. (1992) concerning the Child Development Programme in England and Wales, that child maltreatment was reduced, not through a strong focus on avoiding maltreatment, but because parents felt more confident about themselves and their parenting.

 

4.2.2 The concept of screening 

 

One issue which has been discussed in the CAPCAE and also in the wider literature is that of screening.  Thyen et. al. (1995) do not recommend the screening of ‘risk’ families for practical reasons (the high percentages of false positives, no single risk factor is sufficiently sensitive and specific), as well as for ethical reasons (stigmatising, shifting responsibilities, parents who do not want to co-operate). Families often resist attempts to approach them as at-risk families. Thyen et. al. (1995) conclude that attempts to predict individual cases are better left aside, and that efforts should be directed towards responding to need.  A similar conclusion has recently been reached by the Department of Health in the UK following the publication of findings of 20 research studies concerning child protection (DOH, 1995).  As a consequence services are now being directed more towards children’s needs in an attempt to change a professional bias towards investigation which resulted in a minimal service.  Thyen et. al. (1995) also propose that services should be free, easily accessible, family-oriented, non-stigmatising and non-punitive. 

 

A further question addressed in the wider literature concerns the timing of intervention: when is the optimum time to approach parents with an offer of services? Some authors claim this should happen after and not before the birth of the child, as parents are not open to these kind of interventions during pregnancy. Before the birth, they have high hopes of doing well and becoming successful parents.  Other researchers, however, argue that at the time of pregnancy the mother is more open to  building a trusting relationship ('alliance') with a worker. This relationship will be valuable once the child is born.

 

CAPCAE have considered the ethical issues associated with screening and conclude that with any form of screening or needs assessment it seems essential that there is an open approach towards parents. This pertains to the aim of the assessment and to the use that will be made of the information that is gathered about the parents. 

 

One argument in favour of developing screening instruments is that they may offer the possibility for replacing what is considered to be  arbitrary and intuitive decision making by a more standardised approach.  In addition, in an area of competing and restricted resources, a method of targeting the right families appears attractive.

 

Baartman (1998) proposes the development of instruments that help professionals in youth welfare to become more sensitive to the needs and interests of parents and children. He proposes two stages of intervention:

 

1.  1.  Every young parent or parent-to-be is, within a regular system of health care, interviewed about the imminent or new parenting situation. In this interview the central question is how the parent experiences the (future) parenting situation. The interview will have to be repeated at set times during the first few years of the child's life. Attention will be paid, if necessary with the use of a questionnaire, to factors such as the parent's own upbringing, parental awareness, social support network and access to social resources. During this interview, it may turn out that parent and interviewer find that some sort of service is wished for.

 

2. If a service is required a more systematic assessment should take place, to make clear what sort of service is needed. This will not be a screening for the risk of child maltreatment, but an assessment of the need for support for the parent. Although this assessment and service-offer are in principle voluntary, in some cases the importance of such an offer may be stressed more urgently towards the parent.

 

Hermanns (1998) suggests that the core question for any approach should be: 'How do we best reach the families with an increased risk for child maltreatment?' Screening instruments will in his view not only give unreliable results on (the meaning and development of) risk factors, they will also not give useful information on protective factors. Besides, the use of these instruments will probably not provide sufficient access to the families in question as they might interpret a service-offer based on such an instrument as 'coming from the outside'.  A better strategy, therefore, may be to start with the first signs of  parenting difficulties, as Baartman proposes, from a universal access point. Such a sign may come from the parents themselves, or from other parties. Signs from parents can lead to a demand-directed approach, signs from third parties will lead to a reporting-directed approach (see 5.4). 

 

4.3 Effective preventive strategies concerning Excessive and Absence of Care parenting
 

In most of the strategies that we have considered, a distinction is rarely made between the two types of excessive and Absence of Care parental relations.  In general strategies are proposed which are directed at 'maltreatment' or at 'maltreatment and neglect', but conceptual distinctions between these two are hardly ever given, nor are differences between types of intervention. 

 

An exception to this rule concerns educational programmes (4.3.1) that are directed at teaching parents how to discipline their children effectively without using physical or psychological threats or violence. 

 

4.3.1 Education
 

i. Directed at adults and parents
 

As Woodward and Fortune (1996) point out, public education may meet several aims:

 

·     it can increase general awareness about the nature, extent and causes of child maltreatment (thereby reducing stigma to families where maltreatment is a problem), and about the services that can give assistance;

·     it can stimulate the reporting of child maltreatment by bystanders who suspect a child being maltreated;

·     it can help adults and parents to avoid committing maltreatment, or to think about alternative methods of caring for children;

·     it can help shifting the public and political agenda about acceptable child-rearing behaviour;

·     it may educate and involve local communities.

 

 

These different goals will require different types of educational activities. As this report focuses especially on the two types of maltreatment described as violent/excessive parental relations and absent parental relations, we restrict ourselves to those educational activities that are directly relevant to these two areas. 

 

1. Parent education aimed at teaching non-violent and responsive/involved parenting methods can take the form of education through mass media, for example, campaigns directed at the prevention of shaking babies. A second approach is through parent group education. Here parents are   provided with information about child development and skills in non violent forms of discipline. Examples of this last approach are the USA programme 'Winning!', which has an adapted Dutch version 'Opvoeden. Zó!', and a programme on training parents in anger control and effective discipline strategies, as described by Wolfe (1991).   However, the CAPCAE data and other research already cited suggest that education must also be directed at the topic of domestic violence more generally, in addition to violence between children and their carers.

 

ii. Public education 

 

Public education campaigns aimed at promoting the reporting of physical maltreatment have been conducted in the UK by the NSPCC.  These have met with a mixed response, largely because of conflict between the voluntary and statutory sector.  A fundamental point regarding such campaigns is that the reporting agencies must be involved and equipped to deal with any increase in reporting which arises from it.  However, experience in Australia (Thorpe, 1994) and the US (Besharov, 1990) suggests that such public awareness raising may actually increase the level of concern in the general population with the unintended consequence that the reporting escalates but many cases are found to be unsubstantiated.  This places additional stress on already limited resources and may actually act against helping children who actually experience maltreatment (Besharov, 1990)

 

4.3.2 Family centred services 

A problematic feature of the literature in this field is that typologies of what are referred to as family centred services often differ from each other in terminology, denominations and in groupings and/or the distinctions between programmes. We will follow an internationally well-accepted typology given by McCroskey and Meezan (1998), who distinguish two major types of family centred services:

1.  1.  Family support programmes. Centre- or home-based, these services are available to all families with children, and do not impose criteria for participation that might differentiate or stigmatise certain parents. Programmes are aimed at first level prevention. Designed typically for populations who have been identified as having parenting problems.  These programmes aim to provide reassurance, strengthen a family facing child-rearing problems, and/or prevent the occurrence of child maltreatment. 

 

2. Family preservation programmes. Mainly home based, these services are meant for families in crisis, aimed at the prevention of placement of a child, or meant for families where return from a child in out-of-home care is being considered.  Such programmes are typically available only to families whose problems have brought them to the attention of child protective services, the juvenile justice system, or the mental health system. Programmes tend to be intensive and work with small caseloads.

 

Some examples of these programmes are presented in the following section along with a description of general characteristics and evaluation results

 

4.3.2.1 Family support programmes
 

Characteristics: Services are usually offered by community agencies, to promote social competencies and behaviours that contribute to parental, child, and family health and development. Services are based on the premise that all families may experience stressful life circumstances and inadequate support. The programmes typically focus on prevention, rather than the amelioration of problems or deficits. They are often informed by social support and stress theory, and take a public health approach to service delivery. Programmes are in principle open to all who choose to participate, but many programmes reach out actively to invite participation by those who might benefit from them (McCroskey and Meezan, 1998).

 

Evaluation:  According to McCroskey and Meezan (1998) recent reviews of family support programme evaluations suggest that the effects of these programmes are modest and inconsistent. Some show improved child outcomes, others positive effects on parents, but few findings appear consistently across evaluations. Effective programme features appear to be: frequency, intensity and comprehensiveness of the programme services, and the quality of the relationship between families and staff. McCroskey and Meezan (1998) note that the research on family support still has severe limitations. Researchers have problems measuring progress towards goals that are complex, far-reaching and amorphous. Also, different programmes with different foci and different target populations are hard to compare.  For example, programmes may aim explicitly at the first level prevention of child maltreatment, or more broadly at promoting the parent-child relationship, and they may target the parents only, or include the children, or even include the wider community.   Evaluation research has to be long-term to draw valid conclusions. For example, Olds et. al. (1994) found that earlier positive programme results concerning the prevention of child maltreatment were not maintained two years after the intervention.  Given  that many programmes are still developing and research is still lacking, it is too early to assess overall programme impact.

 

Baartman (1996) reviewed the effects of 15 English and North-American home visitation programmes for families at risk. All of these programmes were targeted at  mothers and again fathers were not mentioned. The concept of 'at risk' was operationalised in different ways, but in general this meant: single mothers, families dependent on welfare, lacking social support, often the mother was depressed and had a history of being maltreatmentd.  In some programmes the mothers were found (according to the Child Maltreatment Potential Inventory or other checklists) to be at risk of abusing their child. The focus of these programmes varied, according to the theoretical framework used (ecological model, attachment theory or social learning theory) but was usually rather broad including: child rearing knowledge and capacities, strengthening of the social network, broadening of resources for social and material support and developing capacity to use such resources.  Most of the programmes began before the birth of the child and some started when the child was in infancy. The programmes lasted from 3 months to 2 years.  Frequency of contacts varied from once in 6 weeks in one programme  to 2 - 4 times per month in others.  Frequency of contact at the beginning of the programme was usually higher than at the end. Some programmes used professional staff, others non-professionals. 

 

Baartman (1996) describes the target group of parents that received services from these preventive home training programmes who were characterised by four sets of factors: social isolation, a lack of social support, a difficult childhood and family background, and a lack of parental awareness.  This latter factor refers to understanding the experiences and the intentions of the child, and the responsibility and the readiness to act for the welfare and in the interests of the child. This means, being able as a parent to negotiate the conflicting claims of one's own needs and interests in life, and the needs and interests of the child.

Different reviewers reach different conclusions as to whether these programmes are effective as a means for primary prevention of child maltreatment. Baartman (1996) finds that four of the fifteen studies he reviewed had little or no effects. The other nine programmes were at least partly successful, but research on these projects showed several methodological shortcomings and flaws which make the projects difficult to compare. Clément & Tourigny (1997) find that only eight of the twenty seven programmes they reviewed reported on the incidence of maltreatment. Of these, five programmes showed a reduction of incidence, but in two programmes this was not maintained in a 2-year follow up. Cox (1997) and McCroskey & Meezan (1998) concluded, however,  that home visiting programmes have not been found to prevent child maltreatment, as measured in official reports, although some programmes modified aspects of parenting that are thought to influence child maltreatment and neglect.

 

On the basis of this overview, and on the basis of research by Olds and Kitzman (1990) Baartman concludes that effective preventive home-training for this target group has to start early (preferably before the birth of the first child) and  be intensive, which means: 

 

a. frequent levels of contact (beginning with once a week);

b. being of long duration (tailored to the needs of the family, but probably with a    minimum of two years);

c.  being multi-focal (directed at parental skills, parental attitudes, social skills and socio-material circumstances, and directed at fathers as well as mothers);

d. be carried out by skilled professionals, if necessary together with non-professionals;

e.  pay thorough attention to help parents overcome trauma experienced in their own past.

 

We would like to discuss a recent effect-evaluation of the Dutch version of the Home Start programme (Hermanns et al, 1997) in more detail, because it offers some interesting information on why and how effects occur. 

 

Home Start offers support to families with young children that, through an accumulation of problems, have difficulties with parenting. Volunteers regularly visit the family to offer support.   For the most part these volunteers are women who have experience in bringing up children and who offer, on the basis of equality, practical help, friendship and support. This contact has a mean duration of one year.   Following an evaluation of the effects of this programme, Hermanns et al (1997) concluded that Home Start contributes to a reduction of stress as experienced by the participating parents, and to an increase in parental competence. An evaluation of Home Start in the UK reached similar findings (Frost et. al. 1997).  The changes observed in the Dutch evaluation could not, however, be solely attributed to the programme itself. Characteristics of the families themselves also played an important role.  For example, a ‘favourable’ family-constellation (e.g. two-parent family, small number of children, mother not a teenager, etc.) and a supportive network around the family were important determinants in programme success.  In addition, the role of other (professional) services, was also found to be important. Home Start must therefore have a place within, and not outside of the network of other professional services.  One more interesting aspect of the working methods of this programme is that the main focus is on the personal well-being of the mother and not so much on parenting capacities, yet the effects on the parenting process were very clear. This lends support to the social-ecological theory, that for interventions to prevent parenting problems, it is very important to support the parent in their day to day lives with problems and difficulties as she/he experiences them. The principle underpinning such an approach is that a parent who feels all right will be a better parent than one who does not feel so. 

 

In the study by Hermanns et al (1997) no specific mention is made of child maltreatment as a problem for families who enter the programme, nor of the effectiveness of the programme in the prevention of child maltreatment. It may be assumed however, that the effects of Home Start as described - a reduction of parenting stress and increase of parental competence - will also reduce the chance that child maltreatment will occur or continue within the participating families.

 
4.3.2.2 Family preservation programmes
 

Characteristics: A distinction can be made here between a) intensive  family preservation programmes, or crisis-oriented programmes, with a short duration, a very high visiting frequency, and a very structured approach, and b) home-visiting programmes, with a longer duration, a less high frequency and working on a systems approach. 

 

Evaluation: Van den Bogaart (1997) describes an evaluation of 10 family preservation programmes in the Netherlands. He concludes that these programmes are distinctively effective, according to a multi-method measurement. Satisfaction of both home trainers and parents was high. Placement of children with very severe psycho-social and behavioural problems had been prevented in almost 90% of the families. In addition, the implementation of home training methods proved to be very successful. 

 

De Kemp et al (1998) evaluated the Dutch Intensive FPP 'Families First' (FF), and came to similar positive conclusions: one year after closure of FF-treatment, 76% of the children remained at home. From a control group, consisting of prematurely ended treatments, only 26% appeared to live at home. There is a question as to whether this control-group was valid in that an adequate control should consist of children and families that were not treated at all.  Those that filtered out of the service prior to completion may have been those with the most severe difficulties, for example.  McCroskey and Meezan (1998) also point out the importance of this methodological aspect. They state that studies that use more rigorous designs have found moderate to no effects as far as placements are concerned.  A further point, made by several authors, is that the outcome of 'placement/no placement' is too crude to fully capture the impact of FPP services on family and child functioning, or on the child welfare system as a whole. Broader aspects of family and child functioning should be used as primary outcome measures.  McCroskey and Meezan (1998) report that studies have found modest but significant outcomes regarding parent-child interactions, parenting skills, emotional climate in the family, and use of verbal discipline. 

 

It must also be pointed out that families are not 'cured' after FPP.  For example, De Kemp et al (1998) found that family- and child-problems in the FF families, although improved, are still clearly present one year after ending the programme. A good connection between FFP and follow up treatment is therefore very important. This calls for a concerted integration of these programmes in broader community based services. FFP’s can not be regarded as the panacea for the second level or third level  prevention of child maltreatment. A thorough assessment of the family's situation and needs is necessary, and services must be tailored accordingly. For example, Ayoub and Willett (1992) studied the effects of treatment for 100 families referred for incidents of maltreatment and neglect, and found the following differences: 

 

1. For situationally stressed families treatment tended to be short and successful; 

2. For chronically stressed families, treatment was of longer duration but mostly successful; 

3. Families with parental-emotional distress tended to have the longest treatment duration, without improvement or deterioration ('zero growth families'); 

4. For multi-risk families, where bad parent-child conflicts were present, treatment tended to be of moderate duration and not very successful; 

5. For violent multi-risk families treatment was very short and not successful at all. 

 

In addition to family characteristics, it is also important to examine service delivery variables, such as the characteristics of individual home-visitors, his/her team, the helping agency, the referring agency, and also social environment variables in process-oriented research (Vogelvang, 1997).  Evaluation has to take account of the fact that a family is part of a reciprocal system, where all these variables may influence processes and outcome. 

 

In terms of the effectiveness of FPPs as a method of secondary or tertiary prevention of child maltreatment De Kemp et al (1998) found that at the start of Families First programmes 78% of the cases had severe shortcomings in child rearing (e.g. severe neglect), in 16% there was maltreatment, and in 4% sexual maltreatment. Maltreatment and sexual maltreatment are no contra-indications for Families First, under the condition that the home-visitor takes precautionary measures to guarantee the safety of the child. One year after the treatment the situation had clearly improved for most families, but remaining existing problems gave reason for concern. Whether or not child maltreatment was still a problem, is not reported.  Many families (32%) have some sort of follow up treatment and also many children are under a court order (48%). 

 

McCroskey and Meezan (1998) note that the current emphasis on family preservation in the child welfare system may work against the best interests of the children. Some parents are beyond the reach of even the best treatment programme. In fact, not every family can or should be preserved. They argue for a varied and adequately funded array of family-centred services which gives child welfare agencies additional options as they work towards the sometimes competing goals of protecting children, supporting and preserving families and building communities.

 

5. SUGGESTIONS FOR EFFECTIVE PREVENTION STRATEGIES IN EUROPE
 

 

5.1 Good quality universal services
 

Universal services can be key agents for the prevention of child maltreatment. Basic services should be of high quality and work together (health care, schools, social services, police etc.). In particular, pre- and post-natal youth health care must pay attention to the pedagogical aspects of having children, and not only to the medical health aspects. Workers should have the time and the abilities to ‘stand next to the parent' and win their trust, especially in the first months after the birth of a child. They should be able to communicate with parents and observe them, in order to understand how they experience parenthood and its accompanying stresses. Such universal programmes require resourcing.  In a climate of service cutbacks, financial restraints and working with time- and product-restricted budgets, this is not an easy task. It is clear that much depends on the political and societal will to invest in these types of services, a point which has been made elsewhere in the world (Leventhal, 1996). 

 

5.2 Awareness raising and education
 

1. Directed at adults and parents
 

An interesting approach in the field of public education has been followed by the National Commission of Inquiry into the Prevention of Child Maltreatment in England, who reviewed the level of knowledge on child maltreatment in the general public. This led to a number of valuable suggestions for future public education, such as greater recognition of the seriousness of emotional maltreatment, a more direct use of the media for greater awareness and campaigns aimed at empowering women to protect their children (Woodward & Fortune, 1996).

 

As far as parent group education is concerned we would recommend programmes like 'Opvoeden? Zó!', which are effective in training parents how to react positively to desired behaviour of children and how to set limits in a non-violent manner to undesired behaviour. These programmes should not only teach skills, but also be directed at learning through observation and interpretation of child behaviour. Parenting training should preferably be short-term (± 5 meetings), low-threshold (offered by well-known community agencies), well-structured, be open and accessible to parents of different cultural backgrounds, stimulate exchange of mutual experiences and mutual support, use visual materials, be practical, and promote confidence in parents (Blokland, 1995).  Group education can stimulate parents to look for further help if necessary. Thus it is important that such a programme is part of a broader service offer in the field of family support.

 

2. Directed at children
 

As noted before, most educational activities for children have been aimed at the first  and second level prevention of sexual maltreatment. Nevertheless there have been programmes that also include the subject of physical and emotional maltreatment.  Issues that can be learned from these programmes for future directions are the following (Finkelhor and Strapko, 1991; Cox, 1998):

- Information, while important, is insufficient on its own as a prevention strategy

- Attention should not only be paid to the child alone but also to the child's home and school-context and all those who might respond to a child. This is particularly important because it is likely that children will not be able to limit the seriousness of assaults but may disclose to someone they trust. Parental distance and relationship problems with parents may be an important factor in the continuation of the maltreatment, once it has started. The involvement of parents and teachers can build confidence to discuss matters like sexual maltreatment and other forms of violence such as  bullying. Child education programmes are effective if they are comprehensive and backed by parental information (Finkelhor et. al., 1995).

- Training of children in learning to respond to victimization should form an integrated part of the school curriculum. In this respect attention should be paid to the total social-emotional climate within the school. 

 
5.3 Family centred services

 

5.3.1 Assessment of needs instead of screening

 

Baartman (1996) and Thyen et.al. (1995) suggest that screening or assessment should be directed at clarifying the specific needs for support of  all family members, and parents in particular.  Screening of 'risk families' is a sensitive subject for ethical, practical, economic and scientific reasons. In the Netherlands, Baartman (1996) favours a 'broad' type of screening, that is not aiming at predicting whether or not child maltreatment will take place in a certain family, but rather at the question of whether a family has need for support. Results of a conference on this theme in the Netherlands show that workers in primary youth health care do not feel the need for an instrument to 'detect' families at risk for child maltreatment and neglect, because they have the feeling they already know these families through regular contacts. What is lacking, however, are the methods to reach these families and actual services that can be offered (Kooijman, 1998).  Generally these cases concern families described as multi-problem and 'hard to reach'. Whichever instruments are developed, they should have a value in clarifying service-needs of families and offering an opportunity for access and acceptance of such services, or help agencies to adapt services so they fit the needs of families.

 

One difficulty with responding in a demand led system is that in many cases the needs of parents for support are not properly met. Leseman et. al. (1998) found that 72% of all parents in the Netherlands annually have need of some form of support for serious problems, but in 41% of the cases this need was not fulfilled. In other words, there is a gap between demand and supply. Leseman et al (1998) offer various suggestions as to how this gap might be filled which we discuss under 5.5.

 

On the basis of the relative inefficiency of risk screening (unacceptable high levels of false positive and false negative, insensitivity to neglect) and the high percentages of dropouts from programmes,.  Following  Cox (1998) CAPCAE proposes  three possible improvements of current assessment:

1. Methods should be developed that can assess family lifestyles which are broader than very pervasive parental deficiencies, but which may have strong impact on parent-child relationships. Such factors would include methods of regulation (including discipline), positive and negative feelings, and the degree of social integration or inclusion.

2. Assessment should not only focus on mothers and mother-child relationships, but also on the father’s or other partner’s relationship with the child and the carer’s relationship between each other.

3.  Recognition that the needs and difficulties of parents and children can fluctuate.  Good working relationships with parents in the context of health care services, which attend to changes in needs as they arise may be more effective.

 

5.3.2 First and second level prevention: family support

 

The most successful approach at this time seems to be one which combines comprehensive and focused strategies in a layered service offer. Some services can be fully comprehensive but having the capacity to signal where there are higher levels of need, in order to refer to more intensive approaches.  

 

As we have already noted in Section 3 it has been difficult to evaluate the effectiveness of services from the CAPCAE data. Initial findings suggest that services offered in all countries prevent further harm and injury from re-occurring in the majority of cases, where the data is available.  Each country offers a range of services and it has not been possible to identify any particular strategy as effective.  However, an examination of those agencies offering the most complete data suggest that CbM in Italy and the Netherlands Treatment Services may be most effective in preventing further harm and injury.  Both are characterised by high levels of intervention and a broad range of service provision which can overlap.  For example, family support is most frequently offered in these two countries, but rarely as the only service.  Health services, social services, police, and individual counselling or therapeutic services all combine and family support itself covers a range of services.  This supports conclusions from the literature which suggest that a multi-level, multi-strategy approach to services is required.  Within Europe the principle of subsidiarity is relevant here (Cooper and Hetherington, 1999).  Services can be envisaged on a continuum from least intensive, low threshold, wide access to highly intensive, high threshold and restricted access (Hardiker et. al., 1996).  Services can be provided at three levels:

 

1. Universal, basic support and services that are open to all families in a community, and that have a low threshold and are readily available. These services refer to good quality housing, financial support, childcare, schools, etc.

2. More intensive, targeted support services for (groups of) families or certain communities, that are seen as 'in need of extra services' or 'vulnerable'. This should start with primary preventive family support programmes like Home Start, Community Mothers Programme (Moeders Informeren Moeders), the Child Development Programme and other home visiting programmes. This type of service should in principle be open to every parent, but as a strategy should be offered to certain types of families with more urgency. These services must be easily accessible and preferably without costs for the participating families. To improve the reach of prevention programmes, community interventions are a possibility, i.e. directing programmes at communities with particularly high need. However, this makes the importance of good universal services even more clear, as there will be many children who are maltreated who are not in such communities. 

3. At an even higher level of need, second and third level prevention programmes such as Families First should be available, to work with families where neglect, maltreatment or other serious child-rearing problems have already  been diagnosed. 

These targeted home-based family support programmes should meet the following conditions:

 

1. They should generally start early, i.e. during the prenatal period or shortly after birth. However, families may need support at many different times. So services should also be available for families in different phases of the life cycle, and geared towards different developmental levels. 

2.  In general, the more complex the level of need, the more intensive the service should be.

3.  The use of para-professionals or volunteers is not successful with complex high need families where excessive of extreme negative parenting practices occur. Volunteers are most likely to be successful with families who have less complex needs if they are engaged with them for more than six months. More attention should be given to the matching of the programme-population (the family in question) and the (para-) professional implementing the programme. Cox (1998) finds it realistic, also from the view of cost, that the core programme is run by professionals, and incorporated into existing training of relevant professionals and/or services. 

4. A central element in the service should be the promotion of self-confidence and well being of the parent. Parents who feel good about themselves will probably also feel good about their children. This does not mean that parental skills and attitudes are to be overlooked. But these should be worked at within a trusting relationship between the visitor and the parent. Once such a relationship has developed the visitor can discuss unusual signs of family violence, can model effective parenting etc. The development of such a relationship may also ask that the worker initially helps with many concrete practical  services, such as housing, organising finances and so forth.  The CAPCAE data strongly suggests that relationship problems between carers should also be addressed as a priority.

5. The needs of the child must not, however, be unattended to. Finding the balance between giving attention to the needs of the parents and those of the child, is a difficult process.

6.  Fathers must be included in the programme as well as mothers, as they are often the perpetrators of maltreatment to both the child and the mother. 

7.  Services should be flexible, and not provided in a 'one size fits all' way. This means they should give attention to the specific needs and problems of each individual family, and work with the unique possibilities and strong sides of this family. 

8. Additional services should be offered along with home visits, such as providing day care services, opposing social isolation through job finding or parent support groups.  The concept of social inclusion should be integrated as an overt aim in family support programmes.

9. These services should be integrated in a community based multi-agency network of co-operation. Very often in European countries, programmes are geographically limited and added to existing services, rather than working through them, so there is no guarantee of their continuation, and effects will be limited.

10.  Staff at all levels should be trained on a regular basis.

11. Family support programmes are no panacea. Family support is not synonymous with the concept that 'parents and children always belong together'. The right of the child toa safe environment must be paramount, and should lead to placement if necessary. Support services will then be concerned with the assessment of conditions under which the child can return home.

 

5.4 Reporting 

 

It is important for prevention strategies to have a vision of the importance and place of a reporting-system in the whole field of family-oriented services. Questions would be what kind of reports, and by whom, one wants to stimulate, and what kind of responses one wants to give.

 

The Belgian and German child protection teams and centres work mainly with reports from parents themselves, or stimulate 'other-reporters' to have the family contact the centre. The Dutch, English, French, Irish, Italian and Spanish child protection services work mainly on the basis of reports from 'others' (professionals and non-professionals), and not with reports from parents. The Belgian and German systems seem to offer the best opportunities to work with motivated parents, that have self-formulated questions for help. This in turn fits in with the philosophy of family-support as a demand-directed service, as we shall see later. Also, these systems seem to concur best with the education strategy that we discussed under 5.2, to try to encourage the community of the family in question to be more responsible and involved. The role bystanders can play is that of giving informal support to the family or individual family members and perhaps activating and motivating them to look for more professional help.  Thyen et. al. (1995) note that this approach to voluntary self reporting may work well for physical and sexual maltreatment but may be less effective with cases of neglect.  The CAPCAE data partly supports this hypothesis in that sexual maltreatment was more frequently reported in Belgium and Germany.  However, the neglect categories were not significantly lower than other countries overall, with the exception of Spain which had significantly higher levels in neglect categories when compared to all other countries.  Neglect, and the Absence of Care group in particular, may be the most difficult group to detect in general and the least likely to report themselves.

 

As regards to the reporting of child maltreatment more generally, each country should ideally have a system with the following three functions. An important pre-requisite for this three-function model to operate effectively, is that it is embedded in a system of low-threshold community-based services, where parents can go with any kind of parenting problem, and where different types of support can be offered. 

 

1. A low-threshold service, where parents and children can themselves report any kind of more serious parenting problem, and which is therapeutically oriented. Perhaps the term 'report' is not helpful at this level and it would be better to speak of ‘problem sharing’ or ‘consultation'. This could be a model like the German Kinderschutz Zentrum, the Belgian Vertrouwensarts Centrum, or the Italian Centro del bambino Maltrattato. Also telephone services or basic services in youth health care could play an important role here.  Hetherington et.al. (1997) note the importance of formal and informal ‘mediating’ institutions and the need for a ‘social space’ within which parents and children can work out difficulties relating to maltreatment before entering formal systems of reporting and response.

 

2. It has to be recognised, however, that many parents will not contact these agencies, let alone report themselves for (imminent) maltreatment and may be unmotivated to do so. This will especially be the case where parents are disinterested in child rearing (Rink, 1997). In such cases an easily accessible service where third parties can report (suspicions of) child maltreatment and neglect may be necessary. This need not only be reports of very serious cases (where a child’s life is in immediate danger), but can also concern  cases where one asks for advice on what to do. If need be, these reports must stay anonymous towards the reported family. The response by the reporting centre can either consist of an advice or consultation for the reporter - about how he or she can act in this case - or take the form of an active intervention towards the reported family. Good co-operation between the reporting centre and family support services is desirable. Reporting centres can function as a 'finding place' for families that are in need of support. The approach is in the first place therapeutic/voluntary, but can become more legalistic/protection-oriented, as the seriousness of the case so demands. The model used as an example here, could be that of the CDB's/ARC's in the Netherlands, but could also contain elements of the earlier mentioned systems in Germany, Belgium and Italy. For this model to be successful, it is important that it is embedded in a context of good-quality outreach services, which are capable of motivating families for help. 

 

CAPCAE have also considered research which demonstrates the importance of detection in reporting (CAPCAE, 1998) particularly in relation to health professionals.  Studies in Germany and Spain show low levels of awareness amongst general health care staff and significant improvements in detection levels post training.  However, these improvements are not maintained over time and reduce once the research ends.  This suggests that further work is required in the training and maintenance of child maltreatment awareness in health and other relevant professional staff.

 

3. A service that is directed at the most serious cases of child maltreatment and neglect.  This will be a specialised highly skilled, multi-disciplinary service which can combine legal, social, medical and psycho-therapeutic expertise.

 

Further work is required to make services more accessible for children to report themselves.  We have noted that children rarely present themselves to agencies.  Wattam (1996) proposes that in order for services to become more child focused they must be able to offer the child some autonomy and control, complete confidentiality and be less ‘maltreatment’ focused, attending more to difficulties for children arising from maltreatment as and when they become relevant.  These conclusions were based on research with children themselves (Butler and Williamson, 1994) and also recommendations from adult survivors of maltreatment (Wattam and Woodward, 1996).  Similar proposals were made by ChildLine UK on the basis of an analysis of 10 years of calls from children to the phone line concerning maltreatment they were experiencing or had knowledge of (MacLeod, 1996).

 

 

5.5 Promoting reach, effectiveness and co-operation

 

a. Reach 

 

Results of a Dutch study of 7 national, government-initiated 3-year experiments on family support show that different service-models or strategies can be distinguished (Leseman et al, 1998;  VWS, 1998):

1. The network model. A community network is created of different agencies (youth health care, child day care etc.) that confer on a regular basis on a range of problems that parents have, and how they can best be guided to appropriate support;

2. The box-office model. One clearly recognisable, central point is created where parents can go for advice, support or referral;

3. The outpost model. In this model services are offered to parents in locations where they already come on a regular basis: the well baby clinic, the school, the doctor’s surgery and so forth. This is the most outreaching strategy.

 

The researchers conclude that that the most effective strategy would be a combination of these three models, where agencies co-operate so well that they can create an outpost on several locations where parents tend to come. It appears that the outpost-strategy is the most functional when it comes to reaching target groups that are usually hard-to-reach. For example, a social worker or a police-officer could be located part-time within a school, where they can work in an outreaching, pro-active manner. These professionals must be capable of talking with parents and building a relationship with them.  From this ‘outpost’ parents and children can, if necessary, be referred to a central box-office. 

In their network-consultation agencies can pay special attention to those families that nevertheless encounter problems. All these efforts are aimed at bridging the gap between basic universal services and the more specialised services. 

 

b. Effectiveness
 

An effective system of family support should meet the following conditions:

1. Services should be geared to the needs of the targeted parents; 

2. Services should be compatible with one another; 

3. Services should be well known;

4. Services should be sufficiently available and accessible for a variety of target groups with different parenting questions;

5. There should be sufficient use of the offered services by the target group;

6. Carers and children should feel satisfied and supported by the services; 

7. There should be a short route to other forms of support or more intensive forms of intervention. At the same time, professionals have to be aware of the fact that referring clients from one agency to another can be a time-consuming process.

 

Preventive family support demands a sensitive method of service delivery. One of the ‘bottlenecks’ of family support is the fact that many multi-need families are not reached by traditional services. One can see this as proof that these families are unwilling or unmotivated to 'receive' certain services. It may, however, reflect a shortcoming in the services themselves.  That is, they may not sufficiently be geared towards the needs, potential and abilities of these parents. Too often it is not the parents that are 'hard to reach' for the agencies, but the agencies that are 'hard to reach' for the parents. This asks for the development of demand-specific services. The starting point of such a development should be the belief that parents are themselves the experts on their own parenting.  Programmes that know how to capitalise on the potential, capacities and individual differences of parents are more successful than ‘one-size-fits-all’ programmes that aim at compensating the shortcomings of parents (VWS, 1998). This finding can be summarised in the following statements: 'activate instead of compensate', and 'demand-directed instead of supply-directed'. 

 

c. Co-operation

 

An interesting conclusion from research on family support is that as a form of intervention and as a topic of policy-development it appears to be no one's responsibility in particular, and at the same time is 'owned' by many care agencies and many local and national authorities (health, education, justice, social affairs etc.). This makes clear that it is absolutely necessary that many authorities, policy-makers, agencies and funders find forms of intensive co-operation and agreement, before an actual service is developed. It also underlines the necessity that agencies invest money and time for a professional co-ordinator: a person that identifies problems in co-operation, instigates new developments, keeps in contact with different agencies in the community, and knows how to stimulate and 'connect' partners.

Five lessons from the research concerning inter-agency co-operation in family support are:

1. At the beginning of inter-agency co-operation, agencies should formulate a shared problem-definition, with related goals. A realistic and concrete plan of action, formulated by all participants, must be the next step. 

2. Co-operation is a process that must be learned by all participants. A balance must be found between the interest of each separate agency and their collective interest.

3. A clear administrative and managerial structure is always necessary and strengthens the co-operation that is taking place in the field.

4. Management and executive processes should be in balance and geared towards each other.

5. Enthusiasm and commitment are important factors for success in inter-agency co-operation (VWS, 1998).

 

Family support is most effective when executed in integrated programmes, rather than in separate projects. An analysis of a need within a given group should lead to interconnected interventions on a micro-, meso- and macro level. Such interventions must be integrated into existing services such as youth health care, child day care and school. 

 

5.6 Theory and research
 

Further development of theory and research is necessary.  Some possible directions:

 

a. Parallel with crime prevention
 

Wattam (CAPCAE,1997) suggests working out the parallel between prevention of child maltreatment and crime prevention. In the Netherlands there is recently a debate around the issue of the role of family support for the prevention of juvenile delinquency (Junger-Tas, 1997). 

 

b. The ecological perspective
 

As Cox (1997a) states, ecological and developmental perspectives on child maltreatment are not yet fully incorporated into prevention programmes. This means that programmes should pay more attention not just to parenting and parent-child relationships, but also to the wider family-, community- and society-context. Programmes should work on protective as well as risk factors, and touch upon the various domains of the child's world.  Programmes should understandably direct themselves at the main caretakers when children are very young, but as children grow older school- and community-based programmes should begin to operate. This may be particularly important for sustaining the beneficiary effects of early intervention programmes. Otherwise, as Cox (1998) points out, pre-existing processes in the family or wider influences in the neighbourhood or society may reassert themselves, thus mitigating against earlier gains from early prevention programmes. 

 

c. Differences in types of maltreatment and differences in types of intervention 

 

More research on the distinction between different types of maltreatment is necessary and the implications of this for prevention.  The manifestations, causal factors and the most effective types of interventions should be clearly distinguished.  CAPCAE have demonstrated from their initial analysis, presented here, that distinctions can be made, particularly with regard to the relational aspects of parenting.  At a more general level, Cox (1998) finds that physical maltreatment and neglect programmes appear to have been more effective with regard to maltreatment than neglect. Given the fact that neglect has such a high incidence and has been documented to be so damaging to future child development, this leads to the conclusion that more energy should be devoted to the development of good quality interventions for the first and second level prevention of neglect.   CAPCAE’s decision to distinguish between absent parenting relations and material relations is a step in this direction.

 

An important question here is (raised at the CAPCAE meeting in Paris, March 1988): what kind of cases, undergoing which services, with what backgrounds, have what outcomes? Or, phrased in terms of programme-evaluation: to what extent, for whom and under what conditions is a programme effective in preventing which types of maltreatment? It is clear that differences in services are required for different types of cases, with different antecedents and different 'careers'.  The CAPCAE data has begun to address this question but further research, particularly into monitoring information collected by different agencies and relating to more specific assessments of need is required.

 
5.7 Legislation

 

Is specific legislation required to promote the prevention of child maltreatment? Legislation should concern the promotion of preventive strategies. CAPCAE have previously noted how incorporation of the UN Convention on the Rights of the Child within country specific legislation has led to a shift towards the promotion of child welfare, rather than a narrow ‘maltreatment’ or ‘problem’ focused legal framework (CAPCAE, 1997).  There is one specific type of legislation, however, which has been under debate in recent years in several European countries. This concerns the question of outlawing the use of physical violence in the upbringing of children.

 

Advocates claim that legislating against the physical punishment of children would promote a desirable social value and educate parents on a moral standard. This 'educating effect' is seen as the most important aim of such a law. It would be practically impossible and also not desirable to lay sanctions on parents that have used violence in interactions with their child.  Several authors have argued that the prevention of child maltreatment will be impossible as long as it is still an accepted value that parents may use physical violence in the process of disciplining their children. Others contend that physical punishment does not have any proven negative effects for parents and children, and in fact has only positive effects, when it is used sparsely, and only if other disciplinary tactics have failed (Boer, 1998).   This issue is also complex when we consider the increasingly multi-cultural composition of European countries. Some cultures virtually preclude all physical punishment of children while others consider it generally acceptable to beat children with implements as long as no permanent injury is caused - indeed parents may feel that failure to physically discipline children is being a bad parent.  These are difficult issues to address.

 

Researchers agree that such a law can only have positive effects if it is accompanied by educating and supportive activities directed at parents and children.  Perhaps for many countries legislation against all physical punishment to children would be too big a step at the present time because so many adults still accept the use of physical punishment. One difficulty is that research shows that those who have been physically punished themselves are more likely to believe it is an effective form of punishment (Corral-Verdugo et. al., 1995) and that approximately one third of children who receive corporal punishment go on to do so with their own children (Kaufman and Zigler, 1987).  Thus there is a self-reinforcing inter-generational element to pro-corporal punishment views.  Both the wider literature on child maltreatment and the CAPCAE data support a link between regular use of corporal punishment and subsequent physical maltreatment.  This does not mean that all parents who physically punish will go on to maltreatment.  It does, however, mean that they are more likely to.  This conclusion, and the broader ethical point that children remain the only group of people in Europe that it is legitimate to hit, lead CAPCAE to propose that one step towards the prevention of serious injury from Excessive parental relations would be to legislate against the use of corporal punishment.  

 

As we have noted, it is unrealistic to promote a total ban for both political and cultural reasons.  However, we propose an approach which would promote the development of positive disciplinary behaviour by parents and which may be feasible in European countries.  This approach is based on our CAPCAE data which shows the following:

 

a) Regular use of corporal punishment is significantly linked to physical harm and injury in children.  It also results in psychological distress and emotional trauma;

b) Children under 3 are just as likely to suffer physical and emotional harm and injury from excessive corporal punishment as children up to the age of 16.  However the harms for this group, which comprised 37% of the total sample, are generally more serious accounting for 80% of fractures, all brain damage and internal injuries.

 

CAPCAE therefore recommends that one practical step in the prevention of significant harm from Excessive parental relations would be to legislate against hitting children under 3 years of age.   Such a measure would need to be accompanied by a concerted and extensive action to provide parenting education, courses, advice and methods of support that offer clear and workable alternatives to the physical punishment to infants. 

 

6. CONCLUSION
Almost 20 years ago, in 1979, the committee of ministers in the Council of Europe formulated an elaborated recommendation 'concerning the protection of children against ill-treatment' (Recommendation No. R(79) 17). Many of the principles and suggestions offered with this recommendation are still valid today. We draw attention to one suggestion in particular, i.e. number 1j, which states 'to give special care and support to vulnerable families with parenting problems in the early stages of the child's life'. Also, the Recommendation suggests encouraging public education campaigns, education of parents and parents-to-be, improvement of the child welfare and protection system and promotion of a multi-disciplinary approach, promotion of research into prevention and early identification and better training of personnel.  In other words, many issues raised by us in this report are not at all new. Although efforts and improvements have been made over the last twenty years in all these fields, many more efforts and improvements still seem to be necessary. In some respects we could agree with the title statement of an article by Leventhal (1996): 'Twenty years later: we do know how to prevent child maltreatment and neglect'. But at the same time this author cautions that, although we do know the interventions that are needed - a mutually attuned combination of universal services for parents in general and targeted support services for parents with extra needs - they are in fact difficult and expensive to provide. The National Commission of Inquiry into the Prevention of Child Maltreatment in the UK similarly agree that prevention is possible, if the will to do so is there.  

 

The CAPCAE project has shown that, although various, the problem of child maltreatment is present in comparable proportions and dimensions in all the participating countries. Other research suggests this holds for Europe as a whole (WHO, 1998).  In our first report we presented the findings of incidence studies across Europe.  A combined incidence figure from these studies, which are generally viewed as an under estimate because they rely on reported cases, is 5.9:1000.  This represents over half a million children each year in the EC.  Prevalence studies yield even higher rates.  As the European child population is diminishing in relative size it becomes even more urgent to promote the health and well being of the next generation.   This requires political will and economic investment, as well as changing institutional (health, education, welfare) commitments to address this preventable problem.
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