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Introduction 
 
 
 
 
 
 

hild abuse1 is a major unrecognised problem, 
impairing the health and welfare of children and 
adolescents. Consequences are often immediate, 
impinging on the formative years, and long lasting, 
following victims throughout their lives. To address this 

problem, the Initiative on Child Abuse Prevention was launched 
jointly by the World Health Organization and the Global Forum for 
Health Research.  The initiative aims to ensure adequate 
implementation of The Plan of Action on Violence and Health 
endorsed by the World Health Assembly in 1998 and to secure an 
operational framework for public health involvement in the 
prevention and control of violence. 
 
Given the many forms, circumstances and consequences of 
violence, measurement of the magnitude of child abuse has until 
now been very unsatisfactory.  Analyses of cause- and 
age-specific mortality statistics has been the most widely used 
approach, but deaths from violence are only the tip of the 
iceberg, merely hinting at the massive scale of the problem.  
Data on morbidity and other consequences, such as disabilities 
and socio-economic implications, are scarce and often 
unreliable and existing surveillance systems do not always 
capture child abuse. There is inadequate data for solid policy 
development.  
 
A group of experts met in Geneva from 29 - 31 March 1999 to 
discuss these issues and to reach consensus on practical steps 
and concrete actions to be taken. The consultation, jointly 
organized by the World Health Organization and The Global 
Forum for Health Research, was attended by 27 experts from 
around the world (See Annex 1). The WHO consultation focused 
on the most appropriate and needed actions to raise awareness 
and decrease the public health burden caused by child abuse 
and on the development of effective prevention policies. This is 
the report from that meeting and from the e-mail network 
discussions which preceded it. It reflects essential ideas and 
recommendations from papers presented at the conference, 
follow-up discussions and workshop outcomes.  At times, 
information from publications by the participants have been 
incorporated, to explain more fully ideas that were discussed in 
the consultation. 

                                                      
1 The term “child abuse”  in this report is used to mean child abuse and  
neglect (CAN) and child maltreatment (see also WHO definition). 

 

 
 
 
 
 
 
 
 
 
 
WHO Child Abuse 
Prevention Electronic 
Network 
 
The WHO Child Abuse 
Prevention Electronic Network 
was set up to support the 
WHO Consultation on Child 
Abuse Prevention.  Two 
months before the 
consultation, participants and 
other experts who could not 
attend began exchanging ideas 
through the email network.  
This innovative strategy 
enabled participants to get to 
know each other and initiate 
work well in advance of their 
first actual meeting.  The 
discussions raised many 
important issues, facilitating 
the start of in-depth 
discussions which continued in 
Geneva weeks later.  In 
keeping with the objectives of 
the meeting, discussions began 
with the essential components 
of a working definition of child 
abuse.  Following this, 
participants shared their 
experiences about risk factors 
and health consequences.  
Subsequently, methods for 
data collection and research 
from the different regions were 
discussed.  Participants then 
presented examples of good 
practices on many aspects of 
child abuse from their 
countries.  These discussions 
provided a rich source of 
experiences from experts in 
the field of child abuse 
prevention.   
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Opening Session 
 
 
 
 
 
 

he consultation opened with presentations from WHO 
programmes closely related to the prevention of child abuse. 
Attention was drawn to the paucity of data available on child 
abuse, the need to measure the problem and formulate health 

policy and programming.  The United Nations Convention on the Rights 
of the Child (CRC) was highlighted as a primary tool in guarding the 
human rights of the child.  The mental health consequences of child 
abuse, such as depression and suicide, were highlighted showing the 
importance of involving the mental health community.  Furthermore, 
the issue of substance abuse and its association with family violence 
was stressed.  In all these areas, WHO is committed to a concerted 
effort to support child abuse prevention.  
 
Wel c o m e  r em ar k s  
 
Dr. Claude Romer, Coordinator, Violence and Injury Prevention Team, 
WHO, welcomed participants and thanked them for taking the time to 
assist WHO in the initial stage of its work on child abuse and neglect. He 
underlined the importance of a science-based public health approach 
towards the prevention of violence. WHO has already embarked on 
work in several related areas, including domestic violence against 
women. He described the consultation as an important step, as WHO 
takes up the issue of children's security and protection on a global 
scale. Research is now required to understand how the pieces fit 
together and how to generate reliable and valid data. Crucial issues 
such as risk factor analyses, policy development and resource 
mobilization need to be addressed. WHO will tackle the issue using a 
multi-sectoral approach to define a framework for action.  Dr Romer 
concluded by thanking the Global Forum for Health Research for 
enabling the consultation to take place.  
 
Mr. Louis Currat, Executive Secretary, Global Forum for Health 
Research, echoed the need for more research and a public health 
approach to address child abuse and neglect.  He noted that the 
Consultation was a first step in a global initiative on child abuse 
prevention which should complement efforts to address violence 
against women.   
 
The Global Forum is an international foundation established to address 
the 10-90 dis-equilibrium in research funding. Of the health research 
resources spent globally, 90% go to industrialised countries, while the 
remaining 10% are used in developing nations. The organization seeks 
to remedy the  imbalance by ensuring adequate funds are shifted to 
countries in most need. The Global Forum is pleased to be able to work 
together with WHO on child abuse prevention and violence in general. 
 
 
 

T 
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Open i ng  s t a t em ent s  
 
Dr. Björn Thylefors, Director, Department of Disability/Injury 
Prevention and Rehabilitation, spoke on behalf of Dr Yasuhiro 
Suzuki, Executive Director, Cluster of Social Change and Mental 
Health. He noted that WHO has initiated work in a complex area 
where there are no simple answers or interventions. Child abuse 
affects not only children, but also women and other family 
members and can ruin or contaminate communities, damaging 
complex social and familial relations and interactions. The 
repercussions of child abuse are felt through increased violence in 
the home and at school, decreased school performance, a 
subsequent loss of work productivity and increased mental health 
disorders. The trail of disaster continues as the abused child shows 
an increased chance of becoming an abusing parent.  Thus,  while 
not communicable in the same sense as infectious diseases, child 
abuse nevertheless shows transmissibility from one generation to 
the next and increased outbreaks under certain conditions, such 
as poverty and social and economic stress. 
 
The United Nations Convention on the Rights of the Child (CRC) has 
spearheaded increased awareness of the problem. Article 19 of 
the CRC protects all children from “all forms of physical or mental 
violence, injury or abuse, neglect or negligent treatment, 
maltreatment or exploitation, including sexual abuse”. The CRC 
provides a basis for WHO to address conditions and practices in life 
which have a major influence, not only on disease outcomes, but 
also on the physical, mental and social well being of children. This 
consultation provides the opportunity for WHO and the Global 
Forum for Health Research to begin a strong partnership with the 
international health community at large, and to share good 
practices and lessons learned. Global solutions require local 
collaboration to design and implement culturally acceptable ways 
to alleviate the burden on families and children. WHO is committed 
to maintaining links around the world and complementing local 
efforts with international support as it represents a challenge for the 
next millenium. 
 
In his remarks to the Consultation, Dr. Alan Lopez, Coordinator, 
Epidemiology and Burden of Disease Team, Cluster of Evidence 
and Information for Policy, outlined the health burden attributable 
to child maltreatment. The attributable burden is "… for a specific 
risk factor, population and time, … the difference between burden 
currently observed and the burden that would have been 
observed under an alternative population distribution of exposure".  
More simply stated, the health burden is the difference between 
health outcomes where there is an indicated level of maltreatment 
and those where there is not. While attempts at measuring the 
health burden of child maltreatment do exist, there is general 
agreement that more epidemiological data is needed to validate 
current estimates. Dr. Lopez presented the classification of child 
abuse from the International Classification of Diseases (ICD) 10 and 
an overview of data available on mortality from child abuse based 
on the ICD.   He was pleased to report that WHO will continue to 
develop its activities to measure the health burden of child abuse. 
 

 
 
 
 
 
 
 
Kenya - 
Multidisciplinary 
campaign against 
child abuse and 
neglect 
 
Following a survey of public 
attitudes on child abuse and 
neglect and of existing child 
abuse programmes in Kenya, 
ANPPCAN together with other 
partners, mounted a 
multidisciplinary campaign in 
October 1998.  The objectives 
of this project are to raise 
public awareness, establish 
protection and counselling 
services and empower victims 
and potential victims to 
identify potential abusers.  
More broadly, this project 
hopes to enable government 
departments and NGOs to 
work together against child 
abuse and neglect and to 
successfully implement the 
National Programme of Action 
for Children.  To achieve this, 
the project has used the mass 
and print media, folk media, 
posters, pamphlets targeted at 
school-going children, 
conducted awareness 
workshops for care providers 
at provincial and district 
levels, developed a training 
manual on child abuse and 
neglect and hosted a national 
conference.  Some of the major 
lessons learned from this 
project are: 
 
Awareness raising alone is not 
enough 
Interventions should include 
service provision from the 
outset 
Child protection must be 
community based 
Criminalising child abuse is 
not an effective strategy in 
countries like Kenya 
It is vital that youth are 
involved in this type of project 
Mass media campaigns must 
be well planned to counteract 
media-directed hype 
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In his message to participants, Dr. James Tulloch, Director, Child and 
Adolescent Health, presented a human rights perspective on child 
health. The primary tool, the CRC defines the totality of children's 
human rights including non-discrimination and the right to life. The CRC 
is the most widely ratified of all UN conventions.  As it is a binding 
agreement, countries must report to the Convention and are obliged 
to implement its standards. WHO has contributed to the CRC process 
by providing child health and health services information and will assist 
countries with technical support in implementing recommendations. Dr. 
Tulloch indicated that through WHO's role in this monitoring process in 
health areas, more emphasis can be directed to the area of child 
abuse and neglect involving risk factors and health consequences.  In 
addition, WHO has drawn upon the CRC to develop health 
professionals’ training materials which support a holistic approach to 
child health.   
 
Dr. Benedetto Saraceno, Director, Division of Mental Health, began by 
emphasizing the universality of child abuse and pointed out that it has 
been only in the past years that child abuse and neglect has become 
recognized as serious problem. A strong correlation exists between 
experiencing child abuse and the later commission of crime, abuse of 
drugs and poor social adjustment. Prevention strategies, such as public 
education, education for young parents and community support, are 
an imperative. The mental health community has an essential role to 
play in providing support and training. WHO’s Department of Mental 
Health is committed to taking action in this area.  
 
In her opening message, Dr. Mary Jansen, Director, Department of 
Substance Abuse, stressed the importance of considering the issue of 
child abuse and neglect with the broader issues of family dysfunction 
and violence in the community. There is a strong association between 
psychoactive substance use - most prominently alcohol - and family 
violence. Although the relationship between substance abuse and 
violence is not a direct causal one, many links exist. For example,  
criminality is associated with illicit drug use; and substance abusers are 
marginalized by society. In the UK alcohol use is associated with 50% of 
assaults in the home. The consequences of substance abuse for 
families and children are often overlooked in national public health 
programme responses. Evidence  suggests that in developing countries 
the principal alcohol related problem for women is the drinking and 
related behaviour of men. These women are, in turn, at an increased 
risk of attempted suicide, substance abuse and depression, which may 
compromise their parenting abilities and has important consequences 
for the physical and mental health of their children. The Substance 
Abuse Department looks forward to collaborating in future WHO work 
in this area. 
 
In her presentation, Dr. Viviana Mangiaterra, Regional Advisor on Child 
Health and Development, Regional Office for Europe, summarized the 
conclusions and recommendations of the first WHO European Meeting 
on Strategies on Child Protection, which was held  in October 1998 and 
where more that 30 countries were present. At the meeting, there was 
consensus on the fact that child abuse and neglect is a public health 
issue requiring deeper understanding of the underlying process. The 
experts also agreed that the health sector has a key role to play in 
recognizing, referring, treating and preventing child abuse. It was 
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emphasized that health professionals need to work in collaboration 
with the other sectors in multidisciplinary teams. Regarding the issue of 
definitions, it was stressed that a common definition is needed to serve 
as the basis for developing a model and methodology for collecting 
comparable data, and producing guidelines for health professionals 
which can be widely used by all Member States. Other key messages 
of the meeting were the need to refocus awareness, resources and 
training in order to offer better family support and create a strong and 
safe environment for children and families. Dr Mangiaterra also 
presented WHO’s follow-up activities on child abuse and neglect in the 
European region. 
 
Dr. Carol Djeddah, Medical Officer responsible for the child abuse 
prevention initiative in the Violence and Injury Prevention Team, 
welcomed the valued participation of experts from around the globe 
and presented the outline of the public health approach to violence 
prevention, as endorsed by the World Health Assembly in 1998 (see 
Annex 3).  The four steps are to:  
 
1. Define the problem - this includes gathering information on the 
dimensions of the problem as well as associated statistics detailing 
morbidity, mortality and contributing factors.  
 
2. Understand the problem - conduct risk-factor identification and 
research. 
 
3. Identify and evaluate interventions. 
 
4. Implement interventions and disseminate information. 
 

The objectives of the consultation 
 
��Agree on a definition of child abuse.  
��Highlight contributing factors, health consequences and related costs of 

child abuse. 
��Review data collection methods for increased accuracy at national and 

local levels.   
��Review good practices for prevention of child abuse and suggest research 

orientation. 
��Reach consensus on practical steps and concrete actions to be taken 
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Growing support and interest in the prevention of child abuse 
and neglect enables the international community to define the 
public health dimensions of child abuse and to develop 
relevant norms and standards.  Clear strategies to support 
countries in the prevention and management of child abuse 
must be developed.  Child abuse is a highly complex and 
multifaceted phenomenon.  Dr. Djeddah presented the 
objectives of the meeting and closed by assuring the group 
that the Violence and Injury Prevention Team will work together 
with all WHO programmes, both at headquarters and in the 
regions, concerned with child abuse. WHO will continue to work 
with its partners, collaborating centers, community-based 
organizations, governmental and non governmental 
organizations and other UN Agencies to combat child abuse. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
WHO – Street children 
and substance abuse 
 
The WHO Street Children 
Project is of particular 
relevance to child abuse and 
neglect. Many children who 
end up on the street are 
escaping abuse and neglect at 
home.  Once on the street, 
children may be sexually and 
physically exploited in a 
number of ways, including 
trading sex for drugs or food 
for themselves or for their 
families. Children may use 
drugs to ease the pain of street 
life and subsequently become 
more vulnerable from regular 
intoxication. The WHO 
Project is designed to enable 
communities to undertake their 
own assessments with ^rapid 
assessment and response” 
methods and guides. 
Community planning includes 
representation from various 
sectors (e.g. health, welfare, 
education, criminal justice), 
levels (e.g. family, community 
and national) and settings 
(e.g. streets, schools, and 
workplace). Targeting multiple 
risk situations and behaviours, 
the Street Children Project, 
goes far beyond the health 
sector, as community 
organization and participation 
is an essential ingredient. 
Youth and community advisory 
groups actually become the 
“community gate keepers”.   
 
Research is a tool for action, 
to inform, monitoring and 
evaluate interventions. Within-
country capacity building is an 
essential component and 
various guides and training 
packages have been developed 
to meet this need. There is a 
diverse range of model 
programmes (best practices) 
some of which are non-
governmental, that facilitate 
the transfer of technology at 
all levels. 
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            Working Definition 
  
 
 
 
 
 
 

hild abuse can justifiably be viewed as a public health 
problem with immediate and long-term health 
consequences. Current methods of collecting statistics on 
child health and mortality are not adequate measures of 

the burden of disease and ill-health resulting from child maltreatment 
and abuse. The emotional impact and developmental effects, 
although initially unrecognized or unacknowledged, have become 
areas of major concern.  Emphasis has shifted in many regions of the 
world from mortality and easily observable physical trauma to the often 
silent, yet inexorable, damage to the optimum development of the 
whole child.  Harm occurs in all spheres, emotional, physical, social and 
sexual, with the subsequent costs and losses to society.  Considering the 
emerging recognition of child abuse and the lack of valid data to 
complement future efforts, definitions are needed to support: 
 
��Recognition and diagnosis of the problem 
��Measurement of risk factors, prevalence and consequences 
��Design, implementation and evaluation of interventions 
��Mobilization of resources 
 
A working group was convened on the first day of the consultation and 
continued throughout the session to refine the definition. The core 
elements of a definition should refer to the child, the abusing agent 
and direct and indirect harm caused by the abuse.  
 
The  co n t ex t  
 
A considerable amount of child maltreatment is perpetrated by those 
in closest proximity to the child.  While it is accepted that maltreatment 
can occur because of wider societal systems, organisations and 
processes, it is also agreed that a major step in developing prevention 
strategies is to recognise those dangers which are in the control of 
individuals closest to the child.  These individuals are most frequently 
family and community members and in some cases strangers whom 
the child encounters within their day to day environment.  For this 
purpose, the family is defined as parents and siblings, or where 
applicable, members of the extended family or community as 
provided for by local custom and legal guardians or other persons 
legally responsible for the child.  Members of the community can 
include those in occupational relationships with the child (such as 
education and health professionals, child caregivers, and employers) 
and other persons in a proximal relationship (such as friends of the 
family). 
 
The focus of the consultation was initially child abuse in the family 
context, yet the pronounced overlap between child abuse in the 
family and in the broader society necessitates a broadening of the field 
of view. It was also recognized that one definition of child abuse 

C 
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cannot serve all purposes; for example a definition that would serve to 
increase awareness differs from that for service provision, and a 
definition for legal purposes differs from that for research. For that 
reason a diagnosis must be adaptable and include descriptions of 
different types or classifications which can be adapted and/or 
expanded on as is appropriate for the setting.  
 
A child is defined in the CRC as ‘Every human being below the age of 
18 years unless under the law applicable to the child majority is 
attained earlier’.  Throughout the consultation the importance of the 
CRC in the area of child abuse was emphasised.  While Article 19 of the 

Convention specifically addresses child abuse and 
recommends a broad outline for its identification, 
reporting, investigation, treatment, follow-up and 
prevention.  Other Articles in the Convention emphasize 
the important role of the health-care community in 
monitoring and reporting child abuse, as a channel for 
advocacy and direct technical support to countries. In its 
review of country reports for CRC, WHO highlights these 
important issues and suggests practical interventions.  

Related areas concerning disabled children, parental responsibilities, 
child exploitation, children in armed conflict, child rehabilitation and 
others are highlighted by the Articles concerning survival and 
development and the right to health care. The Convention, in 
discussing multiple rights and responsibilities, emphasises that “rights” 
refers to the child’s “ … social, spiritual and moral well being and 
physical and mental health and to achievement of fullest possible 
individual development in all areas”. 
 
P r eam b l e  t o  t he  d e f i n i t i o n  
 
Child abuse has serious physical and psychosocial consequences 
which adversely affect health.  It refers to any act or failure to act that 
violates the rights of the child, that endangers his or her optimum 
health, survival or development. 
 
Awareness of cultural factors must remain high as they influence all 
aspects of the problem from the occurrence and definition of abuse 
through its treatment and to its successful prevention. Any intervention,  
to be successful whether for data gathering, prevention or even 
increasing public awareness, must take into consideration the cultural 
environment in which it is to occur.  Background or baseline conditions 
beyond the control of families or caretakers, such as poverty, 
inaccessible health care, inadequate nutrition, unavailability of 
education can be contributing factors to child abuse. Social upheaval 
and instability, conflict and war may also contribute to increases in 
child abuse and neglect.  
 

 
WHO defines health as “a state 

of complete physical, mental, and 
social well-being, not merely the 

absence of disease…”. 
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Genera l  de f i n i t i on  and  proposed  c l a s s i f i c a t i on s   

 
Physical abuse 
 
Physical abuse of a child is that which results in actual or potential 
physical harm from an interaction or lack of an interaction, which is 
reasonably within the control of a parent or person in a position of 
responsibility, power or trust. There may be a single or repeated 
incidents. 
 
Emotional abuse 
 
Emotional abuse includes the failure to provide a developmentally 
appropriate, supportive environment, including the availability of a 
primary attachment figure, so that the child can develop a stable and 
full range of emotional and social competencies commensurate with 
her or his personal potentials and in the context of the society in which 
the child dwells. There may also be acts towards the child that cause or 
have a high probability of causing harm to the child’s health or 
physical, mental, spiritual, moral or social development. These acts 
must be reasonably within the control of the parent or person in a 
relationship of responsibility, trust or power. Acts include restriction of 
movement, patterns of belittling, denigrating, scapegoating, 
threatening, scaring, discriminating, ridiculing or other non-physical 
forms of hostile or rejecting treatment. 
 
Neglect and negligent treatment 
 
Neglect is the failure to provide for the development of the child in all 
spheres: health, education, emotional development, nutrition, shelter, 
and safe living conditions, in the context of resources reasonably 
available to the family or caretakers and causes or has a high 
probability of causing harm to the child’s health or physical, mental, 
spiritual, moral or social development. This includes the failure to 
properly supervise and protect children from harm as much as is 
feasible.  
 
Sexual abuse 
 
Child sexual abuse is the involvement of a child in sexual activity that 
he or she does not fully comprehend, is unable to give informed 
consent to, or for which the child is not developmentally prepared and 
cannot give consent, or that violate the laws or social taboos of 
society. Child sexual abuse is evidenced by this activity between a 
child and an adult or another child who by age or development is in a 
relationship of responsibility, trust or power, the activity being intended 

 
Child abuse or maltreatment constitutes all forms of physical and/or 

emotional ill-treatment, sexual abuse, neglect or negligent treatment or 
commercial or other exploitation, resulting in actual or potential harm 
to the child’s health, survival, development or dignity in the context of a 

relationship of responsibility, trust or power. 
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to gratify or satisfy the needs of the other person.   This may include but 
is not limited to: 
 
��The inducement or coercion of a child to engage in any unlawful 

sexual activity. 
��The exploitative use of child in prostitution or other unlawful sexual 

practices. 
��The exploitative use of children in pornographic performances and 

materials. 
 
Exploitation 
 
Commercial or other exploitation of a child refers to use of the child in 
work or other activities for the benefit of others. This includes, but is not 
limited to, child labour and child prostitution. These activities are to the 
detriment of the child’s physical or mental health, education, or 
spiritual, moral or social-emotional development.  
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Health Burden 
 
 
 
 
 
 

hild abuse has been endemic for generations. It is present in 
most societies but often goes unrecognised.  Information 
about the extent of this form of violence from scientifically 
sound studies is still relatively insufficient.   

 
The  bu r den  
 
Injuries, intentional and unintentional, are a large and neglected health 
problem in all regions, accounting for 16% of the 
global burden of disease in 1998 as measured in 
DALYs2. Violence and self-inflicted injuries 
(including suicide) are a major public health 
concern because of their increasing significance 
within the global disease burden. The burden of ill 
health caused by child abuse forms a significant 
portion of the total burden. 
 
Hea l th  con sequences  
 
Increasing knowledge of normal child development and the negative 
health consequences of abuse to the individual, family and society, 
draws attention to the need to address the problem. The physical, 
behavioural and emotional manifestations will vary between children, 
depending on the developmental stage at which the abuse occurs 
and its severity. 
 
The immeasurable damage in family disruption and individual trauma 
to family members and other affected people compounds with its 
effects on each of their lives. Because health is more than the absence 
of disease, the suffering and decreased quality of life, resulting from 
child abuse, is significant.  
 
Hea l th  s y s tems   
 
The health care system is well placed to identify and refer victims of 
child abuse. An understanding of  child abuse as a problem with many 
facets suggests that no one person or discipline can effectively 
manage cases. All disciplines dealing with children must work together, 
to play an active role in the recognition and treatment of abuse. A 
multidisciplinary protection team should include representatives from 
the medical, mental health, education, social service and legal 
professions working  with government agencies, NGOs and other key 
members of the community to ensure a comprehensive approach to 
child abuse prevention, intervention and treatment. Child protection 
teams should be active at all levels. 
 
                                                      
2 The Disability Adjusted Life Year quantify, not only the number of deaths but also the 
impact of premature death and disability on a population. 

C 
A recent estimate from WHO 

shows that 40 million children 
aged 0-14 around the world 

suffer from abuse and neglect 
and require health and social 

care.  
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Figure 1: Health consequences of child abuse*
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�Delinquency, violent

behaviour
�Self destructiveness
�Risk taking behaviour
�Increased probability of

becoming an abusing parent
�Long term reproductive

health outcomes
� Sexual dysfunction
�Infertility

Long-term

�Developmental effects
�Disability
�Eating disorders
�Sleep disorders
�Alcohol/drug abuse
�Depression, anxiety
�Delinquency, violent

behaviour
�Self destructiveness
�Risk taking behaviour
�Increased probability of

becoming an abusing parent
�Long term reproductive

health outcomes
� Sexual dysfunction
�Infertility

Sexual

�Unwanted
pregnancy

�STDs
�HIV/AIDS
�Morbidity

due to
adverse
reproductive
health
outcomes

Sexual

�Unwanted
pregnancy

�STDs
�HIV/AIDS
�Morbidity

due to
adverse
reproductive
health
outcomes

* This is not a comprehensive list, but merely an attempt to highlight some of the most common consequences.  
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F inanc i a l  c o s t s  
 
While the obvious financial costs for both the short and long term 
care of victims of child abuse are high, it is the hidden costs along 
with the societal costs which are staggering.  Some examples are: 
 
��Medical care and complications 
��Mental health and substance abuse care for victims, 

perpetrators and families 
��Inappropriate medical care for unrecognized abuse (see 

Rachel’s story) 
��Criminal justice systems expenditure 
��Legal costs 
��Social welfare organizations costs 
��Costs to the educational  system caused by poor school 

performance 
��Years of life lost because of death, disability and long-term costs 
 
This list is not exhaustive, but reflects some of the components that 
should be taken into account when calculating costs. This does not 
take into account all social and economic multiplier effects (i.e. the 
impact on productivity and impact on the quality of life). An 
example is given in Table 1.  Additional research, studies and data 
are urgently needed in this area. 
 
It is clear that preventive costs are many times less than the 
combination of treatment and long term costs to the individual, the 
family and society. 
 
Table 1: An example of costs of child abuse and neglect in 
the United States in 1996 (1997 dollars) 
 

 Sexual Physical Emotional/ 
neglect 

Total 

Medical spending 140,000,000 430,000,000 5,000,000 570,000,000 
Mental health 1,570,000,000 1,390,000,000 2,140,000,000 5,110,000,000 
Future 
earnings/school 

540,000,000 2,880,000,000 250,000,000 3,670,000,000 

Public programmes 300,000,000 1,000,000,000 1,750,000,000 3,050,000,000 
Property damage - 10,000,000 - 10,000,000 
Total economic 2,540,000,000 5,720,000,000 4,150,000,000 12,410,000,000 
#Cases 223,000 411,000 1,505,700 2,140,122 

 
Source: Children’s Safety Network Economics and Insurance Resource Center, at the National 
Public Services Institute, Landover, MD, 1998.  Cost per case from Miller, Cohen and Wiersema 

(1996).  All costs were inflated to 1997 US Dollars.  Costs were calculated based on incidents 
reported in Child Maltreatment 1996, NCANDS, and adjusted for under-reporting using methods 

described in Miller, Cohen and Wiersema (1996). 
 
 
 
 
 
 
 

 
 
One example of the 
inappropriate 
medical care for 
unrecognised cases of 
child abuse 
 
The story of Rachel, a 24 year 
old woman who had suffered 
from child abuse was presented 
to illustrate inappropriate 
medical care and the multiple 
missed opportunities for 
treatment and protection. In 
addition to having been 
neglected and beaten by both of 
her parents, she was sexually 
abused by her father since the 
age of six, with a resultant 
pregnancy and unsafe abortion 
in her teens. 
 
Because of her apparent 
unhappiness and lack of 
friends, she saw a psychiatrist 
starting at age nine.  
Subsequently, she was 
diagnosed successively as 
having  depression, 
schizophrenia and borderline 
personality disorder and 
received treatments including 
electroconvulsive therapy and 
antipsychotic drugs. She almost 
died from a severe overdosage 
of drugs. 
 
Her profound failure to 
develop a sense of herself as a 
worthy and whole human being 
as a result of the severe abuse 
and neglect resulted in a life of 
misery which she nearly ended. 
With the help of several 
modalities of 
psychotherapeutic intervention 
in her adult life, she appeared 
to have saved herself and the 
promise of a better future. 
 
The number of professionals 
(teachers, health care 
providers and mental health 
specialists) involved with her 
during this abused childhood 
represents the number of 
missed opportunities for 
protecting her and ending the 
nightmare existence she lived is 
disturbing. If even one of these 
child-oriented professionals or 
some other individual had been 
able to detect the secret abuse 
she was subject to, and offer 
her protection from her abusive 
family, the life of this one child 
would have been vastly 
different.   
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Contributing Factors  
 
 
 
 
 

he primary goal of a public health approach is to prevent 
abuse.  The approach combines prevention activities with 
interventions designed to promote early identification and care 
for victims, as well as preventing the reoccurrence of abuse and 

its intergenerational transfer.  A multidisciplinary approach, which 
promotes responsibility for health at all levels of society, encourages 
communication between the sectors and makes use of the strengths of 
all disciplines, while avoiding overlap of efforts.  The most successful 
interventions are based on a thorough understanding of the factors 
underlying abuse in any given culture or society. 
 
Child abuse is the result of many factors coming together in a complex 
interplay. These contributing elements called risk 
factors, increase the likelihood of abuse. Protective 
factors, in contrast, appear to diminish the likelihood 
of abuse or its negative consequences. Social capital 
may provide a potent resource, able to ameliorate 
risk factors either by supporting children or their 
families directly or at social or cultural levels. 
Resilience refers to the ability of certain children, 
unlike others who have also been victimized, to 
recover from those negative experiences.  These 
children are able to thrive and progress 
developmentally despite their abuse histories. 
Interventions need to  both decrease risk factors and 
promote protective factors.  
 
There is no single factor that can adequately account for the high 
levels of child abuse worldwide.  Child abuse results from a complex 
combination of personal, cultural and social factors. In considering the 
many interrelated factors that contribute to child abuse, figure 2 
illustrates some of the more important factors operating at four levels.  
These levels are individual, the family, the community and broader 
societal and cultural values.  
 
I nd i v i dua l  l eve l  
 
Studies have shown that parents’ own adverse life experiences and 
mental health problems correlate with their abilities to respond to their 
children’s needs.  Factors that consistently appear as risk factors at the 
individual level include  substance abuse and a history of abuse as a 
child or witnessing the abuse of one's mother. 
 

T 

Social capital represents the 
degree of social cohesion which 
exists in communities. It refers to 

the processes between people 
which establish networks, norms, 
and social trust, and facilitate co-
ordination and co-operation for 

mutual benefit. 
 

 Health Promotion glossary, 
WHO/HPR/HEP/98.1, WHO, Geneva 
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Fam i l y  l ev e l  
 
Many elements of family interactions have been shown to correlate 
with child abuse.  Conflicts and tensions between parents have a 
correlation with poor quality parenting, as does domestic violence 
against women.  
 
Co m m un i t y / so c i e t a l  l ev e l  

 
The social network or lack thereof, is an important factor 
in parents' ability to provide a healthy, non-violent 
atmosphere for their children.  In the case of teenage 
mothers, research has shown that a strong support 
network can ameliorate stress from social and personal 
circumstances and enhance their coping skills.  
 
Societies in times of conflicts or that have emerged from 
wars are particularly vulnerable to outbreaks of 
violence. The availability of arms, together with the 
negative role of the media and the high level of poverty 
and inequity, can exacerbate social and family 
violence. 
 

Children, who are mentally or physically ill, disabled or emotionally 
dysfunctional may be placed out of the sight of society in institutions.  
Numerous qualitative data exists to show that such institutions may be 
the site of physical and sexual abuse, as well as neglect. This abuse 
may continue for a lifetime.   
 

Abuse occurs as a result of a 
combination of risk and protective 
factors.  In evaluating families, it is 

important to consider the 
equilibrium between the two.  

Many prevention programmes 
focus efforts on reinforcing the 

child and family protective factors 
such as enabling families to deal 

with the social stress, promotion of 
positive interactions between 

children and parents. 

Parent
�Young age
�Single parent
�Unwanted pregnancy
�Poor parenting skills
�Early exposure to
violence
�Substance abuse
�Inadequate prenatal care
�Physical or mental illness
�Relationship problems

Child
�Sex
�Prematurity
�Unwanted
�Disabled

Family
�Size/density
�Poor
socioeconomic
status
�Social isolation
�High levels of
stress
�Family
abuse/domestic
violence history

Community/society
�Non-existent, un-enforced child protection laws
�Decreased value of children (minority, disabled, gender)
�Social inequalities
�Organized violence (wars, small arms, high crime rates)
�High social acceptability of violence
�Media violence
�Cultural norms

Community
Family

Society

Individual

Figure 2: Multilevel risk factors
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Cultural values 
 
While there seem to be some very common factors such as the 
age of the parent, poor socio-economic status, the presence of 
violence in the home, parent exposure to violence and 
substance abuse, which increase the chances that child abuse 
will occur, some of the most powerful factors are those specific to 
the culture and society in which the family lives. Therefore, as in 
defining and measuring the problem, the assessment of risk 
factors and the weight they carry in each cultural situation is of 
prime importance.  
 
Another way of viewing child abuse and neglect is as a 
continuum of culturally-defined and accepted child-rearing 
practices.  Severe corporal punishment, for example, in some 
cases may be at the extreme end of normal child-rearing 
customs. 
 
Gender inequalities 
 
In cultures with a strong son preference, girls may suffer in a 
number of ways.  High technology sex-determination procedures 
enable parents to selectively abort females, thus allowing a 
second chance to conceive a male child.  For the poorest 
families, parents may remove girls from school in order to work at 
home or for money to finance their brothers' education.  If there 
is not enough food to go around, the boy may be the one who 
receives what little there is, to the detriment of his sisters.  The 
same situation may arise for medical care.  
 
Negative valuing of girls also results in harsh consequences.  In 
cultures where dowry is practised, girls may be an economic 
burden to their families.  Parents may chose to marry them off at 
a young age, reducing the possibility of unmanageable dowry 
demands.   
 
A  n eed  f o r  m o r e  r e s ea r c h  
 
Country- and culturally-based studies are needed to provide 
information on the relative weight of combinations of factors 
resulting in child maltreatment.  Research should indicate which 
factors are proximate or precipitating when superimposed on a 
background level of risk combinations.  Results will indicate the 
direction for appropriate preventive activities. Current 
knowledge is strongest in the area of physical abuse and 
neglect, while there is less information available on risk for sexual 
and emotional abuse.  

 
 
 
 
 
 
Thailand – Asia works 
together to prevent 
child abuse and 
neglect 
 
The Centre for the Protection 
of Children's Rights (CPCR) 
was founded in 1981, 
originally to eradicate child 
labour exploitation in 
Thailand.  From 1986 
onwards, it expanded into 
working against all forms of 
child abuse and neglect.  
CPCR works in a 
multidisciplinary fashion with 
a large network of 
governmental and non-
governmental organisations in 
Cambodia, China, Laos, 
Thailand, Myanmar and 
Vietnam in six key areas. 
 
��Monitoring the situation 

of child abuse and neglect 
in Thailand and other 
countries in the Mekong 
sub-region. This includes 
identifying children at risk 
of abuse and neglect in 
most settings such as 
family, schools, etc. 

��Investigation when child 
abuse is suspected and/or 
reported. 

��General and legal 
protection for the child 
victims so they will be 
secured from re-abuse or 
neglect. 

��Treatment in 
collaboration with health 
service agencies to 
provide medical care and 
psycho-social 
rehabilitation to the child 
victims. 

��Social re-integration of 
abused children. 

��Prevention to build a safe 
and caring society for all 
children. This programme 
covers various activities 
such as parental advice 
giving, enabling children 
with self-protective skills 
against sexual abuse and 
so on. 

A caution: 
Compiling lists of general or culturally-specific risks is a necessary first step toward assessing 

the interaction of risk and protective circumstances in each family, community and culture. 
However, theories that propose single factors or combinations of risk factors as invariably 

leading directly to child abuse will stigmatise families which fall within the profile and  lead to 
missed cases of child abuse, which do not fit the profile.  In families where child abuse does 
exist, they may be more likely to hide the abuse as it now carries a public condemnation. In  

families where it is not present, stigmatisation may translate into marginalization of the family, 
including the children.   
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Prevention 
 
 
 
 
 
Child abuse can be prevented. Interventions can be at the primary, 
secondary or tertiary level.  Primary prevention attempts to stop the 
occurrence of abuse in the population by addressing issues which 
affect whole populations, for example education about good 
parenting.  At secondary level, prevention efforts include interventions 
with those at risk, for example, providing special parenting education 
to new parents who themselves were abused as children and making 
information available about community resources and safety planning.  
Finally, tertiary prevention takes place after a problem has occurred to 
remediate the effects so that it will not occur again, for example 
offering therapeutic care to parents who abuse their children. 
 
In general data shows that the earlier the intervention, the more likely it 
is that it will be successful although there is only a little science on the 
relative 'benefits' of each intervention.  However, it seems that benefits 
are most apparent when primary and secondary efforts succeed so 
that children are not harmed in the first place. 
 
Interventions must be sustainable and multi-sectoral. The Convention 
on the Rights of the Child (CRC) represents a powerful instrument and 
forms the basis for the primary prevention.  Examples of each type of 
prevention activity are described below. Primary, secondary and 
tertiary prevention services are necessary for any community to provide 
a full continuum of services. Prevention programmes have to be 
adapted at country/community level and cost-effectiveness must be 
considered when designing interventions.  
 
Table 2: Prevention activities 

 
Primary Secondary Tertiary 

 
�� Pre-natal, perinatal 

and early childhood 
health care that 
improves pregnancy 
outcomes and 
strengthen early 
attachment  

�� Promoting good 
parenting practices 

�� Public awareness 
activities ( i.e. through 
media and 
campaigns) 

�� Community education 
programmes on CRC  

�� Availability and 
accessibility of social 
services, supports and 
networks 

�� School-based activities 
towards non violence 

 

 
�� Perinatal  and ongoing 

identification of at risk 
children and families 

�� Family support such as 
home visiting  

�� Clearly established referral 
system of support services 

�� Substance abuse 
treatment programmes 

�� Community-based, family-
centred support, 
assistance and networks 

�� Information available 
about community 
resources and safety 
planning 

�� Schools based  social 
services for high stress  
environment 

 
�� Early diagnosis 
�� Proper inter-disciplinary 

services to ensure: 
�� medical treatment, care, 

counselling, 
management and 
support of 
victims/families 

�� Reintegration in a child-
friendly  
community/schools 

�� Adequate child 
protection laws and 
child-friendly courts 
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Singapore – Issues on prevention 
 
Experience from the Child Abuse and Neglect Prevention Standing Committee, Singapore 
Children's Society. 
 
A variety of ways are used for prevention in Singapore. These include the development of 
parenting skills by “preparation for parenthood” classes, teaching high-school students about 
child care and child development, giving adolescents experience in appropriate ways of 
managing infants at pre-school and child-care centres and providing parents with information 
about normal child development and behaviour. 
 
Families at risk of childrearing difficulties are identified in the perinatal period. By providing 
increased amounts of resources to these families identified, it may be possible to reduce the 
incidence of abuse, although the potential problems of labelling a group of families as being at 
risk for child abuse should be recognised. 
 
Once child abuse is detected, management is aimed at preventing further episodes. This may be 
done by relieving the parents of some of the stresses of child rearing by using pre-school and 
other child-care services and by linking parents with appropriate community supports. 
 
Currently, there is considerable emphasis on teaching young children about protection 
behaviours and concepts such as "good touching and bad touching", "my body is my own" and 
"kids can say no". While these concepts are important, all emphasis on prevention should not be 
put on the child alone. Programmes need to be coupled with increased public education about 
different forms of child abuse, increased education of the medical and legal professions and a 
very firm stand by society that child abuse is unacceptable. 
 
In primary prevention, the community's attitude towards child discipline needs to be changed, 
and we have completed research on the public attitude towards child abuse. A lot of effort has 
also been put into better social planning in the development of new towns - adequate social 
services available to needy families, attempts to maintain and preserve the nuclear family 
structures, etc. 
 
Although there is a long way to go, the collection of accurate data should be a priority to learn 
about the  extent of the problems, the characteristics of the families, and the long-term effects on 
the children. This information will form the basis for developing further research programmes; 
to develop and evaluate treatment and plan preventive measures. 
 
To break the cycle of abuse, treatment services must focus on the child as well as the parent. 
They must help children develop feelings of self-worth and learn interpersonal skills and coping 
mechanisms which will enable them to provide a more effective level of parenting for their own 
children than they may have received in their own childhood. 
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Good Practices: 
 
 
 
 

 
s a prerequisite to specific child abuse and 
neglect interventions, basic needs of families and 
communities must be met. These include absence 
of territorial conflict (war), safe and sufficient water 

supply, effective sanitation, affordable education, 
affordable quality health services, and sufficient 
employment. The foundation for healthy development is a 
good start for all babies, from conception, throughout 
childhood. Any actions designed to promote healthy 
beginnings should also discourage child abuse and neglect. 
Abuse interventions often began on a small scale, as 
community-based programmes or through health care 
facilities. Many professionals at health-care facilities have 
attempted to actively identify and manage cases of abuse, 
often despite lack of training or support.  
 
Finally, appreciation is given to those non-governmental 
organizations at local, national and international levels that 
have led the way in raising public attention concerning child 
abuse, sometimes in spite of public resistance to dealing with 
the issue. 
 
Co unt r y  exper i ence s  
 
Drawing upon the country experiences of Brazil, Canada, 
China, Dominican Republic, France, Germany, Greece, 
Hungary, Israel, Italy, Japan, Jordan, Kenya, Malaysia, 
Senegal, Singapore, Switzerland, Thailand, United Kingdom, 
United States of America and Zimbabwe good practices 
were developed into specific areas that are inter-related. 
Any sound practice must include some, if not all, of these 
actions. 
 
Clear policy, protocols and programmes 
 
In the prevention and care of child abuse, thorough 
knowledge of CRC and active participation by all sectors of 
society is important. Relevant government ministries and 
NGOs need to work together with communities in an 
interdisciplinary, co-ordinated manner. Governments can 
facilitate co-ordinated approaches through liaison between 
relevant ministries.  Their effectiveness depends on high 
standards of policy, protocols and programmes for each 
agency. Protocols must be tailored to the child's needs and 
be culturally sensitive.  Clear roles and leadership, lines of 
communication and mechanisms for co-ordination must be 
developed and articulated. Culturally-adapted guidelines, 
protocols and measurement standards need to be 
developed in a multidisciplinary forum. 

A 

 
 
 
 
Hungary – An animation 
film on child abuse for 
children  
 
In Hungary, the Family, Child, and 
Youth Association primarily aims at 
the prevention of sexual abuse of 
children. One of its activities 
includes the use of an animation 
film together with discussion. The 
programme uses a film titled 
“Chicoca’s Tree” (originally made 
in Mexico). With the help of the 
animal story, set in the jungle, the 
film deals with most of the typical 
elements of sexual abuse of 
children.  It is fairy tale-like, uses 
funny language and has a happy 
ending.  However, it aims to make 
this tragic subject easier to digest 
for children.  The 30- minute 
animation film prepares children for 
the subsequent discussion and 
picture drawing as well as helps 
them to talk about their experiences. 
 
Professionals projecting the film 
and steering the discussions learn 
how to use the method of co-
counselling, which involves the 
children’s family and teachers to 
help children comprehend the 
trauma they may have experienced.  
If the family of a child does not 
desire such assistance, they can turn 
to local family support service, 
family development specialists or 
child psychiatrists who will be 
recommended to the family by a 
professional projecting the film. 
 
Professionals must go through a 
special training for the use of this 
film and are awarded a certificate 
which entitles them to the exclusive 
use of the film. Results obtained 
during continuous supervision and 
contact are statistically analysed, 
used in studies and published. 
 
This approach has proved effective 
from both a professional and 
financial point of view. The 
preventive significance is 
immeasurable, but it is generally felt 
that those children participating in 
the programme will become more 
body-and self-confident, be able to 
protect themselves from such types 
of abuse and will develop healthy 
and decisive personalities. 
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Data collection, monitoring and evaluation 
 
It is critical to provide accurate and consistent data on child abuse. 
A clear and uniform working definition will also help the planning, 
monitoring and evaluation of child abuse interventions. Interventions 
need to be documented to ensure that lessons learned from the 
successes and failures can be shared with others. 
 
Comprehensive services and equity 
 
Comprehensive services include, for child victims,  prevention and 
protection (see also Table 2), treatment and care and physical and 
psychosocial rehabilitation.   
 
Schools, police, hospitals, courts and prisons should have a child 
friendly approach. Services for offenders and non-offending care 
givers should be provided. Multidisciplinary team work, good 
supervision and follow-up will improve management and care of 
child abuse and neglect.  
 
Police, community health and social workers, medical and 
paramedical staff, teachers and justice personnel should develop a 
coordinated comprehensive approach to provide better services in 
prevention and care of child abuse and neglect. They should be 
trained not only in the management and care of child abuse and 
neglect, but also in the identification and prevention. 
 
Capacity building for professionals involved in child-related issues is 
essential for comprehensive service provision. Child abuse and 
neglect material  needs to be integrated into education systems 
and the curricula of training facilities for all disciplines. 
 
Working with children 
 
Many prevention programmes focus on reinforcing the child and 
family protective factors and the promotion of positive interactions 
between children and parents. Child resiliency must be identified, 
understood and strengthened. 
  
Working with families, parents and caretakers 
 
It is vital for children’s health, that family members, most specifically 
immediate parent or caretaker, have access to reliable information 
on the physical and emotional development needs of children. Work 
with families and parents includes promoting good parenthood and 
parental attachment. Parents need to be helped with their children 
in developing feelings of self-worth. Reproductive and sexual health 
services, including prenatal and postnatal care are structures, 
already in place in many health systems.  They can provide 
information on child abuse prevention and care. Interventions need 
to also target families in difficult situations,  such as unemployment, 
poverty, low economic status. Home visiting can be a way for 
preventing and monitoring child abuse in these families and needs 
to be implemented in a manner that avoids stigmatization. 

 
 
 
 
Jordan experience – 
what works? 
 
The Prevention of Child Abuse 
Project in Jordan focuses on 
three main areas: community 
services and support, child 
protection and the health 
sector response. Project goals 
are: 
 
1. Rehabilitation and 
reunification of families at risk 
for child abuse, help to victims 
through the provision of 
services and support to 
overcome the ordeal. 
2. Establishment of the first 
community centre at a refugee 
camp where different 
programmes are being 
implemented in the area of 
child abuse:  directed to 
children, parents, teachers, 
counsellors, parent aides as 
well as child to child sessions. 
3. Establishment of a national 
center for the rehabilitation 
and protection of children, a 
temporary half way house for 
abused children and their 
families who are at severe 
risk, a child hotline, a child 
protection team, case 
investigation and 
management, case 
conferences, individual and 
group therapy, and research 
related to child abuse.  
4. Initiation of a survey at the 
community center aimed to 
assess the demographic 
factors concerning the families 
living in the refugee camp and 
to assess the risk factors that 
could lead to children being 
abused. 
5. Advocate for amendments to 
Jordan's penal law to ensure 
compliance with the CRC in 
terms of child protection and 
gender disparities in current 
laws. 
6. Raise awareness to prevent 
child abuse through a public 
awareness campaign with 
outreach through community 
work. 
7. Provide help and moral and 
financial support to families, 
to control conditions that 
could lead to abuse."
 



 

29 

 
Community involvement  
  
Community-based and women’s organizations, youth associations, and 
community and church leaders  should be part of abuse prevention 
activities. Their partnership in programmes is critical for the sustainability 
of child protection and the promotion of the CRC. 
 
Interdisciplinary and multi-sectoral approaches 
 
Police, community health and social services, medical and 
paramedical services, education and justice systems should develop a 
coordinated comprehensive approach to provide better services in 
prevention and care of child abuse and neglect.  All personnel and 
agencies dealing with child-related issues should form a network for 
rapid intervention and integrated services.  
 
Involving policy-makers 
 
Policy-makers can intervene to make a difference in raising the 
awareness, facilitating research and studies on cost-effective 
measures, providing resources for prevention and early intervention 
services to support families, communities and health/social services. 
 
International collaboration and partnership 
 
 It has been clear that effective child abuse intervention requires the 
collaboration and the contribution of each and every one in  society. 
From the prevention and protection, through the management and 
care of child abuse, various international agencies have been active in 
one way or another. Hence, coordinated efforts and the sharing of 
experiences and lessons learned will improve the prevention and care 
of child abuse. Resources for child abuse interventions are scarce. 
Partnerships can alleviate such a situation, whereby best practices and 
cost-effective interventions can be made known to potential interested 
parties. 
 

Field experience from some countries indicates that selective home visiting for 
high risk families, begun prenatally or immediately after birth is highly 

effective in preventing subsequent child abuse when regular visits occur over 
a long period of time.  Based on community and cultural practices this 

approach may require adaption and reassessment to guarantee acceptability, 
effectivenes and financial feasibility.  In some cultures where home visiting is 
neither feasible nor acceptable, this may be accomplished through groups or 

other community centers or services. 
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WHO – Mental health 
 
WHO is active in the areas of improving mother and child interaction, in promoting life skills 
education for children and in promoting child-friendly schools.  This excerpt briefly outlines these 
initiatives and shows how they link closely with child abuse prevention.   
  
The child-friendly schools initiative involves a checklist covering nine areas of the school 
environment which  affect the psychosocial development of children. The checklist contains 
statements which teachers and school authorities may use and answer to examine their school or 
schools. Statements cover areas such as: 
 
Does the school promote tolerance and equality between children of different social groups? 
Is the learning environment based on active involvement and cooperation? 
No physical punishment of children. 
Bullying is not tolerated. 
Is there a supportive and nurturing environment? 
Does the education correspond to the reality of the children's lives? 
Does the school help to establish connections between school and family life? 
Does the school support children's creativity as well as academic abilities? 
Does the school promote the self-esteem and self-confidence of children? 
 
The life-skills initiative deals with the curricula of schools to help children develop the 
psychosocial skills and the adaptive positive behaviour, that enables them to deal effectively with 
the demands and challenges of everyday life.  Generic life skills that are promoted include problem 
solving and decision making, critical and creative thinking, communication and interpersonal 
skills, self-awareness and empathy, and coping with stress and emotions.  Life-skills education can 
encompass and combat many social issues such as child abuse, alcohol and substance abuse, 
HIV/AIDS and adolescent pregnancy among others.   
 
The project on improving mother-child interaction focuses on encouraging mothers or caregivers 
to foster better psychosocial development of their children by communicating, responding and 
bonding with them in early infancy. Mothers with difficulty in emotionally bonding with their child 
learn how to do this under the guidance of nurses, health visitors and professional staff of maternal 
and child health clinics and from other mothers. An emotionally secure infancy is a fundamental 
requirement for a stable adulthood.  
 
Psychosocial development of children is one of the priority areas of work of the mental health 
promotion and policy team within WHO. 
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Data collection methods 
 
 
 
 
 
 
 

esource utilization assessment requires evaluations in which 
epidemiological data play a basic role.  Integral to a public 
health perspective is the maximisation of resources to ensure 
the best possible health for communities.  In addition, effective 

public health policies and programmes also rely on the availability of 
epidemiological data.  
 
Epidemiological data are gathered from studies with different 
experimental designs, carried out in specific geographical areas.  In 
most places, there is little data on the prevalence of child abuse and 
on the severity of short- and long-term health consequences.  
Inconsistent study methods, combined with a paucity of data, restrict 
the comparability of the limited amount of existing data.  Because 
resources are often allocated in proportion to the available data on 
health impacts of specific problems, inappropriate resource allocations 
are common.  In many countries, the situation is further worsened by an 
emphasis on legal aspects of abuse and by interpreting it as a juridical 
and administrative problem.    
 
I m p r o v i n g  d a t a  c o l l ec t i o n  
 
Improving data collection on child abuse and neglect involves several 
difficulties and choices.  Data can be collected by official statistics 
sources or by ad hoc studies or surveillance.  Each is considered for its 
advantages, disadvantages and feasibility.  
 
A decision to use surveillance should be based on answers to several 
questions.  The first query is which statistics to use.  Health, judicial, 
police, or administration record may all be choices.  Recent analyses of 
the 51 countries of the WHO European Region points to utilising data 
collection from within health care systems.  The study revealed that 
countries with current health statistics on child abuse and neglect, as 
compared to those with judiciary data, had more complete and 
relevant professional training and invested greater resources on 
prevention and treatment.  These results were independent of 
variations in economic levels, social organizations and demographic 
conditions.  Although judicial and police data are important, they 
should be considered as complementary, and cannot replace health 
data. 
 
B et t e r  d a t a  f o r  po l i c y  
 
Health data may be invaluable for policy and programme 
development.  However, exactly which pieces of information are 
essential?  The answer needs to give information on what is detected, 
how is it defined, how is it assessed, and what instruments can be used.  
These can be assembled into axes of description, for instance, the kind 
of event and the circumstances that surround it, the victim and the 

R 



32  

perpetrator, the psychic and physical injuries, and the behavioural 
and social harms.  Surveys, which draw from official statistics, may be 
limited in scope.  Often in health statistics, protocols only require the 
recording of events that determine physical or psychological injures, 
or behavioural or social harm, and not the risk situation.   
 
C l a s s i f i c a t i on s  
 
Some epidemiological debate has focused on the axis intendedness 
of injury.  However, a good clinical diagnosis may be as crucial as 
determining the intentions of actions.  When a symptom profile fits a 
working definition of a child abuse and neglect clinical picture, it 
should be noted in the patient records.  For example, a baby with 
subdural haematomas and retinal haemorrhages can be classified 
as shaken baby syndrome, independent of intentionality or 
unintentionality of the event.  In other words, in the absence of 
confirmed intentionality, accurate classifications may be a strong 
indicator of abuse.  
 
Child abuse and neglect classifications may be most effective when 
similar to those adopted for other health problems.  Current standard 
tools for disease classification are the International Classification of 
Diseases (ICD) and the Diagnostic and Statistics Manual (DSM).  The 
International Classification of Impairments, Disabilities and Handicaps 
(ICIDH) serves a similar purpose for impairments, disabilities and 
handicaps.  The most recent editions, the ICD (10) and the DSM (IV) 
refer to child abuse and neglect, but are not comprehensive in 
approach to collecting information on, for example, acute events 
and medium and long-term consequences.  
 
The International Classification for External Causes of Injuries (ICECI) is 
intended to provide an in-depth tool for reporting cases of externally 
caused injuries, including those resulting from child abuse and 
neglect.  WHO, in collaboration with the Consumer  Safety Institute, 
Netherlands, is co-ordinating the development and testing of ICECI.  
This standardised data collection tool is designed to complement 
the International Classification of Diseases (ICD).  Although the ICECI 
is based on the ICD, it contains a larger number of data elements, 
promoting a more in-depth standard of data collection.  Its release is 
planned for early 2000. 
 
M o r t a l i t y  r a t e s   
 
Another area where standardized recording tools are essential is the 
recording of deaths caused by child abuse and neglect.  Mortality 
rates provide only a crude estimate of a population's health, and of 
levels of child abuse and neglect.  Mortality rates from child abuse 
must be considered as the lowest baseline figure for abuse.  Wide 
variations in recording standards exist between regions, between 
institutions and even between professionals within a single facility.  
These variations apply to methods of recording, definitions and 
health workers willingness and ability to recognize child abuse as the 
cause of death.  In many places, infant deaths may not be reported 
to health providers in the first place. 
 

 
 
 
 
 
 
 
 
Brazil – Experience of 
mandatory reporting 
 
Reporting in Brazil is 
mandatory for health 
professionals and teachers. 
Reporting is done to a Council 
of Guardians, that has five 
members elected by the 
community for a two-year 
term. Each municipality has at 
least one council for every 
200,000 inhabitants. The 
Council of Guardians is in 
charge of protecting the child 
using all social means - 
temporary shelter, hospitals 
and specialized clinics. The 
prosecution of the perpetrator 
is done by a specialized 
prosecutor and the Minors 
Judge is only in charge of the 
applicable measures like 
stripping parental rights, 
which is used as a last resort 
or adoption, prioritizing in-
country adoption. The Council 
of Guardians works on a 24-
hour basis. To be a counsellor 
the pre-requisite is to live in 
the town and be 18 years old 
or older. This Council is in 
touch with the various child 
protection teams in hospitals, 
schools and clinics. All the 
protective agents are located 
in one facility - police, 
prosecutors and the judiciary.  
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Ad  hoc  s tud i e s  and  su rvey s  
 
After reviewing the most salient issues with official surveillance statistics, 
it is important to address the second approach to data collection, ad 
hoc studies and surveys.  These cannot replace agency-based data, 
but are complementary by providing information otherwise not 
available.  Several methodologies, based on prospective or 
retrospective approaches, exist.  These may use a variety of monitoring 
sources, such as hospitals, courts, child protection services, social 
services and self-reported data.  Each of these has biases and over- or 
under-estimations of the phenomenon.  
 
Ad hoc studies or monitoring demand a multi-sector approach with 
simultaneous implementation of the different public and private 
services involved at national and local levels.  In order to obtain highest 
quality data, information collection should reflect the social and 
cultural situation.  This means that local surveillance networks have to 
produce information useful to treat cases and to integrate multi-
sectoral interventions.  Local survey networks must parallel intervention 
networks and produce information to orient and support concrete 
activities.  Information with an epidemiological value needs to support 
planning and evaluation decisions.  
 
Cr u c i a l  a r ea s  o f  k n o w l ed ge  
 
Four crucial areas of knowledge are needed from data collection 
systems.  First, the level of long-term outcomes indicates the impact 
that child abuse and neglect has on public health systems. Long-term 
outcomes are also crucial defining factors determining the 
effectiveness of interventions. Another important point is the 
assessment, treatments and interventions implemented in relation to 
resources invested. These can contribute to estimates of the resources 
that communities invest in order to deal with child abuse, and are 
therefore important for the computation of costs in economic analyses. 
Third, because child abuse and neglect often takes place within a 
family environment, an understanding of the conditions of those 
families, in comparison to others, may be vital. Family background, 
composition, social and health problems and available resources 
represent elements to understand better the distribution of protective 
and risk factors in the community, orienting prevention activities. Finally, 
effectiveness in prevention and rehabilitation are the most telling 
indicators of the success of interventions. Victim rehabilitation and 
decreases in levels of child abuse reveal all about the success of 
activities.   
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Zimbabwe – insights into a comprehensive and effective response 
 
The Training and Research Support Centre (TARSC) of the Child and Law Project in Zimbabwe undertook 
a participatory and multi-sectoral response to child sexual abuse.  Recognition of child sexual abuse has 
only evolved recently as a grave and self-perpetuating problem in Zimbabwe.  No systematic national 
research has been conducted to determine prevalence rates.  Only small, local research has been 
documented.  Building on this information, TARSC embarked on participatory research among rural and 
urban groups across the country.  A reference group of individuals and professionals from the affected 
communities first established the particular aspect of child abuse to be studied. It was decided that using a 
new education philosophy, ‘education for social change’, areas of concern would be identified by the 
communities, enabling reflection on causes and participatory strategies for action.  Role play, drama, 
pictures and conversations were used to draw out the communities’ views, experiences and perceptions 
around child sexual abuse.  The groups consulted during this process were youth in and out of school, adult 
men and women, professionals, community leaders and government, and NGOs active in children’s issues.  
A two-stage process collected views about children and their rights, the extent, nature, forms and causes of 
sexual abuse of children as well as what can be done to prevent, detect, report and manage the problem.   
 
During this research process, consultative meetings were held with the reference group to monitor progress 
and a leaflet detailing stage one results was prepared in English and Shona, the local language.  These 
groups later developed and implemented action programmes.  Professionals, having been involved from the 
beginning of the study, became a part of the overall collective group working together at each stage of the 
development process, instead of being brought in at the end to deliver a service.   Following evaluation 
findings, many activities were implemented to prevent child abuse and neglect.  Two examples are the 
school information programme and the legal programme.  TARSC implemented the school information 
programme with the Ministry of Health and Child Welfare, focusing on training, capacity building and 
development of training materials for school psychologists, heads and teachers, administrative staff and 
children.    
 
Together with the Ministry of Justice, Legal and Parliamentary Affairs, TARSC initiatiated a legal 
programme.  Plans included the establishment of multisectoral training on child victim-friendly courts, a 
national committee including defence council, public prosecutors, magistrates, doctors, psychologists, 
nurses, police and NGOs, and courses for trainee lawyers and reporting protocols.  For abusers, a 
committee has been set up to investigate the possibility of pre-trial diversion for juvenile sexual offenders, 
training of prison officers, police and public prosecutors on management of young sexual offenders, 
training and a review of sentencing patterns. 
 
Innovative initiatives have also been launched on the subject of public awareness, health professional 
awareness and crisis intervention 
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Recommendations 
 
 
 
 
 
 

hild abuse prevention is an issue in which health and related 
professionals need to take on the full responsibility of their 
role in identifying and treating victims and preventing its 
occurrence. Policy makers should be involved at an early 

stage to ensure commitment.   Efforts to prevent child abuse must be 
developed in partnership between governments, civil society, non-
governmental organizations, international organizations, universities, 
community groups, and scientists. The following recommendations 
should be implemented  in a child-focused, family-centred, 
community-based and culturally adapted way.  The prevention of child 
abuse should be integrated into existing efforts to prevent and combat 
other forms of violence, including domestic violence against women. 
 
The United Nations Convention on the Rights of the Child must form the 
basis for actions against child abuse. The convention sets out the rights 
of children and is the most widely ratified of all United Nations 
conventions. This provides a common ground for countries to work 
towards the elimination of child abuse. 
 
Resea rch  
 
Research will contribute to a science-based approach to child abuse 
prevention and provide ethically-acceptable guidance for effective, 
efficient and sustainable strategies. Research on child abuse 
prevention, has until recently, been scarce. Research should represent 
an ongoing activity and improve the understanding on: 
 
��Health burden  
��Risk and protective factors 
��Health systems/costs 
��Monitoring and evaluation  
 
Dat a  Co l l ec t i o n  
 
Previous attempts to assess the magnitude and consequences of child 
abuse worldwide have been inadequate. There is a need to provide 
technical support for collecting evidence at both the national and 
international level. 
 
��Standardized assessment instruments for prevalence, 

consequences and cost assessment should be developed. Tools 
should be adapted to country and community needs. 

 
��A worldwide data-bank for the collection of data on child abuse 

should be developed and maintained.  
 

C 
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Go o d  p r ac t i ce s  
 
To strenghten ways of preventing child abuse there is a need to identify 
public health policies and programmes aimed at prevention at 
primary, secondary and tertiary levels.  
 
��Tools for monitoring and evaluating programmes should be 

developed and adapted. 
 
��Guidelines on good practices should be developed for adaptation 

worldwide. 
 
Advo cacy  
 
International awareness and concern for child abuse as a public health 
issue must be advocated at every level using all advocacy channels 
with a special focus on networking.  Child abuse must be linked to 
existing networks and work on domestic violence against women. 
 
��A global electronic discussion network on child abuse should be 

developed. 
 
P o l i c y  
 
��The WHO definition on child abuse should be adapted to country 

situations. 
 
��Policy should have an interdisciplinary and collaborative approach 

that permits the involvement of the medical, mental health, 
education, police, social services and legal professions. Policies 
should focus on prevention, rehabilitation and care. 

 
��Child abuse is a public health issue and activities for its prevention 

should be incorporated at national level into existing public health 
policy, programming and budgets. 

 
��Guidelines, protocols and measurement standards need to be 

developed by consensus in a multidisciplinary form. Clear roles and 
leadership, lines of communication and mechanisms for 
coordination must be developed and articulated. 

 
��Appropriate legislation should be developed and introduced with 

the various groups concerned and should be accompanied by 
appropriate information, education, training and prevention 
activities. 

 
Tra in i n g  
 
Child abuse training material needs to be developed and integrated 
into the education system and curricula of all relevant disciplines. 
 
��Training guidelines should be developed to enable professionals to 

identify abuse and those at risk of abuse, to manage and refer 
cases appropriately and to increase knowledge of existing 
interventions available at family and community level. 
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Recommenda t i on s  t o  WHO  
 
��WHO should continue to promote the issue of child abuse using a 

public health approach, within the United Nations Convention on 
the Rights of the Child. 

 
��WHO should continue to collaborate with United Nations agencies 

and non-governmental organisations concerned with child abuse 
and violence against women. 

 
��WHO should continue to develop norms and standards in the area 

of child abuse and domestic violence against women.  It should 
submit the adopted definition and classifications for child abuse for 
consideration in the next revision of International Classification of 
Diseases (ICD) and the International Classification of External 
Causes of Injuries (ICECI). 

 
��WHO should contribute to the development of standardised 

assessment tool and methodologies for data collection and 
estimation at local and national level.  

 
��WHO should ensure the inclusion of child abuse on its research 

agenda. 
 
��WHO should promote the quantification of health burden, including 

health consequences and costs of child abuse. 
 
��WHO should develop guidelines on good practices for adaptation 

worldwide.  This should include tools to evaluate interventions and 
disseminate information on good practices. 

 
��WHO, through its regional offices, should promote the collection 

and dissemination of information. 
 
��WHO, through its regional offices and other partners should develop 

and test training materials suitable for use at regional and country 
level and promote their incorporation into training curricula for 
health workers. 

 
��WHO should provide technical support for the development of 

regional and national policies and programmes for the prevention 
of child abuse. 

 
��WHO should raise additional funds to ensure that an Initiative on 

child abuse prevention can be carried out. 
 
��WHO should establish a global electronic discussion network on 

child abuse. 
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Annex 3: WHO’s Plan of Action on Violence 
Prevention 

 
The Forty-ninth World Health Assembly in resolution WHA49.25 declared 
the prevention of violence a public health priority. The following year, 
the Fiftieth World Health Assembly passed resolution WHA50.19 which 
endorsed the WHO plan of action on violence prevention and health.  
 
The following text is the WHO Plan of Action: 
 
WHO i n t eg r a t ed  p l an  o f  a c t i o n  o n  v i o l ence  and  
hea l t h  
 
This plan is the first step in consolidating the activities of several WHO 
programmes concerning violence, and in building a coherent WHO 
public health approach to violence and health.  During the first three 
years the first objective and the highest priority will be better to define 
the problem. 
 
Objective 1.  To describe the problem (first priority) 
 
WHO will seek to characterize different types of violence, define their 
magnitude, and assess the public health consequences:  it will establish 
operational definitions for different types of violence, with data systems 
and methodology, to quantify burden of violence in terms of its impact 
on mortality, morbidity and quality of life of the population. 
 
Activities: 
 
��to survey the capacities of current data collection systems to 

obtain, analyse and use information about violence;  and to 
develop accurate, affordable and valid measures for collecting 
information about non-fatal violence and its costs and 
consequences; 

 
��to develop a typology and definitions of different types of violence, 

related risk behaviour and consequences; 
 
��to collect data on deaths from all external causes in order to assess 

the accuracy of classification, and to collect accurate 
demographic data for calculation of rates; 

 
��in collaboration with other sectors concerned, to improve baseline 

data on suicide and homicide, especially those coming to the 
attention of the health sector, including information on sex, age, 
relationship of victim/perpetrator, and circumstances; 

 
��to facilitate the development and adaptation of research 

methodology to describe and measure violence better in its 
different forms, with its determinants and physical, psychological 
and social consequences; 

 
��to promote and provide technical support for the compilation of 

local and national analyses of data on different types of violence, 
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and for international comparisons (the analyses must be informed 
by a gender and equity perspective); 

 
��to carry out district- or community-based surveys of violence in 

order to determine the nature and extent of interpersonal violence, 
especially in relation to women, children and adolescents; 

 
��to ensure that the information collected is disseminated and used 

appropriately. 
 
Objective 2.  To understand the problem:  conduct risk-factor 
identification and research:  to promote research and increase 
information on determinants and consequences of violence through all 
appropriate technical programmes of the Organization. 
 
Activities: 
 
��to strengthen and support research related to violence in all 

appropriate WHO programmes; 
 
��to advocate the development of research on violence through the 

global ACHR and its regional committees; 
 
��to use available mechanisms and resources to promote research 

"networking" among WHO collaborating centres, nongovernmental 
organizations and other institutions as a priority, confirming the 
need for a public health approach to violence and health; 

 
��to promote research on the costs of violence; 
 
��to create an inventory of research activities on health-related 

violence in order to facilitate "networking" and the exchange of 
data and information; 

 
��to organize and disseminate the results of such research so that 

they can be effectively used for policy formulation and 
programming.   

 
Objective 3.  Identification and evaluation of interventions:  to 
determine measures and programmes aimed at preventing violence 
and mitigating its effects, and to assess their effectiveness. 
 
Activities: 
 
��to identify and document existing activities for preventing different 

forms of violence and for managing their consequences; 
 
��to foster the development and evaluation of demonstration 

projects, promoting innovative, challenging and non-traditional 
responses, in order to determine which methods are effective and 
why, and what are the impediments to effective action, with 
special attention to community-based interventions; 

 
��to assess curricula for conflict resolution and promote their inclusion 

in the training of health workers and teachers dealing with children 
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and adolescents, and to promote the adaptation of such materials 
for health education of parents and children. 

 
Objective 4.  Programme implementation and dissemination:  to 
strengthen the capacity, primarily of the health system but also of all 
concerned parties on the basis of the evaluation of existing activities, in 
order to implement coherent programmes. 
 
Activities: 
 
��to provide technical support and guidance to the health sector in 

improving the quality, effectiveness, equity and efficiency of 
services for those affected by violence, and in particular to devote 
attention to the coordination and interfaces of the health sector 
with other sectors, in order to ensure that secondary victimization 
does not occur; 

 
��to promote, as part of the curriculum for training and the continuing 

professional development of health professionals at all levels, the 
incorporation of an understanding of violence and its health 
consequences, as well as the requirements for the provision of 
sensitive services; 

 
��to adapt and evaluate methods of preventing violence and 

managing its health consequences that facilitate the involvement 
of families, communities, women and young people, the health 
sector and other appropriate sectors, in the analysis, formulation, 
implementation and evaluation of locally suitable strategies; 

 
��to promote and support community-based approaches in the 

prevention of violence, and the management of the 
consequences, through coordinated regional and national 
intersectoral policies, legislation and services that strengthen the 
related capacity of communities; 

 
��to promote greater intersectoral involvement in the prevention and 

management of violence; 
 
��to promote the integration of violence prevention into local 

development programmes and efforts to empower communities; to 
promote joint projects of developed and developing countries, 
given the increased importance of violence as a public health issue 
in both North and South, and considering the potential for each to 
learn from the other; 

 
��to disseminate information and new knowledge generated by data 

collection and the results of research as a basis for policy 
development and action at all levels. 

 
Resources and means of implementation 
 
If WHO is to respond to the challenge of violence prevention as a 
public health priority, complementary and more efficient use of its 
resources will be necessary, maximizing its expertise and experience.  
WHO will also have to strengthen the role and responsibilities of its 
networks of collaborating centres, as well as to increase its cooperation 
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with competent national institutions and nongovernmental 
organizations.  Furthermore, WHO will have to mobilize additional 
extrabudgetary resources, giving priority to the need for investment in 
monitoring and surveillance as the foundation for appropriate policies 
and cost-effective and efficient programmes.  The Organization will 
take a lead in mobilizing and coordinating action to prevent and 
control violence.  In this global endeavour the task force will continue 
to monitor the whole process, working in close collaboration with all 
interested parties.  It will make every effort to develop this new initiative 
for violence prevention and health in the framework of the renewed 
health-for-all strategy. 
 
Evaluation 
 
At the end of the first three years of activity sufficient data and 
experience should have been accumulated to allow for the 
formulation of precise goals and quantifiable targets to evaluate the 
programme in subsequent years.  By that time it should also be possible 
to establish operational targets based on the concept of "best 
practices".  Furthermore, it is likely that authorities will be better able to 
determine the areas and circumstances amenable to public health 
interventions, either to prevent violence or to mitigate its effects.  
Indicators for such an evaluation should have been selected by then. 
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Annex 4: Agenda 
 
Monday, 29 March 
 
OPENING SESSION  
Welcome remarks               Dr. C. Romer 
       Mr. L. Currat 
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Child abuse and health: a challenge for WHO   Dr. B. Thylefors 
The burden attributable to child abuse   Dr. C. Murray 
Child development, adolescent health and human rights  Dr. J. Tulloch 
Child abuse and mental health            Dr. B. Saraceno 
Family violence and substance abuse           Dr. M. Jansen 
Child protection: strategies in the European region          Dr. V. Mangiaterra  
 
Purpose and objectives of the consultation           Dr. C. Djeddah 
     
Introduction of participants  
Election of officers  
Adoption of the agenda  
 
Agenda item 1: Review and agreement on a working definition of child 

abuse 
 
Discussant: Dr. C. Wattam 
Summary of the pre-consultation e-mail discussion          
Definitions, classification and assessment Dr. T. B. Ustun 
Defining abuse                                                                            Dr. C. Wattam 
  
Discussion 
 
Agenda item 1 (continued) 
  
Discussion   
Adoption of proposed definition 
 
Agenda item 2: Social determinants, risk factors, health consequences and 

related costs 
 
Discussant:  Dr. T. Cohen  
Summary of the pre-consultation e-mail discussion  
Social determinants and risk factors            
Health consequences            
 Dr. F. Farinati 
Discussion  
 
Prediction of physical child maltreatment Dr. H. Agathonos-

Georgopoulou 
Clinical costs Dr. D. Halpérin 
Socio-economic costs  Dr. W. Hunter 
 
Discussion  
 
Tuesday, 30 March  
 
Agenda item 3: Review different methodologies to improve data collection at 

national/local level 
 
Discussant:  Dr. P Facchin 
Summary of the pre-consultation e-mail discussion          
Improving methodologies of data collection          
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Methodology and data collection in Japan Dr. T. Yanagawa 
World report on violence Dr. E. Krug 
Data collection and exchange Dr. R. Lozano 
 
Discussion 
 
Agenda item 4: Lessons learned from best practices across the regions 
 
Discussant:  Dr. M Mian  
Summary of the pre-consultation e-mail discussion          
Current mental health programs towards  
the prevention of child abuse          Dr. R. Billington 
Substance use and vulnerable young people          Dr. A. Ball 
 
Discussion 
 
A participatory and multisectoral response to 
child sexual abuse in Zimbabwe Dr. N. Khan 
Experiences in Kenya to protect children          Dr. P. Onyango 
The Jordan experience of child abuse          Dr. H. Nasser 
 
Discussion 
 
Agenda item 4 (continued) 
 
Lack of attention and action             
 Dr. M. Herczog 
Breaking the cycle          Dr. F. De Zulueta 
Preventing child abuse by focusing on new parent Dr. A. Cohn Donnelly 
 
Discussion  
 
Experience from practice in Singapore Dr. L-Y. Ho 
Lessons learned and future action, China Dr. J. Fu Yong 
 
Discussion 
 
Agenda item 5 : Concrete steps to be taken to reduce child abuse 
  
Working groups 
1. Working definition 
2. Country programming 
3. Good practice and lessons learned 
 
Wednesday, 31 March 
 
Agenda item 5 (continued) 
Working groups 
 
Agenda item 5 (continued in plenary) 
Report back and discussions 
 
Agenda item 6: Turning recommendations into action 
 
Summary and perspectives Dr. M. Mian 

 Dr. F. de Zulueta 
 Dr. C. Wattam 

Discussion 
 
Closing 
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