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FROM A WHISPER TO A SHOUT:
A CALL TO END VIOLENCE
AGAINST CHILDREN
IN ALTERNATIVE CARE
“We owe our children – the most vulnerable citizens in any
society – a life free from violence and fear. In order to ensure
this, we must be tireless in our efforts not only to attain peace,
justice and prosperity for countries, but also for communities
and members of the same family. We must address the roots
of violence. Only then will we transform the past century’s
legacy from a crushing burden into a cautionary lesson.”
– Nelson Mandela

PREFACE

PREFACE

This report is essential reading
for all those involved in the care
and welfare of children. It is an
opportunity for us to identify
and challenge the hidden or
ignored abuse of children
within the very settings that are
expected to protect them. Such a
focus can prove uncomfortable
reading, but we can no longer
shy away from our responsibility to keep children safe.
For the first time we have a comprehensive review of
the extent and nature of violence against children living
in alternative care settings. This is significant for three
reasons:
●● First, the 25th anniversary of the UN Convention of
the Rights of the Child provides impetuous for us
to review our progress in upholding all children’s
rights, but specifically their right to protection from
all forms of violence.
●● Second, public awareness of the extent of sexual
abuse, exploitation and other forms of violence
against children is increasing at local, national
and international levels, so that reticence to
acknowledge abuse against children is being
increasingly challenged.
●● Third, the international agenda through the
Guidelines for the Alternative Care of Children
is specifically renewing efforts for safe and high
quality alternative care.
Here, we are provided with sensitive and helpful insight
into the range of problems that children experience
before being placed in alternative care, including interrelated histories of abuse, neglect, abandonment and
violence. The damage that these trajectories can cause
encourages an appreciation of the resilience, bravery and
personal resources of many children who might resist a
simple deterministic “victim” label. This is important
as the right of the child to be heard remains the central

platform for advancing child-centred practice both in
and outside of alternative care environments.
We need to be better at listening and responding
to children’s experiences of bullying, verbal abuse,
psychological and physical abuse and neglect; at creating
and using evidence-based practice so that destructive
patterns of the past are not repeated; and at creating a
trained and appropriately resourced workforce, which
understands and is supervised to respond appropriately
to questions of attachment, discrimination, lifespan
development, health and child wellbeing.
Not only does this report help us to understand our
responsibility to identify and address the variety of
forms of violence experienced by children before they
enter into alternative care, but it gives us all the reasons
and mechanisms we need to identify forms of violence
experienced by children within alternative care. We
need intervention and change to protect children and
more studies like this to advance child-centred research,
debate, and policy and practice reviews to keep the
safety and wellbeing of children as the central platform
of alternative care provision.
While giving us an understanding of children’s
experiences of violence and abuse in alternative care,
this report makes suggestions as to how we can move
forward to better protect children in the future. It is
a “wake-up call”. Now is the time for all child care
providers to review and update their alternative care
provision, using the findings from this report to create
safe and supportive care with and for children.
Jenny Pearce
University of Bedfordshire
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This is a crucial year for us to
remember and act for every
child’s right to appropriate care.
It was five years ago that the
Guidelines for the Alternative
Care of Children were endorsed
by the United Nations General
Assembly – standards that set
out clear recommendations for
both the prevention of family
separation and appropriate and suitable care measures
to be put in place when separation is in the best interest
of the child and unavoidable.
This year we also commemorate the 25th anniversary
of the UN Convention on the Rights of the Child
(UNCRC). Among the rights and responsibilities
listed in this document, it urges states to take action
to protect all children from all forms of violence,
including in alternative care settings. Yet many
countries still do not prohibit corporal punishment in
such care settings, rendering children more vulnerable
to physical violence from staff and non-parental
caregivers.
Despite great progress made in children’s rights since
the adoption of the UNCRC, the rights and protection
of some of the world’s most vulnerable children are
still not realised today. Millions of children are
deprived of the opportunity to grow up and thrive in a
nurturing family environment, and many more are at
risk of losing their family. Yet very few have access to
quality alternative care services, including residential,
community, and family-based care. Instead, such
services are unfortunately recognised worldwide as
severely under-supplied and often of poor quality or
even harmful to children.
Through decades of experience working with
governments at policy level and with children in
our programmes, SOS Children’s Villages finds the
evidence irrefutable – children without parental care

or at risk of losing parental care are among the most
vulnerable and “left- behind” members of society.
These children and young people who are temporarily
or permanently deprived of a family environment
face a heightened risk of violence, abuse, and neglect,
and are increasingly exposed to multiple factors that
can hinder their physical, psychological, and social
development.
As major reforms of alternative care and protection
systems are under way in many countries to implement
the recommendations of the United Nations Study on
Violence against Children and the Guidelines, we find
ourselves at a particularly opportune moment to review
the current state of affairs related to the prevention and
elimination of violence in all alternative care settings.
Through this publication and on-going and
collaborative advocacy efforts, we ask all stakeholders
to: re-state, reaffirm and act upon their commitment to
bring the issues related to violence against children to
the forefront of policy agendas and view all children
as full rights holders and integral members of society,
irrespective of their care status.
This report serves as a call to action that sits at the
very centre of SOS Children’s Villages’ work – to
bring about positive change to improve the lives of
children without parental care and those at risk of
being separated from their families. And further, to
acknowledge that as society treats these children
today, we determine how as adults, these children will
treat society.
Richard Pichler
CEO, SOS Children’s Villages International

FOREWORD

FOREWORD

Today, millions of children
continue to live in residential
care throughout the world for a
variety of reasons which range
from loss of parents and family
disintegration to physical and
mental
disability.
Indeed,
the majority of them are not
orphans but children whose
families encounter difficult
social and economic conditions.
Children who are in institutions are not born in
institutions. The way leading to their institutionalisation
has often been marked by violence, hardship and
suffering. Once institutionalised, children are often
exposed to all forms of violence including corporal
punishment, restraints, sexual abuse. By isolating
children from the rest of the society, the placement in
institutions puts them at greater risk of violence with
small chances that this violence be reported. One should
also not forget that institutionalisation often constitutes
a form of violence in itself and leads to social exclusion
and segregation.

It is hence essential that we effectively tackle the root
causes of institutionalisation and rapidly engage in the
development of family and community-based services
and alternative solutions to prevent the placement of
children. The Committee on the Rights of the Child
repeatedly asks states to take all necessary measures
for the de-institutionalisation of children.
Equally so, we have to join all our efforts and constantly
stay alert to ensure that children who spend part of
their lives in institutions can develop in a healthy way,
benefitting from a high quality of life and are free from
any form of violence. I am particularly grateful for this
valuable report by SOS Children’s Villages, which is
an extremely useful input as regards the elimination of
violence against children.
Prof. Kirsten Sandberg
Chair, UN Committee on the Rights of the Child
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EXECUTIVE SUMMARY
“The true measure of any society can be found in
how it treats its most vulnerable members.”
– Ghandi

The UN Convention on the Rights of the Child
(UNCRC) recognises children as the subjects of rights,
as well as their vulnerability and need for “special
safeguards and care”.1 Marking its 25th anniversary this
year, the UNCRC is notably one of the most ratified UN
conventions in history and has done much to progress
the rights of children globally.
And yet, in our global society with international
conventions endorsing the “rights” of all, some of
our most vulnerable children continue to suffer from
extreme forms of violence and abuse. This report
demonstrates that even when children are presumed to
be in the care of society itself they are vulnerable to and
at risk of violence.
The UN Committee on the Rights of the Child has
identified “children not living with their biological
parents, but in various forms of alternative care” as one
of the groups of children who are “likely to be exposed
to violence”.2
Without the fundamental protection of a caring family,
these children are vulnerable to abuse and neglect.
Without “suitable” quality care, they risk violence at the
hands of their caregivers, families, peers and the wider
community.
In 2009, the UN endorsed the Guidelines for the
Alternative Care of Children (the Guidelines). These
set out “desirable orientations for policy and practice”

to “enhance” the implementation of the UNCRC for
children in alternative care. The Guidelines reiterate
the right of “Every child and young person [to] live in
a supportive, protective and caring environment that
promotes his/her full potential” (§4).
This report draws on evidence from an extensive global
literature review, and assessments of the implementation
of the Guidelines in 21 countries around the world.3 It
makes bold claims about high levels of vulnerability
and risk of violence facing children in alternative care,
but concludes that violence is not inevitable, and with
an emphasis on providing quality care it is possible to
mitigate the risks of harm for all children.
Violence against children in alternative care is
preventable, but finding the answers as to why children
are subjected to violence and what can be done to protect
them is complex. Violence is the result of multifaceted
social issues and political decisions that can only be
addressed with adequate knowledge, political will and
resources.
In beginning to untangle this complexity and add to
our knowledge of what makes children vulnerable and
puts them at increased risk, this report provides policymakers and practitioners with insight into the challenges
of protecting children, and makes recommendations for
change to ensure that every child is provided with safe
and quality care.

Executive summary

The quality of care plays a significant and
determinant role in a child’s risk of experiencing
violence

Alternative care does not inherently perpetuate violence,
but rather the incidence of violence is inextricably
linked to the overall quality of care and the ability of
states to monitor standards.
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Improvements in the quality of care, including
adequate planning and assessments to ensure “suitable”
alternative care placements; the implementation of
monitoring and effective oversight; and the provision of
independent complaints mechanisms would reduce the
risk of violence against children.

KEY FINDINGS
Violence against children in alternative care
must be stopped

A clear focus on protecting children and providing
quality care through effective implementation of the
Guidelines will mitigate violence and ensure that our
most vulnerable children are protected and safe.
Children in alternative care face multifaceted
vulnerability and persistent social conditions
that lead to violence

A combination of multi-layered vulnerability and
enduring social conditions are the basis of much
violence in alternative care. A lack of legal protection,
society’s tolerance and acceptance of violence and the
additional vulnerabilities experienced by children who
are already discriminated against can mean that they
are subjected to harm with impunity.

Between 80% and 98% of children
suffer physical punishment in their
homes, with a third or more experiencing
severe physical punishment resulting
from the use of implements.4

In Bolivia 60% of all residential
facilities are accredited.5
In Malawi only 9.2% of the children
surveyed had a care plan.6

Reliable data and substantive research on
violence against children in alternative care are
minimal

There are considerable gaps in the data available on
children in alternative care. This limited knowledge not
only demonstrates the marginalisation of these children
and the hidden nature of their lives and experiences, but
also places them at greater risk of violence.
Without knowledge of the ways in which violence
manifests in alternative care, it is impossible to design
and maintain adequate systems to protect them.
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RECOMMENDATIONS
Preventing and responding to violence against children
in alternative care is a shared responsibility. While
states bear the primary responsibility to implement
protective measures to prevent violence, all stake
holders – international and regional organisations,
donors, NGOs, care providers, civil society, the private
sector, communities, families, and children and young
people – must be empowered to work together to hold
states accountable and to do everything possible to
protect children.

RECOMMENDATIONS TO STATES:
1. States should strengthen national legislation and
policy to ensure that there are specific provisions
against violence in all forms of alternative care.

Legislation should address all forms of abuse
and neglect; harmful institutional practice that
could include abusive forms of discipline or
control; and peer violence.
2. States should ensure that removal of a child from
the care of the family is viewed “as a measure of last
resort … and for the shortest possible duration” (§14).

States should invest in preventive services,
including family strengthening and capacitybuilding to assist parents to care for and protect
their children. In situations of violence and abuse,
sanctions should be directed at the perpetrators
rather than automatically removing children for
protective purposes.
3. States should improve their ability and the capacity
of their competent authorities to monitor the quality of
alternative care provision.

This includes providing sufficient standards and
guidelines to ensure that any monitoring is based
on valid criteria; adequate resources to ensure
authorities have the practical tools to fulfil
their responsibilities, including the capacity to
elicit the views of children; and the necessary
follow-up mechanisms with the power to impose
sanctions on alternative care provision that fails
to meet standards.

4. States should assume their primary role as the
coordinator of alternative care provision with all other
stakeholders.

States have a primary role as coordinators
or alternative care provision to ensure that
alternative care providers within the care
system provide a range of suitable alternative
care options, fulfil their obligations to provide
independent reporting mechanisms, and ensure
meaningful child participation (see below).

RECOMMENDATIONS TO ALTERNATIVE
CARE PROVIDERS/ CARE SYSTEM
(STATE AND NON-STATE):
1. Alternative care providers should ensure that
specialist services are available for families and
children that experience violence, and that their
services constitute quality care.

These services should be both preventive –
to avoid removing the child from the family
environment – and rehabilitative – to ensure that
children and their families that have experienced
violence are provided with the support to heal.
2. Alternative care providers should ensure that they
develop adequate, independent and confidential
mechanisms for children and others to report violence
in alternative care.

Reporting mechanisms are essential to ensure
that children do not suffer in silence and that
violence is not perpetrated with impunity.
Children should be provided with confidential
support in order to report violence (or any other
complaints) and adequate mechanisms to follow
up on reports and protect children should be in
place.
3. Alternative care providers should take measures to
ensure that all children and where appropriate their
families are able to meaningfully participate in any
decisions relating to alternative care placements.

Children should be empowered to participate
according to their capacity in all decisions
affecting their alternative care provision. Parents
and other family members should be kept

© Jens Honoré
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informed of decisions and where appropriate
provided with the opportunity to participate in
decision-making processes.

RECOMMENDATIONS TO ALL
STAKEHOLDERS:
1. All stakeholders should collaborate in collecting
comprehensive data and expanding contributions to
research on violence against children.

In particular, it is important to have information
on the child population in alternative care,
to ensure appropriate policies are in place
and adequate resources are provided for their
quality care. This also involves ensuring that
children’s voices are heard in research into their
experiences of violence, and are provided with
opportunities to offer their own understandings
and solutions.
2. All stakeholders should contribute towards
coordinated efforts to raise awareness and educate
society on violence against children in alternative
care.

This includes ensuring that children are informed
that violence is not a necessary or legitimate

element of alternative care: either as a form of
discipline or control. It also means challenging
levels of tolerance in society that allow violence
against children to continue with impunity.

CONCLUSION
This report stands as a testament to the violence
suffered by children in alternative care. It finds that to
the best of our knowledge, children in alternative care
are vulnerable to violence, and that the systems in place
to care for them put them at further risk of harm.
This report also stands witness to the great resilience
of children; who with strength and dignity prevail in
the most difficult circumstances, even without the
necessary care and protection.
But it is also a call for change. With knowledge,
political will and resources it is possible to change the
experiences of children in alternative care, so that they
receive the quality care they deserve. In doing so we
meet our obligations to respect and protect their rights,
but we also demonstrate our true measure, as societies
that care for our most vulnerable.
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CHAPTER 1:
INTRODUCTION
“No violence against children is justifiable;
all violence against children is preventable.”
– Paulo Sérgio Pinheiro

Violence against children crosses continents and
cultures, it is in our homes, communities and
institutions, and often it is perpetrated with impunity.
A recent study by UNICEF estimates that in 2012
almost 95,000 children and adolescents under the age
of 20 were victims of homicide; that more than 10%
of girls (120 million) have experienced a forced sex
act; and that 60% of children between two and 14 are
subjected to physical punishment by their caregivers.7

Violence against children is a violation of the UN
Convention on the Rights of the Child (UNCRC), which
aims to protect children from:
… all forms of physical or mental violen
ce,
injury or abuse, neglect or negligent treatment,
maltreatment or exploitation, including sexual
abuse (Article 19).
The 2006 World Report on Violence against Children
(UN study) draws upon a WHO definition where
violence against children is described as:
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… the intentional use of physical force or power,
threatened or actual, against a child, by an
individual or group, that either results in or has a
high likelihood of resulting in actual or potential
harm to the child’s health, survival, development
or dignity.8
At its core, violence against children involves the
imbalance and abuse of power – physical, emotional, or
psychological – between a child and the perpetrator(s)
and is used to inflict harm.
In recent decades there has been growing awareness
of the forms of violence inflicted upon children, and
tremendous strides have been taken by the international
community and at local and national levels to care for
and protect children.
In 2006, the United Nations Secretary-General published
the first comprehensive global study on violence against
children (UN study).9 A Special Representative on
Violence against Children was appointed to follow up
on the study, and in 2013 produced a Global Survey
on violence against children.10 Despite some important
achievements, the survey found that progress has been
slow, uneven and fragmented and that we are left with
many challenges.11
These challenges are particularly acute for children
in alternative care, who are especially vulnerable to
violence. The UN Committee on the Rights of the Child
has identified “children not living with their biological
parents, but in various forms of alternative care” as one
of the groups of children who are “likely to be exposed
to violence”.12
Without the fundamental protection of a caring family,
children in alternative care can become the focus of
abuse and neglect, as well as other aggressions such as
exploitation and trafficking. In many instances, these
children are failed by the very system that is intended to
keep them safe. They are at risk of violence at the hands
of caregivers, staff, peers, members of their families
and the wider community.

This study takes the heightened vulnerability of children
in alternative care as its starting point. It examines
how formal alternative care places vulnerable children
without parental care at increased risk and asks what
can be done to better protect them from violence.
Violence against children in alternative care is
preventable. It is possible to protect children from harm
and there are tools to help us to do so. The Guidelines for
the Alternative Care of Children (the Guidelines) have
been developed to enhance the implementation of the
UNCRC for the “protection and wellbeing of children
who are deprived of alternative care or who are at risk
of being so”.13 Effectively implemented the Guidelines
can offer safety and protection for children who have
been separated from their families, help to protect them
from further trauma, and aid in the healing process for
those who have already been exposed to violence.
Too little is known about violence against children in
alternative care settings. There is limited data to draw
on, and too few international studies have focused on
the subject. This scarcity may be due in part to underreporting and the inherent problems in reaching such
children and researching their experiences. There are
considerable ethical implications that limit our ability
to ask children about their experiences of violence. This
means that these children remain unheard and invisible.
This study utilises material from a detailed literature
review conducted by academics at the University of
Bedfordshire and the findings of SOS Children’s Villages
International’s research into the implementation of the
Guidelines in 21 countries around the world. It provides
policy-makers and practitioners with insight into the
vulnerabilities and risks facing children in alternative
care, and suggests practical recommendations for all
stakeholders to ensure better protection of children.
The voices are loud and the message is clear: violence
against children is unacceptable. Every child has
the right to live a life free of violence and it is our
responsibility to protect that right. This report seeks to
fuel the movement and inform and encourage advocacy
to tackle violence against children in alternative care.
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1.1 STRUCTURE
This report is structured into seven chapters, which
take us on a path towards greater understanding of the
challenges inherent in protecting children in alternative
care from violence.
●●

●●

●●

●●

●●

●●

Chapter 1 Introduction: introduces the issue and
describes the methodology, including the processes
for managing any ethical issues and the limitations
of the study.
Chapter 2 Conceptual framework: examines
the concepts and definitions used throughout
this report to help us understand how violence
manifests in alternative care settings.
Chapter 3 Background on violence against
children in alternative care: provides a legal
background to violence in alternative care, and a
sense of the status of children in alternative care –
their previous experiences and other characteristics
that can affect their vulnerability to violence.
Chapter 4 Forms of violence, children’s
perceptions of violence and the effects of violence
in alternative care: presents the multiple forms
of violence faced by children in alternative care,
examining abuse and neglect, and considering the
different ways that violence can be perpetrated,
including through harmful institutional practice
and peer violence. It continues with an examination
of children’s perceptions of violence and what
can be learnt from listening to their views and
experiences and ends with a description of the
short- and long-term effects of violence on children.
Chapter 5 Social conditions that lead to violence
against children in alternative care: discusses
the role of social factors – including violence in
families and communities, the social acceptance of
violence against children, and discrimination – in
increasing children’s vulnerability to violence in
alternative care.
Chapter 6 Elements of alternative care that
influence violence against children: highlights

the main elements of the alternative care system
that influence the incidence of violence against
children in care, and compromise our ability to
ensure quality care and protection for all children.
●●

Chapter 7 Conclusions and recommendations:
describes the main findings of the research and
makes recommendations for change to enhance
quality care and child protection practice.

1.2 METHODOLOGY
This report is the result of a collaborative effort
between SOS Children’s Villages International and
the International Centre: Researching Child Sexual
Exploitation, Violence and Trafficking at the University
of Bedfordshire.14
It combines a comprehensive review on violence
against children in alternative care with an analysis of
experiences and data from 21 countries, as reported
in assessments based on the SOS Children’s Villages
Assessment Tool for the Implementation of the UN
Guidelines for the Alternative Care of Children.15

DATA SET AND ASSESSMENT TOOL

In December 2009, the UN endorsed the Guidelines as
a tool to enhance the implementation of the UNCRC
for the protection and wellbeing of children without
parental care or at risk of losing it.16
The Guidelines, are not binding commitments on
states. Consequently, there is no official follow-up or
monitoring mechanism to ensure compliance. In an
effort to begin to address this gap, since 2011 SOS
Children’s Villages International has been conducting
assessments in countries around the world, using incountry child rights experts to measure national success
in implementing the Guidelines.
These assessments are based on the Assessment Tool
for the Implementation of the UN Guidelines for the
Alternative Care of Children. To date, 21 countries
worldwide have published their findings: Argentina,
Armenia, Benin, Bosnia & Herzegovina, Chile,
Colombia, Croatia, Gambia, Kenya, Kosovo, Lithuania,
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Malawi, Norway, Paraguay, Peru, Tanzania, Togo,
Uruguay, Venezuela, Zambia, and Zimbabwe.
A large amount of the material cited in the reports
is secondary data, but primary data were collected
from expert practitioners and government officials,
and also included the voices of children. The ethical
considerations related to working directly with these
groups were considered individually as appropriate in
each country.
Although the assessments have limitations and the
list of countries that have published their findings
is not comprehensive, they provide the opportunity
to understand in greater depth and breadth common
elements of and challenges faced by alternative care
systems regionally and internationally. Some reports
contained specific information on violence against
children; for the most part, however, the assessments
were used to gain a general picture of alternative care
and its ability to protect children from harm.

LITERATURE REVIEW

The literature review, carried out by researchers from
the University of Bedfordshire, complements the 21

country assessments. It aimed to uncover evidence of
the extent and nature of violence against children in
alternative care internationally. Therefore, a search
and review was carried out of peer-reviewed academic
literature, alongside ‘grey’ policy and practice literature.
The literature search and analysis was done using
EPPI-reviewer software, developed by the University
of London. This has been supplemented by
additional searches via other search engines, relevant
organisational websites, reference harvesting and
recommendations by experts and SOS Children’s
Villages International’s co-workers. These initial
searches generated a sample of 233 items and abstract
screening reduced this to 114.
The search focused on items post-2000 and material
prior to this date was used as background only. While
some foreign language publications were considered,
the search examined mainly English language literature.
For the purpose of the literature review, children were
considered as all individuals under-18 years of age,17
while young people were considered to be between
the ages of 15 and 24 years.18 The search adopted the
definition of violence contained in the UN study:
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… the intentional use of physical force
or power, threatened or actual, against
a child, by an individual or group, that
either results in or has a high likelihood
of resulting in actual or potential harm to
the child’s health, survival, development
or dignity.19
The review also adopted the definition of alternative
care contained in the Guidelines, which distinguishes
between informal and formal care. Within the formal
care category, which is the focus for the literature
review, residential care and different forms of foster
care are described.

ANALYSIS AND REVIEW TEAM

A team of five SOS Children’s Villages co-workers, two
researchers from the University of Bedfordshire, and
an independent communications expert carried out the
analysis. The collective expertise of the team includes
knowledge of child protection, alternative care, sexual
exploitation, gender and domestic violence, violence
against children, international law, advocacy and
communications.
A review team was then set up to provide peer review to
the report’s findings and presentation. The team consisted
of both SOS Children Villages’ specialists, as well as
independent peer reviewers from across the globe.20
A first draft of the report was also made available for
review in each of the countries included in the research
in order to ensure accountability and essential feedback
processes.

LIMITATIONS AND ETHICS

Despite the attention given to historical abuse in
residential care in countries like the UK, Ireland and the
US, data and research on violence against children in
alternative care is limited internationally.21 The specific
difficulties and ethical constraints that emerged in
examining literature and compiling data for this report
were as follows.
Quantity: There is a lack of available and reliable data
not only on violence against children, but also on the
situation of children in alternative care. This lack of
data was cited in the assessments of several countries

specifically, and was evident across all 21 of the country
assessments. Other comparative international research
has demonstrated that the amount of official data (as
distinct from research data) varies greatly worldwide.22
The same can be said of the amount of research into
alternative care generally, and in respect to violence
particularly, as it varies widely across the world.23
Overall, the amount of research seems to correspond to
the extent to which formal systems of alternative care
are developed.
More information was available regarding violence in
residential care than in foster care settings. The literature
on foster care has in recent years expanded, but tends to
be concentrated in the UK, US and Australia. This is
indicative of a more general lack of international data
on quality care in formal foster care.
Quality: The quality of research into the prevalence
and nature of violence in alternative care is to a large
extent dependent on the amount and quality of research
into violence against children more generally. In some
countries this is very sparse. Research in this area is
difficult: for example, samples of children and young
people may be hard to access and there are ethical
challenges involved in asking children and young
people about their experiences of violence.
There is also a danger of reductionism – specifically,
children are discussed only in terms of their care status
and other important characteristics, including gender
and ethnicity, are not considered. Furthermore, the
academic literature tends to focus on identifying the
incidence of violence in alternative care settings rather
than explaining why the violence takes place. Therefore,
clear links between the incidence and type of violence,
and the nature of the care setting were difficult to
establish and were made at the discretion of the team.
This report relies, in part, on the accuracy of the 21
country assessments as written by in-country experts.
Although recommendations and advocacy messages
are derived from the analysis and findings across the
reports, this does not mean that they are necessarily
representative internationally, or even for all the
countries analysed in this study. As such, caution was
exercised in making generalisations.
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Comparison: Establishing parallels and links between
data and research were difficult due to the different
ways in which violence is defined and measured. One
author suggested that to study violence there needs to
be clear operational definitions of the different types
of violence and neglect children experience. They
identify that further work is needed to develop tools for
measuring the nature and prevalence of abuse.24
Individual studies provide robust findings but
unfortunately, these are not often replicated in other
research. There are a number of issues that help explain
this: not all types of violence are recognised in all
countries; some definitions of violence may subsume
violence against children within other categories, such
as domestic violence; some measures may concentrate
on referred cases of maltreatment while others on
substantiated cases; in some countries reporting of
maltreatment is mandatory while in others it is not.
The same problems were encountered when comparing
studies on residential and institutional care, as the use
of the terms can vary extensively between different
regional contexts. In some cases residential care
is used to describe smaller group-type settings of
alternative care, while institutional care describes large
dormitory-style settings,25 as is used in the Guidelines.
In other cases, the two terms are used interchangeably
and during the literature review it was often impossible
to discern between the two.
In this report, however, residential care and institutional
care were considered as two different types of formal
care, in accordance with the Guidelines. The literature
review was further complicated by the different
terms used to describe residential/institutional care,
including: group care, group homes, congregate care,
orphanage care, orphanages, children’s homes, etc.
Context: In addition to these systemic problems, it
is also important to consider the many reasons why
violence may be kept hidden by society – consciously
or unconsciously, leaving so many questions unasked.
Attitudes towards what is meant by “violence against
children” changes over time according to cultural and
social contexts. Thus, corporal punishment may be
viewed by some as a matter of ‘discipline’ rather than a

violent expression, or children with disabilities may be
subject to violent medical interventions.
In some countries certain groups will be discriminated
against, with the result that violence against children
in these groups is not recognised or even legitimated.
An example is the over-representation and treatment
of Roma children in institutional care. Equally, there
may be powerful social assumptions about who is most
vulnerable to violence – girls rather than boys, younger
children rather than older, children living in residential
care rather than foster care – which inevitably steers the
research towards those groups of children.
Furthermore, children and young people are often
presented as being somehow responsible for the violence
that takes place in alternative care settings. Specifically,
violence is framed in terms of children’s characteristics
at entry to care rather than that of the perpetrator.
Within the literature on abuse there is a tension between
protecting children on the one hand and seeing children
as the perpetrators of crime on the other.26 There are a
certain number of publications that “blame” children for
violence or label them as the aggressors. In all cases of
violence in alternative care, even in cases of peer-to-peer
violence, it is important to keep in mind that children are
victims of their circumstances and that the responsibility
for their protection rests solely with adults.27
Finally, the literature examining quality of care in
different settings tends not to focus on violence. This
can be explained again, by the invisibility of violence in
alternative care and, in particular, efforts to defend the
role of residential care.
Each of these issues is complex in its own right and
it is important to recognise that none are the preserve
of any one country or region. More importantly, the
recognition of gaps in our knowledge base should also be
seen as a red flag indicating areas of research that have
been chronically ignored. These gaps have implications
for the development of policy and practice, and it is
important they are filled with robust data and research.
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CHAPTER 2:
CONCEPTUAL FRAMEWORK
This report is based on the definitions and concepts
that underpin our understanding of violence against
children in alternative care. Clear definitions and
concepts enable us to analyse our material in order to
answer our primary question about the way in which
violence manifests in alternative care settings.
Our understanding is based on definitions of violence,
forms of alternative care that present different kinds
of risk, elements of vulnerability and risk that affect
children in alternative care, and the role of quality care
and child protection systems to help mitigate violence
in these settings.
This chapter considers these definitions and concepts,
which together provide a scope and framework for
understanding the research and findings.

2.1 UNDERSTANDING
ALTERNATIVE CARE
Alternative care can be defined as temporary or
permanent full-time arrangements where children are
looked after (night and day) by caregivers other than
their parents.28
The UN Convention on the Rights of the Child and
the Guidelines for the Alternative Care of Children
recognise the family as the “fundamental group of
society and the natural environment for the growth,
well-being and protection of children” (§3).29 In this
sense, children can be considered safest from harm and
violence when their care is embedded within their own
families and communities.30
The Guidelines suggest that, “efforts should be primarily
directed to enabling the child to remain in or return to
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the care of his or her parents” (§3). They also suggest
that the removal of a child should be “a measure of last
resort and should, whenever possible, be temporary and
for the shortest possible duration” (§14).
If circumstances are such that it is not appropriate
or in the best interests of the child to remain in their
family environment, or when it is not possible for the
family to provide adequate care for the child “the State
is responsible for protecting the rights of the child and
ensuring appropriate alternative care” (§5).

care. They recommend that, “states should seek to devise
appropriate means… to ensure [children’s] welfare and
protection while in such informal care arrangements”
(§18). In particular, they advise states to “devise special
and appropriate measures designed to protect children
in informal care from abuse, neglect, child labour and
all other forms of exploitation” (§79).
Informal care was particularly highlighted in the
reports from Sub-Saharan Africa, where in Togo, Benin
and Zambia it was considered a positive traditional and
cultural practice. In recent decades this traditional form
of care has become over-burdened, however, due to
growing poverty and increasing numbers of orphans
due to the effects of HIV/AIDS.32

The Guidelines define a range of alternative care
options:
●●
Informal care arrangements include care by
extended family members, neighbours or friends
(§29b(i)).
●●
Formal care arrangements include care provided
in a residential environment and ordered by a
competent administrative body or judicial authority
(29b(ii)). These arrangements include kinship care,
foster care, other forms of family-based or familylike placements, residential care, and supervised
independent living (§29c).

It is difficult to determine the precise number of children
around the world living informal care. These children
are often not registered and there is minimal data on
their situations and experiences. Of all the countries
assessed, only Zambia offered an estimate of 710,000
children in informal care, versus 4,500 children in
formal care – indicating that it is indeed the dominant
form of alternative care in the country.33

2.1.1 INFORMAL ALTERNATIVE CARE

2.1.2 FORMAL ALTERNATIVE CARE

Although informal alternative care is practiced without
the intervention of the state, the Guidelines emphasise
their responsibilities to protect children in this form of

In Western Europe, where family-based foster care has
a longer tradition it is used more widely than residential

Informal care is widely accepted as an appropriate
alternative care option. In fact, the majority of alternative
care throughout the world is organised spontaneously
between private individuals through informal, socially
accepted practises.31

The Guidelines acknowledge that effective formal
alternative care services require a range of options,
to ensure that children are provided with “suitable”
alternative care to meet their individual needs. These
include alternative care in both residential and familybased settings, which complement each other (§23).

Risk of violence in informal care
The Guidelines recognise the potential of informal

mistreated and abused in their extended families or

care for providing secure and nurturing environments

communities, and had restricted access to health and

for children in family-based and familiar settings, but it

education.

comes with its own risks that require appropriate pro-

In Kenya, the country assessment reported concerns

tection mechanisms (§18).

of sexual exploitation of children under the care of their

The country assessments from Kenya, Malawi and

community or other family members.

Togo provided evidence that such children were vulnerable to child labour, domestic or agricultural work,

Excerpt from Drumming Together for Change, SOS Children’s
Villages, 2014
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care. In Norway the “measure in institutions” reduced
slightly from 2003 to 2011, but during this same period,
“measures in foster homes” had more than doubled.
In other regions, children in formal alternative care are
predominantly cared for in residential care (with a few
notable exception including Kosovo that relies mainly
on foster care):34
●●

●●

●●

Of the estimated 2 million children in alternative
care in CEE/CIS and the Baltics, 800,000 (or 40%)
live in institutional care.35 In 2009 in Armenia
99.5% of children in formal placements were in
residential settings versus 0.5% in foster families;
and in Croatia 68% were in residential care.36
In 2008, UNICEF considered residential care to
be the “most prevalent type of alternative formal
care” in Southern Africa.37 Benin, Kenya, Malawi,
Tanzania, Togo and Zambia reported having
a greater number of residential care facilities
compared to other options, such as foster care.38
In Latin America there were similar findings. In
Argentina 14% of children were in foster care
versus 86% in residential care and in Chile 74%
were in residential care compared to only 26% in
foster care.39

The Guidelines promote the use of family-based settings
and small-group care, particularly for young children
and those under the age of three (§22 and §23). They
make a clear distinction between residential care and
institutional care – a distinction that is often lacking
from research, which tends to conflate the two.
Institutional care is defined as “large” (§23) and is
generally considered to include residential facilities that
care for more than 10 children. Another defining feature
is its “ … organised, routine and impersonal structure
… [resulting in] a professional relationship, rather than
a personal relationship, between adults and children”.40
Due to the sheer size of many of the residential care
facilities surveyed in the country assessments many
could be characterised as institutional.41
It is widely recognised that institutional forms of care
are less able to safeguard and promote the rights of

children; and they can be particularly damaging to the
wellbeing and development of children under three.42
The CRC Committee in its General Comment No. 7
made the following observation:
Research suggests that low quality institutional
care is unlikely to promote healthy physical and
psychological development and can have serious
negative consequences for long term social
adjustment.43
The Committee encourages states to “invest in and
support forms of alternative care that can ensure
security and continuity of care and affection, and the
opportunity for young children to form long term
attachments based on mutual trust and respect”.44
The international movement for the de-institu
tionalisation of children under-three, led by UNICEF
and the OHCHR, has been especially strong. In
recognising the potential harm of institutions for all
children, the Guidelines support the development of
alternatives to allow for the “progressive elimination”
of institutions (§23).
Many of the country assessments illustrate both the
successes and challenges of de-institutionalisation. In
Lithuania, while the necessary de-institutionalisation
policy framework is in place, NGOs have reported
that there is a lack of inter-institutional cooperation
and teamwork between them and the state authorities.
Figures indicate that the number of family placements
has decreased in recent years, while the number of
placements into institutional care has grown year on
year.45
In Armenia the number of children in institutions
decreased from 7,597 in 2006 to 5,093 in 2011.
However, critics have highlighted that the reforms
have not focused enough on shifting to the provision of
services for the child and family, but rather on a simple
mechanical shift in placements.46 A report on residential
care in Zimbabwe noted that despite a clear government
intention to reduce the number of residential care
placements, they had doubled between 1994 and 2004.47
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Children under-three in institutional care
Institutional care is never recommended as a “suitable”

… may have the potential to negatively affect brain

form of alternative care. However, for certain groups of

functioning at the most critical and unparalleled

children it presents considerable risk of harm.

period for brain development, and have long-lasting

Research evidence suggests that:

effects on social and emotional behaviour. 2

… young children in institutional care are more

As a response to this, the Guidelines suggest that

likely to suffer from poor health, physical under

“alternatives” to institutional care “should be developed

development and deterioration in brain growth,

in the context of an overall deinstitutionalization

developmental delay and emotional attachment

strategy, with precise goals and objectives, which

disorders. Consequently, these children have re

will allow for their progressive elimination” (§23).

duced intellectual, social and behavioural abilities

Unfortunately for many children the goal of eliminating

compared with those growing up in a family home.

institutionalised care is far from being realised.

1

In particular it is recognised that for children under the
age of three institutional environments:

1

2

2.2 VIOLENCE
AGAINST CHILDREN IN
ALTERNATIVE CARE
Violence against children can be understood in many
ways. The UN study, describes violence as:
… the intentional use of physical force or power,
threatened or actual, against a child, by an
individual or group, that either results in or has a
high likelihood of resulting in actual or potential
harm to the child’s health, survival, development
or dignity.48
UN reports, as well as national and international studies
have observed and documented the ways in which
children suffer and witness violence; highlighting that
violence against children cuts across boundaries of
culture, class, education, income and ethnic origin.

Browne, K., The Risk of Harm to Young Children in Institutional
Care, London: Save the Children, 2009, p.1.
Referenced in Browne 2009, p.15.

2.2.1 VULNERABILITY

The concept of vulnerability acknowledges that some
children may be more “exposed to the possibility
of being attacked or harmed, either physically or
emotionally”.49
Vulnerability recognises that children in alternative
care may be vulnerable due to their care status.
However, they may also have multiple and overlapping
vulnerabilities to violence, due to their past experiences,
ages, gender, HIV status, ethic group or disability.
In many of the country assessments children were
defined as “orphans and vulnerable children” (OVC).
The term was originally linked to children affected by
HIV/AIDS, but is now considered a more inclusive term
to describe children who have been orphaned or suffer
from a range of vulnerabilities, including extreme
poverty, food insecurity, disability or violence.50

Children in alternative care are recognised as being
particularly vulnerable, however. Without the fundamen
tal protection of their families, and without effective and
well-managed alternative care provision children are
exposed and at high risk of experiencing violence.

Vulnerabilities will not be the same for each child or in
every context. This emphasises the need for “suitable”
alternative care provision to recognise and cater for the
individual vulnerabilities and needs of each child.

These concepts help frame the two lenses through which
we will approach the study of violence in alternative
care: vulnerability and risk.

The concept of risk acknowledges that certain
environments and situations, such as alternative care
can entail “exposure to danger”.51 It recognises that

2.2.2 RISK
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some alternative care environments can be dangerous
for children, and that these risks should be mitigated.
It also puts the onus on those responsible – the state
and care providers – to ensure that alternative care
environments are set up to protect the most vulnerable
children from the risks of harm and violence and
establish quality care.
Children can be at risk in any care setting – within their
own homes, in residential and institutional care, and
in family-based settings, such as foster care. However,
different forms of alternative care present different
kinds of risk, depending on the environment and the
vulnerabilities of the children involved.
There is a widespread consensus that violence is more
prevalent in institutional and residential care than in
foster care, and that children are better protected in their
own homes. A report based on data from 101 helplines
across the world indicates that one in 25 contacts on
abuse and violence against children involved a worker
in an alternative care facility, with physical and sexual
abuse ranking as the most common forms of violence
involving care workers.52
There is some evidence that physical abuse is more
prevalent in residential settings.53 The UN study points
to research that found violence in residential institutions
is six times higher than violence in foster care, and
that children in group care are almost four times more
likely to experience sexual abuse than children in
family-based care.54 This tends to be attributed to the
characteristics of residential settings, including a lack
of appropriate training and qualifications amongst
caregivers. These risks are exacerbated when children
are housed with adults or older children, potentially
leading to physical and sexual victimisation,55 as in the
case of many institutions for children with disabilities.
Our understanding of risk of violence in alternative
care is incomplete, however. There is not as much
international research or data on violence in foster care,
for example, as there is on violence in institutional
or residential care. Additionally, residential and
institutional care tends to be more closely monitored
than foster care, so cases of abuse are more likely to

come to light. This is not only because in many parts
of the world foster care is not as established as other
forms of alternative care, but also because the deinstitutionalisation movement often promotes foster
care, following a basic assumption that violence is more
prevalent in residential and institutional forms of care.
Literature from countries with a longer tradition of foster
care (such as Canada, the UK and the United States)
suggests that violence in foster care is also prominent.
In the United States, a study found that rates of sexual
abuse of children in the foster care system were four
times higher than among the general population of
children.56
As a consequence it is not safe to assume that certain
forms of care constitute greater risk than others. All
children should be provided with adequate protection
that recognises their vulnerabilities and the risks of
their particular alternative care placement.

2.3 CHILD PROTECTION 57
Child protection systems are designed to protect
children from violence and harm. They should be
holistic, multi-disciplinary and multi-sectoral. UNICEF
defines a child protection system as:
… the set of laws, policies, regulations and
services needed across all social sectors –
especially social welfare, education, health,
security and justice – to support prevention and
response to protection-related risks.58
As part of the continuum of care,59 alternative care
involves the “protection and well-being of children
who are deprived of parental care or who are at risk
of being so” (§1). In this sense, alternative care is part
of a holistic child protection system that includes both
preventive and responsive components to protect
children and families.

2.3.1 PREVENTIVE CHILD
PROTECTION
The Guidelines place an emphasis on preventing family
breakdown and implementing measures to empower
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families “to provide adequately for the protection, care
and development of their children” (§34). This entails
comprehensive assessments to be carried out by child
protection services (§39), and effective preventive
services to be in place to assist children and families.60
The Guidelines also place responsibility on governments
to combat poverty, discrimination, marginalisation,
stigmatisation, violence, child maltreatment and
sexual abuse, and substance abuse (§32). In this way
prevention of some of the social conditions surrounding
the incidence of violence are addressed.

2.3.2 RESPONSIVE CHILD
PROTECTION
Responsive child protection comprises effective
procedures to respond to allegations and findings
of violence, exploitation, neglect and abuse. The
Guidelines (in line with Article 37 UNCRC) prohibit

the use of behaviour management or discipline that
constitutes “torture, cruel or inhumane treatment” (§96)
and restricts the use of force or restraints and prohibits
treatment that may harm a child (§97).
Child protection mechanisms include processes for
reporting and receiving complaints (§98), effective
mechanisms for following-up complaints (§99) and
ensuring a culture of nurturing alternative care for
children in need of protection.
Responsible child protection through the provision
of alternative care is also subject to monitoring by
a competent authority to ensure that children are
effectively protected against abuse and exploitation
(§92 and §93). This form of protection of children
in alternative care is discussed in more detail in
chapter 6, and is an intrinsic element in any system of
quality care.
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Violence in the juvenile justice system
The treatment of children regarded as being anti-

Children living or working on the streets are particularly

social or criminal is likely to be more physically and

vulnerable to abuse by law enforcement services.5

psychologically punitive than that of other groups

Indeed, one report has suggested that “force used in

in other environments.1 In some 38 states, corporal

police cars, police stations and police cells is often

punishment – including caning, whipping or flogging –

greater than the use of force by staff in other custodial

is permitted as a court sentence for children. 2

settings”.6

A study of young people in Austria, Cyprus, England,
the Netherlands and Romania revealed that violence
was a common experience in penal detention centres,

1

both as inflicted by staff and between young people.3
Although most countries require the separation of adults
and young people in conflict with the law, in many cases
detention with adults still occurs.4 This leaves children
and young people at a high risk of violence, particularly
at night when there is often inadequate supervision.

2.4 QUALITY CARE
Unlike other rights – such as the rights to survival and
development – the right to quality care is not explicit
in the UNCRC. Rather it is an interpretation of many
rights as defined under the UNCRC and its Guidelines.
Quality care involves the care of a child, whether in his
or her own family or in a form of alternative care, which
enables the child to experience positive, empowering,
stable and caring relationships to ensure full personal
development. Quality care is essentially empowering
and supportive and places the child’s best interests and
rights at the core of every action. Ensuring that children
are provided with quality care means creating an
environment in which they are protected and provided
with a range of services to meet each child’s individual
needs – emotional, physical and educational.
The Guidelines recognise the importance of quality
care and place responsibility on states to “establish
care standards to ensure the quality and conditions
that are conducive to the child’s development” (§23).
In doing so, they state that “special attention should be
paid to the quality of alternative care provision, both in
residential and in family-based care, in particular with
regard to the professional skills, selection, training and
supervision of carers” (§71).

2
3

4
5
6

Pinheiro, S., World Report on Violence against Children,
Geneva: United Nations, 2006.
Global Initiative to End Corporal Punishment 2014.
The Children’s Rights Alliance for England, Speaking Freely:
Children and Young People in Europe Talk about Ending Violence
against Children in Custody, London: CRAE, 2013.
Pinheiro, 2006.
Ibid.
The Children’s Rights Alliance for England 2013.

High quality care requires that the alternative
care setting works effectively, with clear aims and
objectives, confident leadership and [in residential care]
shared objectives.61 It implies not only better services
for children in alternative care, but also a management
style that aims to maximise the welfare of the child.
A system of quality care could be defined as one that
has implemented the Guidelines and in doing so has set
up systems that adequately protect children and nurture
their development.

2.5 SCOPE OF
THE REPORT
In recognising these basic concepts – vulnerability, risk,
child protection and quality care – as the underlying
conceptual framework, this report focuses specifically
on violence against children in alternative care.
It recognises the importance of preventive services in
keeping children with their families and holistic child
protection as part of a continuum of care, and their
primary importance for mitigating violence against
children. However, it also takes the position that while
formal alternative care is necessary and functioning
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over their care and upbringing. The immensity of
subject coupled with the sheer lack of data suggests that
violence in informal care is a subject to be tackled in
its own right. Although the Guidelines include kinship
care as a type of foster care, it was also considered to
be out of scope, due to its similarity to informal care;
although in this situation children are placed with their
families by the state, their placements are rarely subject
to the same oversight as formal foster care.

it is essential to understand how and why violence
manifests within the system and what can be done to
alleviate it.
The report concentrates on violence in formal
alternative care. This includes all forms of foster care,
and residential or institutional care. While children in
informal care are also at risk of experiencing violence,
the underlying issues are somewhat different, given
that they remain within their extended families and
communities, and the state does not have jurisdiction

This report focuses on the following forms of violence:
abuse (including psychological, emotional, physical and
sexual abuse, including sexual exploitation), neglect
(and negligent treatment), harmful institutional practice,
and peer violence.
While other forms of violence, such as violence
in the juvenile justice system and child trafficking
are important, they were largely considered to be
beyond the scope of this report. Juvenile justice is
not considered under the Guidelines, as it is already
covered in international law under the United Nations
Standard Minimum Rules for the Administration of
Juvenile Justice.62 Similarly child trafficking, while a
considerable risk for children in alternative care, as well
as other vulnerable groups, is covered in international
law under the UNCRC’s Optional Protocol to the
Convention on the Rights of the Child on the Sale of
Children, Child Prostitution and Child Pornography.63

Child trafficking
Child trafficking is one of the most heinous violations

In the UK, there is growing evidence that a significant

of children’s rights.

number of unaccompanied children who are placed

While not considered common, there is some evidence

in local authority accommodation subsequently go

that alternative care may be used as a hub for the

missing, and are subject to exploitation by traffickers.3

trafficking of children. The Kenya country assessment

There was evidence in a 2007 study that almost 60%

contained anecdotal evidence that without proper

of trafficked children who were placed in local authority

inspections, some “charitable children’s institutions”

care had disappeared.4

may be used as a “source and transit point for
trafficking”.1
Norway also expressed concern that unaccompanied
asylum-seekers have gone missing from alternative
care. Between 2008 and 2012, 237 children went

1
2
3

missing and it is suspected that some of these children
were victims of exploitation. 2

4

Kenya country assessment, p.13.
Norway country assessment, p.43.
Anti-Trafficking Monitoring Group, Wrong Kind of Victim? One
Year On: An Analysis of UK Measures to Protect Trafficked
Persons, London: Anti-Trafficking Monitoring Group, 2010.
Referenced in Anti-Trafficking Monitoring Group 2010.
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CHAPTER 3:
BACKGROUND TO VIOLENCE
AGAINST CHILDREN IN
ALTERNATIVE CARE
The background to this study aims to paint a picture of
the legal and social context to violence in alternative
care. It illustrates that while there is a legal framework
in place to protect children, lack of information about
their experiences – and indeed who they are – as well
as poor implementation of legislation means that they
remain at risk of violence.
The ways in which children enter alternative care,
their past experiences and their often multi-layered
vulnerabilities also increase the complexity of needs
and the challenges for alternative care to protect them
from violence.

3.1 LEGAL FRAMEWORK
3.1.1 INTERNATIONAL AND REGIONAL
AGREEMENTS
Children are protected in various international human
rights treaties. The principal legally binding mechanism
that identifies the rights of children without parental care
is the UNCRC, the most widely accepted human rights
treaty in history.64 In Article 20, the UNCRC seeks to
protect children “deprived of a family environment”,
outlining their right to “special protection and
assistance” from their governments, including suitable
alternative care.
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There are various articles in the UNCRC that relate to
violence against children, including the right to physical
and personal integrity. Article 19, protects children
against “all forms of physical or mental violence, injury
or abuse, neglect or negligent treatment, maltreatment
or exploitation, including sexual abuse” while in the
care of their parents or “any other person who has the
care of the child”. Likewise, articles 36 and 37 protect
children from exploitation and “torture or other cruel,
inhuman or degrading treatment or punishment”. These
three articles are strongly linked to a broad range of
provisions in the UNCRC beyond those relating directly
to violence: non-discrimination; best interests of the
child; the right to life, survival and development; and
respect for the views of the child.65
Other international treaties, such as the Convention
against Torture and Other Cruel, Inhuman or
Degrading Treatment or Punishment66 and the
Convention on the Rights of Persons with Disabilities67
also partially cover violence in alternative care settings.
Regional treaties reinforce the international framework
protecting children against violence including those
adopted by the Council of Europe, the European Union,
the Organization of American States, the African
Union, and mechanisms established to monitor and
enforce them.
As the only regional child rights treaty, the African
Charter on the Rights and Welfare of the Child is
particularly relevant to protecting children from
violence in alternative care.68 It entitles children
“permanently or temporarily deprived of his family
environment” to “special protection and assistance”,
including alternative care in the child’s best interests.
It also protects children against “abuse and torture”
(Article 16) and “sexual exploitation” (Article 27).

3.1.2 THE GUIDELINES

The Guidelines for the Alternative Care of Children
are non-binding UN-endorsed principles, with no
obligation on the part of states or any other concerned
parties. Instead, they represent desirable orientations for
policy and practice to assist governments in fulfilling
their commitments under the UNCRC and to guide
other actors concerned in developing their programmes.

As Guidelines for states on the management of alternative
care, they are strong in their approach to banning all
kinds of treatment that could result in violence being
inflicted on vulnerable children. For example:
§13 states that in all care settings, children “must
be treated with dignity and respect at all times
and must benefit from effective protection from
abuse, neglect and all forms of exploitation”,
from care providers, peers and others.
§32 highlights that states must pursue
policies that support families in meeting
their responsibilities towards the child. These
policies should, amongst others, promote
measures to “combat poverty, discrimination,
marginalisation, stigmatisation, violence, child
maltreatment, and sexual abuse”.
§37 stipulates that households with legal
guardians “benefit from mandatory protection
from all forms of exploitation and abuse, and
supervision and support on the part of the local
community and its competent services”.
§46 requires that teachers and “others working
with children” should receive specific training
to help them “identify situations of abuse,
neglect, exploitation or risk of abandonment”
and that they should refer these situations to the
competent authorities.
§79 indicates that states should formulate special
and appropriate measures to protect children in
informal care from “abuse, neglect, child labour
and other forms of exploitation”, especially
when the care is provided by non-relatives.
§92 highlights that the accommodation and
supervision provided to children in alternative
care must effectively protect them against
abuse, in conformity with the law and without
constraining their liberty.
§93 stipulates that all alternative care settings
should protect children against abduction,
trafficking, sale and other forms of exploitation.
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§96 says that all disciplinary measures
and behaviour management which could
be considered “torture, cruel, inhuman or
degrading treatment”, including confinement
and other forms of physical or psychological
violence, must be strictly prohibited. It also
urges states to “prevent such practices”, ensuring
that they are punishable by law. This paragraph
also highlights that restriction of contact with
members of the child’s family and should never
be used as a sanction.
§97 stipulates that force and restraint should
not be used “unless strictly necessary for
safeguarding the child’s or others’ physical
or psychological integrity”, and it urges that
restraint by means of drugs and medication
should only be used for therapeutic needs and
never without evaluation and prescription by a
specialist.

3.1.3 NATIONAL LEGISLATION

These international legal frameworks for children’s
rights have helped to push national legislation and
policy. One author described the UNCRC as a “turning
point” in the provision of alternative care in Croatia.69
Increasingly, national frameworks are prioritising not
only the welfare of the child,70 but the rights of children
in alternative care.
The Inter-American Commission on Human Rights has
noted that in Central and South America, “important
efforts have been made to harmonise internal legislation,
public policy and practice with UNCRC and other child
rights treaties”.71 There is evidence across the country
assessment reports that this is also the case in many
other regions.
However, laws and policies are of limited value in the
absence of effective enforcement and implementation.
This is demonstrated by various studies and reports,
which highlight that despite legislative reforms it has
generally been difficult to translate them into practice.
This is reinforced in the country assessments, where the
implementation of legislation was a challenge echoed in
almost all countries.

In Chile there is not one over-arching law or code
that regulates the protection of children. There are
fragmented public policies and legislation on children,
which are interpreted differently by individual
ministries, leading to practical problems in applying
legislation.72
The African country assessments showed limited evidence
of the necessary harmonisation of domestic legislation
or that reforms had been appropriately implemented.73
In Gambia despite the number of laws and policies that
addressed the issue of child protection, their effective
implementation remained a challenge due to financial
constraints coupled with inadequate human resources.
As noted in their assessment report “this situation has
a direct impact on the realisation of the rights and the
protection of the most vulnerable children”.74
Research suggests that, while causal relationships are
difficult to demonstrate, the presence of a robust legal
framework for the protection of children and young people
is essential in driving the development of a protective
care system. However, where legal frameworks are not
in place or inadequately implemented, children remain
at considerable risk of violence, without safeguards for
their protection.

3.2 THE POPULATION
OF CHILDREN IN
ALTERNATIVE CARE
There is limited information and knowledge on
children living in alternative care or in need of care and
protection. Global figures can act only as estimates of
the true scale of children in need.
In 2012, UNICEF estimated that 150 million children
worldwide had lost both their parents.75 However, it has
been suggested that least 80% of children in institutional
care have at least one parent alive,76 and many orphans
will never enter formal alternative care as they are cared
for by their extended families. Therefore, the best estimate
we have for children in need of alternative care is an
extrapolation based on the estimation that 1% of children
worldwide (24 million) are living without parental care.77
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Disability of the child
Behavioural issues of the child
Violence (domestic violence, abuse and/or neglect
of the child, exploitation, etc.)

There are also few reliable figures on how many
children are in the different forms of alternative
care, although attempts have been made to provide
estimates. UNICEF has estimated that more than 2
million children live in institutional care facilities
around the world,78 while other evaluations indicate the
number may be closer to 8 million.79 The disparity in
these figures – even the highest of which is considered
to be an underestimate – gives an indication of the lack
of reliable statistics on the situation of children without
parental care worldwide.

Many of the reasons children enter alternative care are
preventable: the Guidelines promote the importance
of preventive services to mitigate the need for family
separation (IV). In particular, poverty is highlighted as
an inadequate justification for removing a child from
family care (§15).

On the one hand, this lack of data is due to the poor
national systems for collecting data on children in
alternative care; on the other, it points to a more
general problem of discrimination, stigmatisation and
marginalisation of children in alternative care.

However, where there are ineffective preventive ser
vices and social support, poverty – often in combination
with other factors, such as disability or HIV81 –
becomes a strong determinant for a child’s entry into
alternative care.

Despite this paucity of data, this section uses the material
that does exist, alongside national data gathered by the
SOS Children’s Villages country assessments to show
some regional tendencies and trends in alternative care
provision,80 which begins to shed some light on the
complex interplay of factors that affect a child’s risk of
experiencing violence in alternative care.

A number of reasons are more prevalent in some regions
or contexts than others: HIV for example is widespread
in some parts of Sub-Saharan Africa and has led to
considerable hardship whereby families have been
unable to continue looking after their own children
without adequate support.82 Similarly, emergency
situations such as armed conflict or natural disasters,
which can devastate communities and give rise to mass
migration, are also more prevalent in certain areas and
during certain periods of time.83

3.2.1 REASONS FOR ENTRY INTO
ALTERNATIVE CARE
The reasons cited for children entering alternative care
provide a significant insight into the child population
and their characteristics. They also provide some
indication of the challenges and vulnerabilities children
in alternative care are likely to face.

●●
●●
●●

Although countries regulate entry into alternative care
differently and therefore categorise the reasons for
entry differently, there are some common reasons for
entry into alternative care that were found in all regions
and also cited in the literature reviewed.

Other reasons are more global, such as mental health,
disability, behavioural issues and violence. In the
UK it was estimated that 50–90% of parents on a
social worker’s caseload have either mental health
problems or issues with substance or alcohol abuse.84
Such families tend to have complex needs, with many
children also exhibiting difficulties that need to be
assessed and managed.85 Yet, mental health services are
globally chronically under-performing, with inadequate
resources in most countries.86

The most common reasons for entry into care included:
●●
Poverty
●●
Parental death or separation (due to migration,
armed conflict or natural disasters)
●●
Illness or disability of the parents (especially due
to HIV/AIDS in Sub-Saharan Africa)
●●
Mental illness or substance abuse of parents

Of the 21 country assessments, 13 listed disability
as a “root cause” of alternative care, including all
eight African countries. Children with disabilities are
separated from their families not only because of an
often deeply entrenched shame and stigma attached to
disability, but also because families are given inadequate
support to care for their children. In the absence
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3.2.2 CHARACTERISTICS OF
CHILDREN IN ALTERNATIVE CARE
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Not only do children in alternative care lack the
protection of a caring family, but they often experience
multiple traumas, ranging from abuse and armed
conflict to natural disasters.93 Their circumstances may
result in attachment disorders, cognitive impairment,
and mental health problems such as anxiety and
depression.

of sufficient support, they are often encouraged to
surrender their children to institutions, even as babies.87
Behavioural issues can lead to children entering
alternative care: in Norway 8.8% of children are placed
in alternative care because of behavioural issues.88
This was also alluded to in African reports, such as in
Kenya, where children – especially boys – were over
represented in ‘public care centres’ that consist of
‘rehabilitation centres’, ‘children remand homes’, rescue
centres, and drop-in centres.89 Challenging behaviour in
children can lead to inappropriate responses by parents
and caregivers, potentially leading to violence.
Finally, previous experiences of violence can lead
children to enter alternative care as a protective
measure. In 15 out of 21 country assessment reviewed,
violence was a primary cause for entering the care
system – meaning these children were either victim or
witness of violence before entering alternative care.
In Colombia it was estimated that 21% of children were
in alternative care because of maltreatment and 11.6%
due to sexual abuse.90 In Bosnia and Herzegovina and
Croatia, over 50% of children entered alternative care
because of neglect and in Argentina, an alarming 70%
of all children were placed in alternative care because of
previous experiences of violence.91 In one Polish study,
young people from residential institutions in Warsaw
were five times as likely to witness violence between
adults, most often their family members, as their peers
who were living with their families.92

The circumstances and characteristics of many children
who enter the alternative care system, consequently play
a role in the violence that they may experience while in
care. Factors such as age, gender, disability, ethnicity,
reasons for entering the care system, and previous
experiences of violence can all have an influence on
their level of vulnerability.
Age and gender

The age and gender of children in alternative care can
affect their level and type of vulnerability. As discussed
in the conceptual framework, children under three
years old are particularly vulnerable to developmental
delays when placed in institutional care.
However, as data on children is often not disaggregated
by age and gender – mentioned specifically in the country
assessments from Armenia and Chile – knowledge of
the child population and the ability to plan for particular
vulnerabilities is limited.
Where data is available different countries paint very
different pictures. In Lithuania, for example, 67.3% of
all children in alternative care were between 10 and
17 years old – a relatively old population considering
figures from other countries.94 In Chile, approximately
22% of children in state-controlled alternative care
were under five,95 while in Argentina this figure reached
26%.96 In Paraguay over 50% of children in alternative
care were under three years old.97
Many country assessments, such as Armenia, Paraguay,
Benin and Malawi, indicated more or less equal numbers
of boys and girls in alternative care, but in some
countries a particular gender dominated in a certain
type of alternative care. As mentioned, in Kenya, boys
clearly dominated in “public care centres”.98
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Exactly what role age and gender play in the
vulnerability towards violence in alternative care is
still an open question and research is deficient. What
is clear, however, is that there are powerful social
assumptions about who is most likely to experience
violence in alternative care – girls rather than boys,
younger children rather than older – that cause other
groups to be forgotten. It may be for this reason, that
violence experienced by adolescents has typically been
underestimated,99 or that violence against boys is often
disregarded.
Children of ethnic minorities

Data on the ethnicity of children in alternative care
is often not available in the central databases of
governments, or at times even the individual files of
children. It would be necessary to conduct in-depth
research to develop an accurate picture.100 However,
where research has been carried out, it demonstrates
that in some countries there is a significant overrepresentation of ethnic minority children.
In Norway, children who have immigrated or who have
parents that immigrated are over-represented in the
alternative care system.101 In CEE/CIS countries, ethnic
minorities represent a disproportionately large number
of children in the alternative care system. A recent
study in six- EU member-states, illustrates the dramatic
over-representation of Roma children in institutions.102
The picture is not uniform, however and other studies
have produced findings indicating that the overrepresentation of ethnic minorities is not so significant.103
What we do know is that children from ethic minorities
may experience particular forms of violence, or may be
discriminated due to their ethnicity. This issue will be
discussed further in chapter 5.
Disability

Children with disabilities tend to represent a large
proportion of children in alternative care, particularly
in residential and institutional care. In Eastern
Europe and Central Asia, around a third of children
in residential care were classified with a disability in
2007.104 Even in countries where foster care exists, it
is often not available to children with disabilities.

In Croatia, the “majority of children in [residential
care] are children with disabilities and children with
behavioural disorders, while children without parental
care tend to be placed in foster care more frequently
than in children’s homes”.105
In Latin America there were few figures on children with
disabilities. However, there was significant anecdotal
evidence from leading child rights organisations that
expressed concern at the over-representation of children
with disabilities in institutional care. They also indicated
that children with disabilities spend on average much
longer in institutions, sometimes their whole lives. This
is corroborated by a UNICEF study of Latin America,
which indicates that in several countries, children with
disabilities represent a significant proportion of children
in institutional care.106
Disability has an influence on a child’s vulnerability to
violence and will be discussed further in chapter 5.
Behavioural issues

Focusing on behavioural issues is significant because
it places a degree of “blame” on children and young
people for their placement. It reduces complex problems
associated with the children’s wellbeing and need to
“behavioural issues” that remove responsibility from
adults.
Characterising children with behavioural issues as
challenging or to blame for their treatment, may incite
a certain prejudice against children in alternative care;
at the worst, in countries where corporal punishment is
acceptable, it may lead to a more heavy-handed attitude
in alternative care professionals.
Furthermore, children with behavioural issues may
exhibit challenging conduct while in alternative care
that, when left untreated or unattended, may manifest
itself as aggression against care providers, peers or
themselves. There is research evidence that supervision
in care settings is not always adequate and that staff
are not always clear on how best to respond to children
and young people whose behaviour is putting them at
risk,107 a situation that results in children being placed at
further risk of violence in both alternative care settings
and the community.
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CHAPTER 4:
FORMS OF VIOLENCE,
CHILDREN’S PERCEPTIONS
OF VIOLENCE AND THE
EFFECTS OF VIOLENCE IN
ALTERNATIVE CARE
Identifying the specific nature of violence against
children in alternative care, whether in institutions,
residential care, or in foster care, is complex. This is
due to the lack of research on violence against children
internationally and the fact that this kind of violence
is often still hidden, unrecognised, or even sanctioned.
This may appear surprising given the attention given
to cases of historical abuse in institutional care in
countries like the UK, Ireland and the USA.108

A wide range of data is needed, but “information on
violence against children remains sketchy in both
coverage and scope”.109 In Croatia a 2011 report by the
Ombusds-woman for Children stated that “violence in
residential care facilities remains invisible, and in some
of its forms, inadequately recognised”, even though
“sporadically children and/or parents turn to the media
to launch the investigation of cruel and degrading
behaviour in child care institutions”.110
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For the purposes of this report, we consider violence
against children to include all forms of abuse or neglect
that may be perpetrated by anyone – adult or child –
who has contact with children in alternative care.111
In this chapter we describe these forms of violence
and reflect in more detail upon harmful institutional
practice, which makes violence a part of the alternative
care system, and peer violence, which involves violence
being perpetrated by other children in alternative care.
The chapter then goes on to discuss the importance
of children’s perspectives, views and perceptions in
informing our understanding of violence; in particular
the role of harmful institutional practice and peer
violence on their daily lives.112 It concludes with an
assessment of the available evidence indicating the grave
effects of violence on children’s future development and
wellbeing.

4.1 ABUSE
Abuse of children is defined as an action or intentional
omission that causes physical or psychological
harm.113 It can take many forms; sometimes referred
to as maltreatment, it includes physical, psychological,
emotional, and sexual abuse (including sexual
exploitation).

Child labour
Child labour is largely driven by vulnerabilities
caused by poverty, and often children without
parental care are forced to find work. According
to UNICEF, “violence in the home, at school or
in institutions can drive children to run away and
become vulnerable to child labour”.1
The Kenya, Malawi and Togo country assessments
provided evidence that children in informal or
kinship care were vulnerable to child labour.
Guardians sometimes exploit children in their care
as domestic workers or to labour in the agricultural
or commercial sectors.
1

UNICEF, Child Labour and UNICEF in Action: Children at the
Centre, New York: UNICEF, 2014.

PHYSICAL ABUSE

Physical abuse in alternative care involves acts of
physical force against a child by another child or an
adult, which cause physical harm or injury or have
the potential for “harm to the child’s health, survival,
development, or dignity”.114
There is a broad range of actions that are considered
physical abuse, including: hitting, beating, grabbing,
kicking, choking, pulling hair, shaking, biting,
strangulation, burning, and assault with an object or
weapon.
Physical abuse can be the result of corporal punishment,
which is commonplace in many parts of the world.
Children living in alternative care are highly vulnerable
to physical abuse, especially under the guise of
“discipline”. As of October 2012, 52 states explicitly
prohibit corporal punishment of children in residential
and institutional care, while only 40 prohibit corporal
punishment of children in all formal foster care.115
At least 123 states have no prohibition of corporal
punishment in any form of alternative care or day care.116
Physical restraint – whereby adults use physical force
to protect children from doing harm to themselves or
others – is a highly contested practise and in some
instances borders on physical abuse. The Committee
on the Rights of the Child117 and the Guidelines118 allow
for physical restraint in some cases, but emphasise
that it should be applied with caution under the direct
supervision of a skilled professional. Studies have
found that if physical restraint is applied poorly or in
inappropriate circumstances, it can easily slip into
abuse.119 It is associated with injury to children, young
people and staff and unwarranted and excessive use of
restraint has been a feature of inquiries into abuse in
residential care.120

PSYCHOLOGICAL AND EMOTIONAL
ABUSE
Physical abuse in alternative care is often coupled with
psychological and emotional abuse. In Armenia a survey
of violence in alternative care structures revealed that in
residential care 44% of the children surveyed suffered
from both physical and psychological abuse.121
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Emotional and psychological abuse also includes a
wide range of behaviours, for example: bullying, verbal
abuse, ridicule, degradation, humiliation, psychological
domination or control, isolation, confinement, restricting
family visits, sleep deprivation, destruction of personal
belongings, and degrading and menial labour.

It is perhaps this disconnect and lack of strong
relationships that puts children in alternative care at
particular risk of facing sexual abuse outside the care
setting: there is substantial evidence that residential
care settings may be targeted by abusers in the wider
community.126

While there has been limited research specifically on
emotional and psychological abuse in alternative care, it
is very much associated with harmful practices applied
in these settings. For example, the country assessment
in Peru indicated cases of emotional and psychological
abuse in the guise of “corrective actions” including:
limitation of free time, banning of preferred activities,
imposition of domestic work, suppression of food,
restriction on study time and family visits, as well as
humiliating punishment.

NEGLECT

SEXUAL ABUSE

Children in all forms of alternative care are at risk
of sexual abuse, even in situations where there is no
evidence of apparent physical abuse.
As with other forms of abuse, sexual abuse may be
more widespread in residential or institutional care
settings. A study in the Netherlands found that children
and adolescents in residential care are at increased risk
of child sexual abuse compared to children in foster
care.122 Authors suggest a reason for this may be that
in large care settings with many children and care
providers working in shifts, the lack of individualised
and continuous care make it difficult to establish and
maintain stable relationships with both care providers
and peers, leaving children more exposed to sexual
abuse.
However, in the United States, studies found that rates
of sexual abuse of children in the foster care system are
four times higher than among the general population
of children;123 with other recent reports echoing these
findings in other parts of the world.124
Girls are especially vulnerable to sexual abuse in
alternative care. A study of violence in children’s homes
in England, found that girls were three times more
likely to experience sexual violence than boys, and also
the severest forms.125

Although neglect is one of most common forms of
violence experienced by children in alternative care,
it is often overlooked. It can be defined as the failure
to provide for child development, when in a position to
do so, in one or more of the following areas: nutrition,
clothing, supervision, and medical care.127
Neglect in alternative care can only occur in cases
where reasonable resources are available to provide for
children and therefore it is difficult to measure, resulting
in a lack of international research evidence. However,
the consensus seems to be that neglect is widespread,
especially in residential and institutional settings.
In addition to other concerns, many children in
large-scale institutions face problems of neglect
caused by poor quality standards.128 This includes lifethreateningly poor nutrition, hygiene and healthcare,
lack of access to education, and a chronic lack of
physical and emotional attention and affection. The
Committee on the Rights of the Child has also noted
this on several occasions across Latin America, Africa
and Asia.
Several reports indicate the neglect of children in
relation to medical treatment. A study of the situation
of children in alternative care in Latin America found
that children were often either denied medical treatment
or it was delayed.129 The Benin country assessment
indicated that children were given inappropriate
health remedies such as herbal tea, prayers, or referral
to unqualified and un-licensed physicians.
Children with disabilities may also face significant
neglect in institutions. Research has found that
compared to their non-disabled peers, children with
disabilities are 1.8 times more likely to be neglected
and 2.8 times more likely to be emotionally neglected
in institutions.130
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Neglect of the mental health needs of children and
young people living in alternative care is also an
emergent problem. There is a growing body of research
demonstrating the high level of mental health problems
amongst children living in alternative care,131 ranging
from the trauma experienced by the victims of war and
displacement, to the psychological effects of family
rejection or different forms of abuse. Equally, research
indicates that, internationally, there is a lack of sufficient
and appropriate services.
Neglect in the form of lack of supervision is also an
issue of concern. Research shows that the supervision
in alternative care settings is not always adequate and
that staff are not always clear on how best to respond
to children and young people whose behaviour puts
them at risk. In a survey of adolescents living in foster
care in the UK, it was found that they are not always
supervised, even when carers have known that they are
vulnerable to sexual abuse and exploitation.132

4.2 HARMFUL
INSTITUTIONAL
PRACTICE
Harmful institutional practice refers to all forms of
abuse and neglect that occur on a regular basis and as the
result of a care “regime” imposed by adult caregivers or
staff. It can be particularly brutal, as the violence usually
occurs over prolonged periods of time or throughout the
duration of an alternative care placement.
Instances of harmful institutional practice have been
well documented around the world, and the list is
alarmingly long.133
A Romanian study found that 38% of seven to 18-yearolds in residential care reported severe punishments or
beatings.134 A report for the Committee on the Rights
of the Child in Kyrgyzstan found that children living in
institutional settings were beaten, forced to do physical
exercise and deprived of sleep.135
In Kazakhstan, violence by institutional staff, for the
purpose of “disciplining” children was found to include

beatings with hands, sticks and hoses, and hitting
children’s heads against the wall, restraining children
in cloth sacks, tethering them to furniture, locking them
in freezing rooms for days at a time and leaving them
to lie in their own excrement.136 Armenia’s country
assessment made reference to a baseline study carried
out in four of the country’s institutions, where children
indicated that they had been beaten, humiliated in front
of their peers or forced to stand in a corner. The survey
indicated that teachers had ignored 10% of the children
when they reached out for help.137
In Latin America, similar patterns of violence have been
revealed.138 In institutions, punishment can quickly turn
into serious cases of abuse, for example when children
are deprived of their liberty, restricted family visits,
physically punished or humiliated, made to stand or
kneel for hours, or even kept in solitary confinement.
It was also found that this form of punishment was
even more serious in the case of children with mental
disabilities.
Paraguay revealed cases of children being locked in
their rooms after bedtime, with no facilities to relieve
themselves in a toilet, so they had to go on the floor or
in a container.139 In Benin, a survey found that children
in residential care were regularly subject to corporal
punishment (caning and hitting), deprivation of food,
and additional [domestic] duties.140
A recent study on the emergence of residential care
programmes in Spain indicates that residential care
had been identified as inadequate by the authorities;
operating a severe disciplinary regime.141 In the UK,
official enquiries into historical abuse have identified a
range of such practices.142 These may include both acts
of physical or sexual violence, or deprivation of food,
liberty or contact with families.143 There is on-going
evidence that some residential institutions may still
operate regimes that are violent as well as neglectful in
meeting young people’s needs.
In some cases, this type of violence will be under the
guise of “treatment”. The UN study on violence against
children indicates that electric shocks are used as an
“aversive treatment” to control children’s behaviour in
some institutions, while psychiatric drugs are used to
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“dominate or coerce” children. Drugs may be prescribed
by doctors without a prior diagnosis of a psychiatric
ailment that would justify their use.144
A comparative study of the use of psychotropic
medication for a sample of young people in alternative
care in the US, found those in residential settings
to be more likely to receive medication than those in
foster care; attributed to a more medicalised model in
residential care versus the psychosocial approaches
which tend to be used in foster care.145
In some states of Argentina, 68% of all institutions
report to be using psychiatric drugs on children and
young people, with this number rising to up to 93%
in the case of specialised facilities for children with
disabilities.146 Children with disabilities may also be
subject to violent medical interventions, such as electric
shock treatment.147
The practice of institutionalising children with
disabilities together with adults is also an alarming
trend in some countries. It was mentioned in the
country assessments of Paraguay and Croatia. In these
cases, children with disabilities face an increased risk
of suffering from physical and sexual abuse.
The causes for such levels of harmful institutional practice
have mainly been attributed to: the size of institutions;
the mixing of different age groups; the lack of resources;
poor management and lack of support to management;
lack of clear aims and objectives; and poorly trained
residential staff.148 Other studies attribute it to the closed
and often isolated nature of institutional care and the fact
that many resident children are unaware of their rights
and are powerless to defend themselves, with children
with disabilities often being the most vulnerable.149 There
are also examples where staff perpetrators deliberately
created institutional environments that promoted abuse.150

4.3 PEER VIOLENCE
Peer violence refers to the different forms of violence
that are inflicted on children in alternative care by other
children. Until recently, this manifestation of violence
had been widely ignored.

From the 1990s, as children’s voices were slowly
included in studies on violence in alternative care, it
became apparent that peer violence is a serious issue
for children. According to children and young people,
this is one of the most significant ways they experience
violence in alternative care and it is a form of violence
that tends to be underestimated by carers.
Although, there is a gap in specific research on this
subject, a few studies demonstrate its significance.
Research in England has shown that children in
residential care are at greater risk of physical and sexual
assault from their peers than from staff.151 An analysis
of 223 questionnaires from children in 48 different
children’s homes found that 13% of children had been
sexually assaulted by a peer and 40% had been bullied.152
Research on state-run institutions in Kazakhstan
reported that nearly 43% of children in shelters and
50% in orphanages and institutions reported witnessing
violence among children. Between 40% to 80% of staff,
working in different types of institution (including
infant homes, facilities for children with disabilities,
and correctional facilities), reported violence between
children.153 In the United States, abuse was confirmed
for 12% of all children in homes, with an alarming 70%
of the perpetrators being other children.154
It is important to emphasise that peer violence is a
product of institutional life and/or children’s experience
of past abuse and violence, and not the sole responsibility
of the child perpetrators. The UN study indicates that
children are particularly vulnerable to peer violence in
residential and institutional care when conditions and
staff supervision are poor. Lack of privacy and respect for
cultural identity, frustration, overcrowding, and a failure
to separate particularly vulnerable children from older,
more aggressive children often lead to peer violence.155
One of the few studies on peer violence in residential
care has also pointed to the importance of the dynamics
of the residential peer group and its norms in shaping
violence amongst residents.156 Young people residing
in residential care were found to have their own rules,
with hierarchy (“top dogs”), age/maturity, and time in
placement (the “new” kids being tested) all playing a
role. A normalisation of violence was also identified,
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with young people perceiving that violence depended
on their place and role within the peer group.
In the same study, young people identified deprivations
(such as lack of pocket money, quality of food, or school
equipment), stigmatisation, and frustration, as well as
poor relationships with staff as vital factors that influence
the relationship between the group and peer violence
amongst residents. Furthermore, young people reported
they often felt ignored by staff or that they made decisions
considered to be illegitimate and unfair. They also
reported incidents of staff violence amongst residents as a
means of punishment. But above all, young people stated
that they did not respect staff and would never confide in
them if they were subjected to peer violence.

4.4 VIEWS AND
PERCEPTIONS OF
CHILDREN AND YOUNG
PEOPLE ON VIOLENCE IN
ALTERNATIVE CARE

Children are victims of their circumstances and child
perpetrators of aggression or violence should not be
treated as adult perpetrators. Unlike adults, children
are developmentally not capable of the same kind
of intellectual capacity for reasoning, planning and
understanding the implications of their actions.158 Once
the situation of violence has been interrupted and
measures have been taken to protect the victim, it is
critical that a child perpetrator be guaranteed access to
specialised therapeutic services. Treatment and recovery
are critical to stopping patterns of repeated violence.

© Jens Honoré

Similar circumstances and conditions can also be
found in foster care. A study of foster care in England
revealed that the biological children of foster carers had
abused 4.5% of children in the study.157 A sample of 133
children maltreated while in foster care found that in a
fifth of cases, they had been sexually abused by other
children, including other fostered children (in a half of
these cases), siblings, the foster carers’ children or other
unrelated children.

Despite the growing recognition of the severity of
violence against children in alternative care, there is
still limited specific research on how children and
young people view the issue. There is widespread
recognition of the importance of children’s views, and
a growing body of research on how they experience
the alternative care systems in different countries.159
Studies can also be found on how to support children to
express their views of risk and protection,160 and on the
needs of specific groups of children in care in relation
to their disabilities, sexual orientations, minority status
or when leaving care.161
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This kind of research provides considerable insight into
the forms of violence children experience and also gives
voice to a population of children who may otherwise
remain invisible and voiceless. Listening to the voices
of children and young people is not only the right thing
to do; it can also play a vital role in identifying the issues
surrounding violence against children in alternative
care, as well as the solutions.
A contribution to a consultation process from England
indicated that of all the different types of violence
they face, violence against children in both foster care
and residential care was of concern to children. The
children in foster care indicated that they were “keen
for social services to check on their welfare regularly
and see them in private: some were, tellingly, even
worried about the consequences about coming to the
consultation”.162 The list of things they wanted social
services to check included: “that they were not being
beaten”, “that they were eating properly” and “that they
felt safe with their carer”. All these are telling of some
abuse and neglect in their foster placements.
In the same study, children in residential care had strong
and worrying things to say about the way residential
staff used physical restraint. Their experiences included
being restrained after avoidable conflicts for trivial
reasons or as a means of punishment, and they described
being restrained by dangerous or painful methods, such
as being sat on or having their arms wrenched behind
them. They proposed a number of restrictions on the
practices, including asking children before a placement
how they liked to be calmed down or treated when they
were upset.
One boy said on restraint:
It makes you feel like you’re nothing.
People holding you down brings bad
memories. It’s horrible.
During a violence consultation in the Middle East
and North Africa children also discussed violence in
institutions. Two children, from Sudan and Tunisia,
talked about the physical and psychological abuse
they experienced in institutions, which included being
“exposed to all sorts of violent acts such as pulling
out nails [and] stand[ing] in the sun for long periods

for time”. Their recommendations for how to stop
it included creating legislation, which abolishes all
forms of violence. Children from South Asia and the
Caribbean also highlighted the importance of legislation
protecting children and young people from violence in
institutions.163
Children’s views can also inform the way we think
about violence and define it. One study examined the
meanings assigned to violence by young people in
institutions.164 It considered children’s experiences in
Finnish reform schools, which are part of the social
welfare system, not a juvenile detention centre. The
young people defined violence as an “elusive and
ambivalent concept because it refers to different forms
of behaviour and relationships with various contextual
meanings, even though popular notions tend to represent
it as a stereotypically universal phenomenon with an
evil perpetrator and an innocent victim”.165
In that same study, young people also suggested that
violence needs to consider dimensions of gender as
boys’ and girls’ positions are often different: girls were
considered victims or passive observers of violence and
boys reported that group violence for example functioned
as creating respect and internal hierarchy in residential
centres. The authors suggested that certain practices
maintain violent relationships in residential care and
these include small incidents such as how male staff
members interpret girls’ behaviour, to what extent it is
understood that “boys will be boys” and the “accepted”
behaviours that go along with this abuse/violence.166
Other findings have also highlighted the importance of
gender in violence against children in alternative care;
noting that understanding exactly how gender influences
the experience of violence by listening and documenting
young people’s accounts is crucial. It helps to challenge
existing assumptions and “normalised” behaviours in a
variety of institutions and environments.167
Given the general lack of reporting of violence and
children’s own views on the issues it is clear that more
information is needed about what prompts children
to seek help, what makes them reluctant to do so and
what might encourage them to seek support. It was by
incorporating their views, for example, that bullying
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and other forms of peer violence first came to light.
Children and young people with alternative care
experience are experts in the daily challenges of living
in alternative care and no study would be complete
without their views.168

4.5 THE GRAVE EFFECTS
OF VIOLENCE ON
CHILDREN
Violence against children has devastating consequences
for their health and wellbeing, both in the present
and in the future, as it threatens their survival and
development. The Committee on the Rights of the
Child has captured this toll, including:169
●●

●●

●●

●●

●●

●●

●●

Fatal or non-fatal injury (possibly leading to
disability)
Health problems (including failure to thrive,
and lung, heart and liver disease and sexuallytransmitted infections in later life)
Cognitive impairment (including impaired school
and work performance)
Psychological and emotional consequences
(feelings of rejection, impaired attachment, trauma,
fear, anxiety, insecurity and shattered self-esteem)
Mental health problems (anxiety and depression,
hallucinations, memory disturbances and suicide
attempts)
Risky behaviours (substance abuse and early
initiation of sexual activity)
Developmental and behavioural consequences
(non-attendance at school, and antisocial and
destructive behaviour, leading to poor relationships,
school exclusion and conflict with the law)

This research also found that the consequences of
violence are lasting and severe. Physical abuse often
causes some form of harm or injury, and can result in
disability or even a child’s death.
Psychological, emotional, and sexual abuse often have
highly traumatic effects on children. A recent study
revealed that “prolonged or excessive exposure to fear
and anxiety can cause levels of stress that impair brain

development, early learning and later performance in
school, in the workplace and the community”.170 When
consulted about emotional violence, children and young
people in England indicated it made them feel like they
are “not worth anything”, or like “less of a person”.171
The same have been echoed in studies in Eastern
Europe, where substantial evidence has been gathered
on the impact of institutional neglect on the health and
development of children in alternative care. It has been
found that overcrowded environments lead to a lack
of stimulation and opportunity for children to develop
“warm and continuous” relationships with caregivers.172
This can result in serious developmental delays and
long-lasting consequences and effects on children.

4.5.1 CYCLES OF VIOLENCE

Cycles of violence refer to the phenomenon whereby
children who experience violence may themselves
become aggressors. One established finding in the
psychological literature on aggressive and violent
behaviour is that “violence begets violence”: once
violence becomes a part of a child’s life, it tends to recur
in different settings, and may even be passed from one
generation to another.173
Children who grow up in institutions where violence
is rampant are more likely to engage in aggressive
behaviour, become involved in crime or prostitution,
inflict self-harm, or commit suicide.174 Indeed, research
shows that much of the violence experienced by children
in alternative care is peer violence.
There is also evidence that the vast majority of children
who sexually harm other children have been subjected
to multiple forms of abuse and neglect within their own
families and that this could contribute to the onset of
sexually harmful behaviour.175 One study reveals that
around 55% of adult sex offenders admit to committing
their first offences during their youth.176
If quality alternative care systems are not in place to
address their emotional and physical needs, cycles of
violence are likely to continue throughout alternative
care placements, and long after children and young
people have left care, perpetuating violence in future
generations.
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CHAPTER 5:
SOCIAL CONDITIONS THAT
LEAD TO VIOLENCE AGAINST
CHILDREN IN ALTERNATIVE CARE
The preceding chapters have illustrated the forms
and extent of violence observable in alternative
care systems across the world. In the “background”
chapter, we painted a picture of the alternative care
population – vulnerable children in need of support,
consideration and protection. In the “forms of violence”
chapter we provided evidence of the extent and types
of violence suffered by children in alternative care
settings, their perceptions of violence and the effects
violence can have on their long-term development and
wellbeing.
In this and subsequent chapters we move on to the
questions of why and how violence manifests in the
alternative care system, and begin to unravel some of the

challenges that face alternative care policy and practice.
This chapter describes some of the social and cultural
factors that lead to an acceptance or tolerance of violence
against children. These include violence in families
and communities, which has implications for tolerance
of violence in children and young people; the social
acceptance of violence against children; and levels of
discrimination against particular groups of children.
These factors combine to make children more vulnerable
to violence in alternative care settings, and provide a
starting point for considering advocacy measures and
policy changes that could help to protect them.

Chapter 5: Social conditions that lead to violence against children in alternative care

5.1 VIOLENCE
IN FAMILIES AND
COMMUNITIES
Children may experience various degrees of violence
in their families. While the family has the potential to
be the single greatest protection against violence for a
child, it can also be a place of violence.
The Gambia country assessment pointed out: “It is
important to recognize the fact that not all families
are caring and protective of their children or provide
the love, warmth and enabling environment children
require to reach their fullest potentials in life. Abuse,
neglect, and the exploitation of children at the hands of
family members is not uncommon”.177
Five years after the UN study, a follow up survey
reported that across regions, reports of violence against
children in the home are rising in certain countries.178
The United Kingdom, for example, reported a record
16,385 serious cases, many of them of severe neglect,
to police or social services in 2010–2011, a 37% rise
from the previous year. In Taipei, government statistics
show that child abuse cases increased by 30% between
2005 and 2009.179
According the UN study, it is estimated that annually
133 to 275 million children witness violence in the
home on a frequent basis, usually in the form of
fights between parents.180 Domestic violence is often
accompanied by violence against children. Dutch
studies have estimated that 30 to 70% of children
with abused mothers are also subject to violence.181
Research suggests that children living in situations
of gender-based domestic violence may be considered
victims of violence, since they directly suffer the
consequences, not only physical and emotional, but
also those “resulting from having lived and formed
their personality in an atmosphere of inequality of
power”.182
High levels of physical punishment may also be
associated with social and cultural norms. The UN
study indicated that in all regions of the world between
80% and 98% of children suffer physical punishment

in their homes, with a third or more experiencing
severe physical punishment resulting from the use of
implements.183 In 2014 a UNICEF survey suggested
that almost 60% of children (1 billion) worldwide
between the ages of two and 14 are regularly subjected
to corporal punishment by their caregivers.184
A 2011 report by UNICEF in which the use of violent
discipline by parents was studied in 37 low and
middle-income countries found that, “on average,
86% of children experienced physical punishment
or psychological abuse, and 17% experienced severe
physical punishment”.185 A study of children’s views
in a residential setting in Botswana found corporal
punishment to be a regular occurrence, and attributed to
“normal parenting practices”.186 While in Ghana, among
children ages 10 to 16, approximately 62% of children
reported beatings by their parents, most frequently
with a cane.187 In Latin America physical abuse is
often an “accepted form of discipline”, with corporal
punishment being used frequently in alternative care
institutions.188 In Peru, a survey in which women were
asked about the forms of punishment used to reprimand
children, the most common forms of punishment cited
were hitting and slapping.189 In that survey, 24.4% of the
women interviewed believed that corporal punishment
was necessary in order to discipline their children.
Children and young people also experience violence in
their communities. They often witness violence – such
as gang related violence and armed conflict – and suffer
abuse at the hands of community members, and often
from individuals they should be able to trust, such as
teachers, religious leaders and the police.
In Kenya, a national survey found that parents were
the most common perpetrators of physical violence
by family members, while teachers were the most
common perpetrator of physical violence by a public
authority figure, followed by the police.190
In the UK, a study revealed that while generally
children had reported feeling safe in their foster
placements, a high proportion felt much less safe when
they ventured into their communities: one third had
been assaulted and almost two thirds had witnessed
an assault.191 Another study noted that daily life within
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the children’s homes was relatively peaceful, with
young people and staff experiencing more violence in
the community immediately outside the home.192

of young and older children shows violence can become
internalised as “normal” as children grow up.

A child’s previous experiences of violence, either
having witnessed or having been a victim of any form of
violence, is a significant factor in his or her subsequent
vulnerability to violence in alternative care.

5.2 SOCIAL
ACCEPTANCE OF
VIOLENCE AGAINST
CHILDREN

Vulnerable children risk becoming ‘poly-victims’,
meaning that they are exposed to multiple manifestations
of violence in different settings.193 For example, a child
might suffer from corporal punishment by parents,
physical assault by a peer, and bullying in school. A
2009 study on violence against children from Tanzania,
found that young women and men aged 13 to 24 who
had experienced sexual violence also tended to report
exposure to physical and emotional abuse.194
In the USA, a 2008 survey found that multiple
experiences of violence were common; children who
were exposed to one type of violence were at far
greater risk of experiencing other types of violence.195
A study in the UK indicated that young people who
enter into care “due to past sexual abuse from within
their families (or sexual exploitation outside them)
sometimes become a target for sexual abuse by peers
within their children’s home”.196
One possible reason for this is that as children grow
older, they accept violence in their daily lives and might
even consider it necessary or deserved. In a study that
looked at children’s own views and experiences of
corporal punishment in England, children between the
ages of five and seven overwhelmingly disapproved
of smacking and saw it as something that adults often
regretted, and which made children upset, angry and
sometimes want to smack someone else.197 Older
children, however, displayed a general acceptance of a
limited degree of corporal punishment, believing it to
be necessary for younger children.
A similar ambiguity about corporal punishment was
found in another consultation of young people; some
thought it was a legitimate form of discipline, with
some even seeing it as a form of affection from parents
and caregivers.198 The discrepancy between the views

Persistent social acceptance of some types of violence
against children is a major factor in its perpetuation in
almost every state.199 Children, parents, caregivers and
communities may consider violence against children to
be inevitable.
In every region of the world much violence against
children remains legal, state-authorised and socially
approved.200 Laws in a majority of states still condone
“reasonable” or “lawful” corporal punishment and
reflect societal approval of violence when it is described
or disguised as “discipline”.201 While most societies
reject the most severe forms of violence, these same
societies may accept or even condone “lesser forms” of
violence against children. The same can be said about
violence against women, or minority groups, and people
with disabilities.
Social acceptance can mean simply “turning a blind eye”.
In many cultures violence against children, especially
sexual abuse, comes with such a deeply entrenched
sense of shame for the children and families that adults
may actively ignore or reject cases of violence.
This acceptance of violence against children is strong
in alternative care systems. As violence is accepted as
a mechanism to control or educate a child, violence in
alternative care may be deemed especially “worthy”
given the fact that children may be considered
problematic or from flawed backgrounds.
In Western Europe and North America where the
population of children in alternative care is generally
older, behavioural issues of the child becomes a common
reason for placement. Tellingly, it is in these regions
where violence in residential care is often attributed
to the fact that the residential population tends to be
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adolescent.202 This points to a general acceptance of
violence in alternative care amongst young people
either because they have behavioural issues that need
to be “dealt with” or because it is just an inevitable part
of growing up.
A study in Finnish institutions revealed that certain
practices perpetuate violent relationships in residential
care, including the acceptance of violence amongst
boys and the behaviour that goes with this abuse.203
This acceptance perpetuates peer violence not only by
tolerating aggressive behaviour in children, but also by
allowing adults to ignore their roles and responsibilities
to prevent and stop abusive situations among peers in
alternative care.

5.3 DISCRIMINATION
Discrimination is a powerful factor that leads to violence
before, during and after a placement in alternative care.
The reasons children are shunned from or discriminated
against by society may also be reasons for entry into
alternative care, such as being born out of wedlock
or due to superstitious beliefs. The Togo country
assessment noted allegations of child witchcraft were
cited as reasons for families abandoning their children
to alternative care, while in Malawi a belief in spirits
was one of the reasons limiting families’ willingness to
foster children unrelated to them.204
This discrimination is then amplified once children
have entered alternative care, as in many countries
children are discriminated against, stigmatised and
marginalised for their care status. This makes them
more vulnerable to violence from their community and
caregivers. It may also make treatment and recovery
all the more difficult. In Argentina, it was noted that
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families who have children in alternative care are often
stigmatised, as there is an assumption of culpability.
Caregivers and social workers are often reluctant to
work with the families of origin, making reintegration
difficult.
While discrimination affects all children in alternative
care, some groups of children are particularly
discriminated against, putting them at increased risk of
experiencing violence.
In Sub-Saharan Africa HIV/AIDS is one of the most
frequent reasons for children entering alternative
care. A study of 189 young people living in residential
institutions in Zimbabwe revealed that young people
felt verbally abused by staff, who taunted them with
reference to being abandoned or their parents having
AIDS.205
Children with disabilities are systematically
discriminated against and excluded from society,
which renders them disproportionately vulnerable
to neglect and abuse.206 Children with disabilities
are over-represented in alternative care, especially
in institutional care and studies have consistently
shown that children with disabilities are more likely
to experience violence in alternative care than their
peers.207 They may be especially likely to experience

severe corporal punishment because of their presence
in large numbers in care institutions and their particular
disabilities, which may make it more difficult for them
to report their experiences or defend themselves.208
In some cases, discrimination of girls may make them
more vulnerable to violence, especially sexual abuse.209
The Malawi country assessment noted that girls are
more vulnerable than boys. Men may take advantage of
their financial needs by offering cash or shelter to girls
on the streets, leaving girls highly exposed to abuse by
men. There are also several studies indicating that girls,
and especially girls with disabilities, are subjected to
medical procedures for the purposes of limiting their
fertility.210
Children from minority groups may also be more likely
to experience corporal punishment than others, and
corporal punishment may have a gender dimension,
with girls and boys experiencing different types or
frequencies of violent punishment.211 A salient example
is Roma children in institutional care in countries such
as Bulgaria and Hungary.
In Bulgaria, this is recognised as an issue by those
professionals committed to equality of care, but due to
the fact that data on ethnicity is not collected there is no
hard evidence to make a case for improvements.212

Discrimination influences violence:
An example of Romani children in Hungary
Discrimination against certain groups of children,

treatment and remarks from their caregivers and

especially

their peers in the homes, as well as in accessing

ethnic

monitories,

can

make

them

particularly prone to violence in alternative care:
Romani

children

are

more

likely

than

public services outside the homes such as schools.
non-

Some children’s homes have reportedly become

Romani children to be placed in children’s homes,

collectors of children that other homes do not want.

especially large institute-style homes. Some child

Such homes often house a large proportion of

welfare workers exhibit anti-Roma attitudes, which

Roma and may offer material conditions of a lower

undoubtedly influence their work in support of

standard than other homes.

Romani families at risk of separation or in support

An excerpt from European Roma Rights Centre, Life

of the return of Romani children to their families.

Sentence: Romani Children in State Care in Hungary,

In State-run children’s homes, Romani children are

Budapest: European Roma Rights Center, 2011,

reported to experience discriminatory treatment

p.47 available at: www.errc.org/cms/upload/file/life-

on account of their ethnicity as well as their status

sentence-romani-children-in-state-care-in-hungary-

as an institutionalised child. They face negative

20-june-2011.pdf
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The social exclusion that is associated with
discrimination also makes children in alternative care
less likely to receive the services they need within the
community or access to child rights specialists, making
the recovery from violence all the more difficult.
Whatever the form of care, the reasons children in
alternative care are more vulnerable to violence are
extremely complex and go beyond the loss of the
protective family structure. The factors that intervene

are many and varied, and interact with each other.
This point is well illustrated in Armenia’s country
assessment, which highlights that children who live in
residential care institutions because of difficult socialeconomic conditions are among the most stigmatised
and marginalised social groups. They might find
themselves at “significantly increased risk because
of stigma, negative traditional beliefs, lack of social
support”.213
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CHAPTER 6:
ELEMENTS OF ALTERNATIVE
CARE THAT INFLUENCE
VIOLENCE AGAINST CHILDREN
The act of removing a child from his or her family in
circumstances where separation could be avoided can in
itself be considered an act of violence. The Guidelines
are clear that children should only be removed from
their families “as a measure of last resort and should,
whenever possible, be temporary and for the shortest
possible duration” (§14).
In this sense, alternative care systems that do
not function appropriately and provide adequate
gatekeeping mechanisms and preventive services to
keep children out of alternative perpetuate violence by
failing to fully support families.214

What we are interested in here, however, is the
experience of children once they enter alternative care
and the systems that should be in place to protect them
from the risks of violence. Despite acknowledgement
of the increased risks of violence faced by children in
alternative care, remarkably little consideration has
been given to the possible aspects of alternative care
that influence and enable violence to be perpetrated on
this vulnerable group of children.215
While evidence exists to link alternative care and
violence against children, a causal connection between
the two is not inevitable. It is possible to provide children
with caring and safe alternative care. The Guidelines are
in place to assist in this endeavour to ensure that “the
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most suitable forms of alternative care are identified
and provided, under conditions that promote the child’s
full and harmonious development” (§1b).
There is also evidence that this is possible. A recent
study in Finland revealed that children and young
people experience more physical and psychological
abuse by adults in their homes than in residential or
foster homes.216 Another study of the safety of young
children in alternative care in New Zealand found that
the majority were safe in care,217 while children in one
study of foster care in the USA indicated that children
felt very safe in their placements, and significantly safer
than in their birth family home.218 Rates of perceived
safety, however, were lower in residential settings.
These findings indicate that alternative care does not
inherently perpetuate violence against children and
young people, but rather that the incidence of violence
is inextricably linked to the overall quality of care.219
This chapter proposes that the failure to provide quality
care and child protection mechanisms heightens the risk
of children experiencing violence in alternative care. It
describes weakness within systems that compromise
their ability to ensure quality care.

6.1 IMPACT OF
QUALITY CARE AND
CHILD PROTECTION
ON VIOLENCE
AGAINST CHILDREN IN
ALTERNATIVE CARE
The Guidelines provide comprehensive guidance on the
elements that should be in place to ensure quality care
and protect children from violence. From preventing
the need for alternative care (IV) to providing a
framework of care provision (V), determining the most
appropriate forms of alternative care (VI) and provision
of alternative care (VII), they provide a structure with
which to assess and plan “suitable” alternative care
services that meet the particular and individual needs
of children.

Quality alternative care focused on the prevention and
mitigation of violence will undoubtedly have a positive
impact on the risk of violence for vulnerable children.
In all care settings, these improvements will refer to
the extent to which measures from the Guidelines are
implemented to respond to the best interests of the child.
Below we consider some of the main weaknesses
identified that compromise the ability of alternative
care systems to protect children from violence.

6.1.1 COORDINATION AMONG
STAKEHOLDERS
According to the Guidelines, the state has the main role
and responsibility for coordinating alternative care. In
particular, it has the responsibility to “facilitate active
cooperation among all relevant authorities” (§24).
Poor communication and information sharing, and lack
of coordination between stakeholders responsible for
child welfare can mean that warning signs of violence
in alternative care are missed.220 Sharing information,
making sense of the information and identifying its
significance are all important processes to recognise
emerging patterns of behaviour and poor outcomes.221
There is evidence that poor working relationships
detrimentally affect the quality of care, not only
by making the system inefficient but also because
stakeholders have no feeling of accountability.222
In Croatia it was suggested that the activities of the
social welfare centres are affected by the lack of
coordination between different services within the
social welfare centres themselves, and between them
and other institutions, resulting in the lack of continuity
in the monitoring of the child and the un-integrated
support system.223
Evidence in the UK shows that the threshold at which
children’s social care is likely to accept a referral for
children at risk of harm or children in need of protection
is a frequent source of inter-professional tension and
confusion. Scarcity of resources also creates threshold
tensions between cases of children “in need” and child
“at risk”. The reasons for becoming a child “in need”
mirror those for entry to care: abuse or neglect and
family dysfunction.224
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Existing research supports the premise that pro-active,
well-coordinated partnership approaches are vital in
preventing abuse and neglect. Where organisations
such as the police, children’s services and NGOs work
together to identify and address violence, a significant
number of cases have come to light.225

Whether state-run or private, alternative care facilities
and caregivers must be regularly assessed and monitored
to make sure that they operate under the highest possible
standards. This is particularly challenging for countries
with a mixed economy of care, or where resources
are lacking.

Effective inter-professional communication has to be
embedded in care practices and systems to enable a
holistic assessment to be made of the carer, child, and
quality of care provided.226 Good relationships can
also support the care process when things go wrong,
allegations are made, or complaints or concerns
are raised.

However, the Guidelines propose that states are
“responsible for … ensuring appropriate alternative
care, with or through competent local authorities and
duly authorized civil society organizations” (§5). This
means that alternative care providers should be “subject
to regular monitoring and review … [to assess] the
professional and ethical fitness of care providers for
their accreditation, monitoring and supervision” (§55).

6.1.2 REGISTRATION OF ALTERNATIVE
CARE FACILITIES, OVERSIGHT AND
MONITORING
An international review of foster care, suggests that
poor assessment and supervision of foster carers may
increase the risk of abuse.227 The same can be said about
residential care.228

For residential care, the process of oversight and
monitoring must start with the proper registration of
facilities. Of the countries assessed, many reported a
large number of unregistered institutional facilities. In
Paraguay, of the 61 institutions offering alternative care
services in the country, 48 are unregistered and thus
operate without the permission of the government.229
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Similarly in Benin, many informal non-accredited
institutions take care for a great many children whose
number is unknown by the authorities. In fact, until
now it has not been possible to identify those centres
that operate illegally.230 While in Malawi, only 34% of
the facilities sampled were registered.231
In a recent report, the IACHR highlights concerns
about the high number of care institutions in Latin
America that operate without the necessary registration
or authorisation from the state.232 The report indicates
that in Bolivia, for example, 60% of all residential
facilities are accredited and that throughout the region
alternative care facilities are not regularly monitored or
evaluated.

This has severe implications for the ability of the state
to protect children from violence. Alternative care that
is not registered, or regularly monitored and inspected,
can operate in ways that violate the rights of children.
In Malawi it was reported that unregistered facilities
were recruiting children from local communities in
order to increase their share of donor funds.236 In Kenya
there were concerns that where the authorities fail to
regularly inspect facilities, they may become a source
and transit point for child trafficking.237

6.1.3 INDIVIDUALISED ASSESSMENTS
AND INTERVENTIONS FOR EACH
CHILD

The Guidelines also provide standards to ensure that
“agencies, facilities and professionals [are] accountable
to a specific public authority, which should ensure, inter
alia, frequent inspections comprising both scheduled
and unannounced visits, involving discussion with
and observation of the staff and children” (§128). This
monitoring and inspection should be independent.

The Guidelines state that decisions made on the
placement of children in alternative care should
consider the “best interests of the child” in identifying
“the most suitable forms of alternative care … under
conditions that promote the child’s full and harmonious
development” (§2). All alternative care should be
provided in a way that is “best suited to satisfying
[children’s] needs and rights” (§7).

A Council of Europe report surveyed 42 member
states and found that monitoring and administrative
responsibilities were not separated, so that they lacked
independence. It also found that more attention should
be paid to ensuring children have an opportunity to
participate in monitoring processes and relate their
experiences.233

Any decision-making should be based on: “…rigorous
assessment, planning and review, through established
structures and mechanisms, and should be carried
out on a case-by-case basis … It should involve full
consultation at all stages with the child, according to
his/her evolving capacities, and with his/her parents or
legal guardians” (§57).

There was evidence that regular monitoring and
inspection of facilities was not carried out in many cases.
In Chile, for example, the state only has the jurisdiction
to control and monitor those institutions that receive
government subsidies, which effectively means that
the government does not monitor any privately funded
forms of formal alternative care at all. They operate
with their own standards and norms.234

This process of providing children with the most
“suitable” form of alternative care, according to their
individual needs and best interests, also serves to protect
them from violence. Assessments allow caregivers to
prevent further violence, identify risk, and implement
measures to foster emotional recovery. For example, if a
child has been a victim of previous violence, providing
that child with a suitable placement and with caregivers
equipped to deal with the child’s circumstances will
limit the risk of further violence to that child or the
possibility of them inflicting violence on others. A
suitable alternative care placement should help the child
to heal and increase the prospects of breaking the cycle
of violence.

In Benin, it was reported that the alternative care sector
works without standards. Each provider gives support
in accordance with its capabilities. As a result practices
are mostly informal; each alternative care centre or
organisation has its own standards that often differ
from the norms implemented in other organisations.235
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Every child should have an individualised care plan
that stipulates interventions that are tailored to the
child’s needs. It is important to recognise that many
children will have complex needs, that specialist
services will often be required, and that caregivers
will require support in meeting the individual needs of
these children. It is also essential to ensure that care
plans focus on what is in the best interests of the child
throughout their life in alternative care, and as such
require on-going assessments of need.238
Evidence from the country assessments indicated that
in most of the countries assessments and care planning
were inadequate to protect children and provide them
with individualised quality care.
In Croatia, the country assessment indicated that social
welfare staff did their best to draw up a plan for each
child, but they admit the failure to do so in every
single case. The 2011 Report by the Ombudswoman for
Children in Croatia clearly recognised this problem, and
questioned how care plans are drawn up for each child
in placement, given that centres often do not monitor
children placed in social welfare homes.239
In Malawi there are regulations regarding the regular
review of care plans, but still many organisations had
not developed them: on average, only 9.2% of the
children surveyed in the research had a care plan while
only 2.3% of children had had their care plan reviewed
in the previous three months.240

6.1.4 RELATIONSHIPS AND
RESILIENCE

A very basic element of high quality care is that children
and young people experience positive and empowering
relationships. The Guidelines promote the child’s right
to developing positive, safe and nurturing relationships
with their carers (§90).
Children, and particularly infants, need to develop
a long-term and secure relationship with at least
one primary caregiver to promote the successful
development of their self-esteem, emotional stability,
and capacity to form social relationships.241 The
deprivation of a caring family environment makes

children highly vulnerable to attachment disorders,
cognitive impairment, and mental health problems such
as anxiety and depression.242
Children who have not had these relationships at
home may respond well if a caregiver treats them
with kindness and consistency.243 Strong relationships
between children and their primary caregiver also
promotes resilience in the child, especially if caregivers
remain supportive, and children are able to assume
roles that are socially valued, rewarded and within their
developmental capacity.244
In addition to resilience, a positive relationship between
a child and one other trusted adult or even a peer is
enough to unlock a range of outcomes such as: ensuring
safer accommodation, exploring and understanding
risky behaviours and addressing abuse, increasing
overall wellbeing and recovering from abuse.245
Children also have a right to maintain relationships
with their families. The Guidelines reiterate the right of
all children to have a “relationship with both parents”
(§32). For children in alternative care, “contact with his/
her family, as well as with other persons close to him
or her, such as friends, neighbours and previous carers,
should be encouraged and facilitated, in keeping with
the child’s protection and best interests” (§81).
Maintaining and supporting family relationships whilst
children are living in alternative care placements is a
practice that tends to be promoted by legal frameworks.
Research evidence supports the view that the
maintenance of family relationships is important to the
protection of children as well as contributing to their
overall wellbeing.246
Young people in alternative care have identified peer
relationships as very important. In a study of children
in alternative care in England,247 young people’s
value systems included the appreciation of friendship,
solidarity and peer support. Peer friendship offered
the opportunity to share their problems and to receive
support, help and understanding from others. This was
seen as a better form of support than from staff who
might judge them.
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6.1.5 WORK WITH FAMILIES OF
ORIGIN AND FOLLOW-UP AFTER
REINTEGRATION
Adequate leaving care and aftercare provisions are not
only an essential feature of quality care, but also have
a tremendous impact on reducing a young person’s
risk of experiencing violence. The Guidelines suggest
that there should be adequate policies for providing
appropriate aftercare and follow-up of children leaving
alternative care (§131).
Young people who are well-prepared to leave care, with
appropriate skills, self-confidence and support, are more
likely to have a successful transition out of alternative
care. They are more likely to find housing and jobs and
are less likely to become young parents, fall prey to
mental illness, or depend on financial assistance.248
The Guidelines are also clear that decisions concerning
alternative care should facilitate contact and potential
reintegration with the child’s family (§11), but this
should only be when the causes of the separation have
been resolved.
Since reasons for placement can be extremely complex
and interrelated, the process towards reintegration
must be done with all necessary caution, support and
monitoring, especially in cases where there is a history
of violence, as children who return home may still be
at risk of experiencing violence and/or returning to
alternative care.
A literature review examining research on successful
reintegration of children in their families after foster
care concludes that most studies show relatively high
rates of foster care re-entry in the United States. The
review stresses that the evidence is conclusive that return
home is unlikely to be successful unless the issues that
resulted in the initial placement are addressed. 249
Studies have found that where appropriate interventions
have not taken place to reduce levels of violence, children
returning home may be at greater risk of violence than if
they remained in alternative care. 250 Children who were
subsequently reintegrated with their families reported
more than twice the incidence of physical violence than
those children who remained in alternative care.251

An English study examining patterns of reintegration of
180 children from alternative care252 found that almost
a half of the children were abused or neglected after
their return. In only 26% of cases had all the problems
for the children and their parents been addressed prior
to their return, leaving many issues, which had the
potential to jeopardise the process, including violence
within the home.
In Malawi, a local NGO, Chisomo Children’s Club,
reported success at reintegrating children with their
families, but equally identified the dangers, particularly
for young girls who, on leaving care, could find
themselves in risky environments such as “bars and
bottle shops”. In another study of post-care activities,
the Samaritan Trust found that up to 30% of children
who return to their former care setting are unable to
cope with life in their communities and approximately
10% were affected by sexual exploitation, criminal
offending or imprisonment.253
Many country assessments indicated that work with
families and follow-up up rarely take place. For
example, in countries as diverse as Benin, Peru and
Lithuania there was no evidence of monitoring systems
or continual follow up measures once a child has been
reunited with his or her family.
In Bosnia and Herzegovina, in a questionnaire carried
out with 60 centres for social work, in 27% of the
cases centres were implementing programmes that
encouraged reintegration of children in alternative
care with their families of origin; however, 73% of the
centres indicated that they did not have programmes
to support or follow up with families after the children
leave care.254
The reason most often cited for this gap in services was
scarcity of personnel and resources. For example, in
Malawi support for the reintegration of children to their
families is supposed to be planned and managed by
the Ministry of Gender, Children and Social Welfare,
but the “procedures were not followed due to lack of
financial resources”.255
In peer research carried out by SOS Children’s Villages
in four countries (Albania, Czech Republic, Finland,
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and Poland) young people identified their relationships
with siblings and peers as very important to their leaving
care process.256 Many of the respondents in alternative
care said they would turn to friends, siblings, and a
“family member” for support with problems, and those
who left care identified the same people as having been
helpful. Care leavers find advice and support in their
peers, helping them to navigate the process better and
increasing their chances of success.

6.1.6 CHILD PROTECTION AND
REPORTING AND COMPLAINTS
MECHANISMS
An essential element to enable effective responses
for children experiencing violence in their families or
communities is an effective child protection system.
Such systems are necessary to “prevent and respond”
to violence against children.
Children and young people in alternative care who are
isolated from their families and communities, without
regular access to public services – such as health care
and education – are particularly vulnerable to violence
in alternative care.257 Without regular contact with
responsible adults in their community such as social
workers, doctors and teachers, the chances are higher
that violence in the alternative care goes undetected.
Ensuring that children in alternative care are well
integrated in their communities and maintain regular

contact with “the outside world” is an important
measure to both prevent and detect violence against
children in alternative care.
Only a very small proportion of all acts of violence
against children are reported and investigated. One
study cited various reasons for this including, amongst
others: the lack of capacity of young children to report;
fear of reprisal; or the desire to protect perpetrators.258
In Kenya, a key informant indicated that “most child
abuse and abandonment cases go unreported because
there is public fear in reporting to the police”, as people
may be unnecessarily interrogated and or forced to
take in the children themselves.259
More specifically, the Guidelines provide for children
to have “access to a known, effective and impartial
mechanism whereby they can notify complaints or
concerns regarding their treatment or conditions
of placement” (§99). However, these mechanisms
are not always in place, and where they are, they
may not be effective. The UN study found that
“effective complaints, monitoring and inspection
mechanisms and adequate government oversight are
frequently absent”.260
Formal complaints mechanisms go hand in hand with
reporting. If children and young people do not know or
understand how to report on violence, or they are too

Young people leaving care
International research has shown that alternative

strong contact with families or origin, individualised care

care leavers are likely to be among the most socially

plans) create the necessary conditions for young care

excluded young people in society.1

leavers to succeed in their transition.

Young people who have been in alternative care are

For more information on leaving care see SOS Children’s

more likely to be undereducated, unemployed or

Villages I Matter campaign: www.sos-childrensvillages.

underemployed, homeless, or living below the poverty

org/what-we-do/childrens-rights/imatter.

line. They are more likely to become young parents, to
be dependent on social assistance, and have a higher

1

risk of mental illness and substance abuse. 2 They are
also vulnerable to experiencing violence.
With quality care and support on leaving care young

2

people can experience positive outcomes, however.3
Better preparation to leave care and support afterwards,
as well as a good care experience (e.g. stable placement,

3

Stein, M., “Promoting the Resilience of Young People Leaving
Care: Messages from Research, Preparation for Independent
Living”, Briefing Paper Issue 1, SOS Children’s Villages, 2009a.
SOS Children’s Villages, Brochure: ‘I Matter -Preparation for
Independent Living’, 2009, available at: www.sos-childrensvillages.org/getmedia/
e2b5b339-9d1f-4ce3-8ce9-f2caadd1ce36/I-Matter-folder.
pdf?ext=.pdf.
Stein, 2009a.
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remain empty and no cases of abuse or neglect have
registered through the hotline. For children in foster
care no clear complaints mechanisms were identified.262
In Norway, the CRC Committee has specifically
recommended that the government improve their
complaints mechanism, as it is not adequate or readily
available for children, suggesting that the Children’s
Ombudsman should be given the mandate to receive
complaints from children, and resources to follow up in
a quick and efficient way.263

© Julius Theo Castroverde

In Kenya, it was found that while there is a policy
on complaints mechanisms for children, abuse was
rarely reported to the authorities.264 In Zambia, there
was a lack of a regulatory framework for ensuring
that complaints could be made openly and there was
no independent system to provide oversight when
addressing grievances.265

scared to use the mechanisms available, then incidents
of violence will surely go unreported.

Research has also drawn attention to other more subtle
barriers that may exist within care systems that prevent
reporting. This may include blindness to recognising
how children experience violence in alternative care.
While evidence points to different levels of vulnerability
towards violence in alternative care based on gender,266
disability or ethnicity,267 if caregivers or other care
professionals fail to recognise this vulnerability they
will not report the violence in detail and so the violence
experienced by some groups of children and young
people in alternative care remains hidden. Caregivers
may also fear reprisals, or want to protect co-workers or
family members.

The research found that very few states consistently
record placement of children in alternative care and
even fewer report and record incidents of violence in
these settings.261 This finding was echoed in many of the
country assessments. Moreover, research reveals that
very few countries have reliable and robust mechanisms
to collect data on children in alternative care, making
the reporting of violence much more challenging, if not
impossible.

Another difficulty in reporting the prevalence of violence
in alternative care is that incidents of maltreatment
can describe poor standards of care rather than actual
abuse. A recent international review of foster care,
suggests that it is important to distinguish allegations
of violence from those concerning poor standards of
care, as the boundary between the two may sometimes
be unclear.268

In Armenia, it was noted that all residential facilities
have formal complaints mechanisms as required by the
minimum social standards, including complaints boxes
and child helplines. In reality, however, these boxes

Finally, reporting and complaints mechanisms need
adequate follow up if they are to prove effective. In
the UK, investigations into allegations of abuse in
alternative care settings typically fall into unproven
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or inconclusive categories and inquiries often reveal
previous allegations that have not been followed up,
hence the extent of abuse ultimately reflects deeply
embedded social attitudes and associated structures of
social justice.269
Without adequate confidential and safe reporting
mechanisms and robust follow-up of all allegations of
abuse and violence, it is impossible to protect children
from the risks of violence posed in alternative care.

6.1.7 SUITABLE CAREGIVERS, CARE
PROFESSIONALS AND STAFF
A major element in protecting children from violence
is to ensure that suitable and competent carers care for
them. This involves a twofold commitment on the part of
states and others to ensure that only suitable candidates
are recruited to responsible positions caring for children
and that they possess adequate qualifications and
training to fulfil their roles.
The 2013 Global Survey found that the high risk of
violence is exacerbated where staff are poorly-trained
and ill-paid, and where the institutions are stigmatised
by attitudes in the local community.270
The Guidelines stipulate that authorised agencies should
have written policies on “the standards applied for the
recruitment, monitoring, supervision and evaluation of
qualified and suitable carers” (§106). They should also
“develop a staff code of conduct… that defines the role
of each professional and of the carers in particular and
includes clear reporting procedures on allegations of
misconduct by any team member” (§107).
However, these standards are not necessarily applied
and implemented consistently, and put children at
considerable risk of violence. In Kenya, there was no
evidence of vetting processes for foster carers.271 In
Armenia there was no functional practice of background
checks for staff working in residential facilities, even
though they are required by international organisations,
due to the absence of relevant procedures and the low
reliability of police records.272
There is a widespread recognition that staff support and
training is vital to prevent violence and conflict in care.273

Children and young people who enter into the alternative
care system have difficult pasts, especially those who
have been either victims or witnesses of violence, and
may exhibit challenging or aggressive behaviour.
The Guidelines outline the necessary training for
caregivers including “training in dealing appropriately
with challenging behaviour, including conflict
resolution techniques and means to prevent acts of harm
or self-harm” (§116). This is essential for caregivers who
provide support and guidance to children who might
have experienced violence in the past. They also play an
important role in resolving difficulties between parents
and children, as evidence from foster care has shown.274
Across the world, foster carers, residential caregivers,
social workers and staff often work in very difficult
conditions, without adequate support or training. Almost
all of the country assessments reviewed indicated that
care professionals are underpaid and overworked, and
many times under-qualified or not qualified at all.
In Malawi, while capacities and infrastructure have
developed over the past years, most of the alternative
care facilities were reported to be overcrowded and
without the capacity to handle the number of children.275
Similarly, in Colombia there is a lack of human
resources and a high turnover within the alternative
care system. This is not only because of carers’ oftenprecarious working contracts; low wages, inadequate
staffing ratios, work overload and physical and mental
burnout, all contribute. In addition, caregivers often
have little or no education and are not equipped to deal
with the pressure and demands of the job.276
The professional training required of care professionals
varies from country to country. For example, in the
United States, some foster care agencies require
professional qualifications for all carers, whereas in
Australia carers are not expected to have any tertiary
qualifications.
In Venezuela, there is no system of accreditation or
training for caregivers at all in the country, while in
Zimbabwe the lack of funds to employ professionals
leads to the recruitment of untrained staff for social
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work.277 In Malawi, it was reported that 71% of care
providers were not trained in child care related issues.278
In Togo, where each organisation has its own recruitment
process, it was observed that children in facilities were
exposed to violence, abuse and difficulties related to
their supervision because most facilities did not have
enough resources and employ unskilled staff in the care
of children.279
More importantly, the behaviour of children is directly
influenced by that of caregivers. A study of peer sexual
abuse in residential care noted that the most common
staff response to sexual activity was to deny or ignore it,
attitudes that affected children’s sexual behaviour and
understanding.280 The study illustrated a lack of support
training, policies and guidelines – staff responses were
framed by fear, embarrassment and their own gender
and sexual values.
This situation puts children at danger for several reasons.
A lack of appropriate supervision by caregivers, their
inability to see signs of violence, and poor relationships
with children may leave children in alternative care
vulnerable to violence from their peers, family and the
community.
Research identifying positive outcomes for children in
foster care indicates that robust recruitment of carers,
and providing training and on-going support, are key
ingredients for quality care. Carers who are under stress
are less able to provide sensitive care for children and
young people.281 Regarding residential care, evidence
supports the view that managers need to be supported
in developing and sustaining a clear role and purpose
for residential homes,282 and that staff receive on-going
and appropriate training and support.283
According to one recent report:
Professionals lack the necessary training to
identify early signals and address incidents of
violence in an ethical, and gender- and childsensitive manner. They lack guidance as to
whether and how they are expected to report, or
whom to refer the case to. And even when they
are addressed, incidents of violence continue
to be considered separately and subsequently

by different professionals and through the lens
of disconnected disciplines, creating renewed
risks of re-victimisation of the child and of
jeopardising children’s safety and protection.284

6.1.8 PARTICIPATION AND
AWARENESS OF RIGHTS

What becomes very clear when listening to children and
young people is that their involvement is essential in
improving care and preventing to violence – this comes
out in many reports and recommendations.285
As children participate in different areas of social life,
so we develop a better understanding of how protective
systems and practice can be implemented. A study in
Liberia,286 for example, discussed how a participatory
exercise eliciting children’s views of risk and protection
had helped change the way in which child protection
messages were delivered nationally.
Participation may also help young people to support
their peers. Studies have highlighted that children and
young people have indicated that they are more likely to
tell their peers about violence than caregivers or staff.287
When making recommendations on ending violence
against children in institutional settings, children said
“children in institutions should be supported to form
their own group so that they can share their views,
access information, and organise collective action on
issues affecting them, such as violence”. 288
They also indicated that “children in institutions should
be given a strong voice, so that they can discuss and
report on any form of violence that faced” and that
there “need[s to be] more participatory research with
girls and boys in institutions to understand the kinds
of violence they face and their suggested action to
end violence”. This research should involve “younger
children, children with disabilities, and children from
ethnic minorities”.289
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CHAPTER 7:
CONCLUSION AND
RECOMMENDATIONS
This report stands as a testament to the violence that
children in alternative care suffer. It finds that to the
best of our knowledge, children in alternative care are
vulnerable to violence, and the systems in place to care
for them put them at further risk of harm.
This report also stands witness to the great resilience
of children; who with strength and dignity prevail in
the most difficult circumstances, even without the
necessary care and protection.
It acknowledges the complexity of answering the
questions of why this is and what can be done to protect
children. However, by reviewing existing international
literature, and using the experiences and knowledge of
SOS Children’s Villages researchers in 21 countries, it
begins to unravel this complexity and to weave a picture

of our alternative care services and the challenges
they face.
What we do know – and have illustrated here – is that
violence in alternative care is not inevitable. It is the result
of multifaceted social issues and political decisions that
can be addressed with adequate knowledge, political
will and resources.
The knowledge base is growing – and this paper makes
its own contribution – and political will is growing too.
In 2009, the UN endorsed the Guidelines and there is
evidence that they are beginning to change the ways
in which alternative care is arranged around the world.
Resources are always a challenge, but focused research
and advocacy on the importance of the rights of the
child and in particular the need to protect our most

Chapter 7: Conclusion and recommendations

vulnerable children in alternative care is a starting point
for ensuring that they get the political and financial
support they deserve, and the protection and care
they need.

Acceptance of violence against children can be strong
in alternative care settings, where violence may be used
as mechanism to control, discipline or educate children
that are considered problematic or ‘flawed’.

7.1 KEY FINDINGS

The quality of care plays a significant and
determinant role in a child’s risk of experiencing
violence in alternative care

Violence against children in alternative care
must be stopped

Children are vulnerable and put at risk of violence by
the alternative care systems that should be in place to
protect them.
They are made vulnerable by their past experiences
of violence and legal and societal mores that tolerate
violence against them. They are at risk of violence when
alternative care systems do not ensure that that they are
provided with quality care and robust and responsive
child protection mechanisms.
A clear focus on protecting children and providing
quality care through effective implementation of the
Guidelines will mitigate violence and ensure that our
most vulnerable children are protected and safe.
Children in alternative care face multifaceted
vulnerability and persistent social conditions
that lead to violence

The circumstances and characteristics of children
who enter the alternative care system play a role in
increasing their vulnerability to violence. Factors such
as age, gender, disability, ethnicity, reasons for entering
the care system, socio-economic background, and
previous experiences of violence all have an influence
on children’s vulnerability to violence.
A combination of multi-layered vulnerability and
enduring social conditions are the basis of much
violence in alternative care. A lack of legal protection,
society’s tolerance and acceptance of violence and the
additional vulnerabilities experienced by children who
are already discriminated against can mean that they
are subjected to harm with impunity.

Alternative care does not inherently perpetuate violence,
but rather the incidence of violence is inextricably
linked to the overall quality of care and the ability of
states to monitor standards.
The research found that the ways in which children
are assessed and provided with alternative care do not
necessarily ensure that they are given “suitable” care,
catering for their individual needs. There was also a
lack of emphasis on assisting them to build resilient
relationships, maintain contact with their families
and communities and on ensuring that reintegration
processes were adequately managed, monitored and

supported.
The quality of care was further compromised by
inadequate oversight of facilities and carers by state
authorities. There were insufficient processes in place
to ensure that care providers were registered, monitored
and inspected according to the necessary standards and
criteria. This oversight did not extend to ensuring that
all staff working with children were adequately vetted
and trained for their positions of responsibility.
In many cases there were insufficient reporting
mechanisms in place. Effective complaints mechanisms
are essential for uncovering violence in the alternative
care system; they are also part of a process of ensuring
that children’s voices are heard, respected and taken
seriously and that children are encouraged to participate
in the processes that should be designed to keep them safe.
Improvements in the quality of care, including
adequate planning and assessments to ensure “suitable”
alternative care placements; the implementation of
monitoring and effective oversight; and the provision
of independent complaints mechanisms would serve to
reduce the risk of violence against children.
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Reliable data and substantive research on
violence against children in alternative care are
minimal

The research found considerable gaps in the data available
on children in alternative care. It is rarely disaggregated
by age, sex, ethnicity and socio-economic background,
or substantive enough to paint a complete picture of
the national or international alternative care system.
A particular omission that was noted was the lack of
research involving the views of children and young
people themselves. While there are considerable
practical and ethical challenges relating to researching
this group of vulnerable children, until their voices are
heard, our understanding will be limited.
Reliable research on the prevalence of violence in
alternative care is even more elusive. Social taboos,
shame, fear and disempowerment result in chronic
underreporting. This leaves our knowledge on violence
against children in alternative care settings both
fragmented and sparse.

This limited knowledge not only demonstrates the
marginalisation of children in alternative care, and the
hidden nature of their lives and experiences, but also
places children at greater risk of violence. Without
knowledge of the ways in which violence manifests in
alternative care, it is impossible to design and maintain
adequate systems to protect them.

7.2 RECOMMENDATIONS
Preventing and responding to violence against
children in alternative care is a shared responsibility.
While states bear the primary responsibility to
implement protective measures to prevent violence, all
stakeholders – international and regional organisations,
donors, NGOs, care providers, civil society, the private
sector, communities, families, and children and young
people – must be empowered to work together to hold
states accountable and to do everything possible to
protect children.
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RECOMMENDATIONS TO STATES:
1. States should strengthen national legislation and
policy to ensure that there are specific provisions
against violence in all forms of alternative care.

Legislation should address all forms of abuse and
neglect; harmful institutional practice that could
include abusive forms of discipline or control; and peer
violence.
States have an obligation to ensure that any gaps in the
national implementation of legally binding conventions,
such as the UNCRC, are filled and that they meet their
obligations as primary duty-bearers. The Guidelines
are designed to assist governments in fulfilling their
obligations to children in alternative care.
Commitment, however, cannot stop at the
implementation of legislation and policy. They must
be constantly monitored and evaluated to ensure that
systems of alternative care is of high quality, meeting
the needs and best interests of individual children, and
that programmes to prevent and mitigate violence are
functioning effectively.
2. States should ensure that removal of a child from
the care of the family is viewed “as a measure of last
resort … and for the shortest possible duration” (§14).

States should invest in preventive services, including
family strengthening and capacity-building to assist
parents to care for and protect their children. In
situations of violence and abuse, sanctions should be
directed at the perpetrators rather than automatically
removing children for protective purposes.
In all cases, and in line with the Guidelines, effective
gatekeeping measures and comprehensive and individual
assessments for each child by trained professionals
must be carried out. The principles of necessity and best
interests of the child must be maintained.
If placement in alternative care is deemed necessary,
individual care plans tailored to the needs of each child
must be developed and regularly reviewed, with the aim
toward family reintegration when possible.

3. States should improve their ability and the capacity
of their competent authorities to monitor the quality of
alternative care provision.

This includes providing sufficient standards and
guidelines to ensure that any monitoring is based on
valid criteria; adequate resources to ensure authorities
have the practical tools to fulfil their responsibilities,
including the capacity to elicit the views of children;
and the necessary follow-up mechanisms with the
power to impose sanctions on alternative care provision
that fails to meet standards.
As a minimum all care providers – public or private,
residential or foster care – must be registered and
regularly inspected. However, where standards are
lacking resources and training should be made available
to build capacity.
4. States should assume their primary role as the
coordinator of alternative care provision with all other
stakeholders.

States have a primary role as coordinators or alternative
care provision to ensure that alternative care providers
within the care system provide a range of suitable
alternative care options, fulfil their obligations to
provide independent reporting mechanisms, and ensure
meaningful child participation (see below).

RECOMMENDATIONS TO ALTERNATIVE
CARE PROVIDERS/ CARE SYSTEM
(STATE AND NON-STATE):
1. Alternative care providers should ensure that
specialist services are available for families and
children that experience violence, and that their
services constitute quality care.

These services should be both preventive – to avoid
removing the child from the family environment – and
rehabilitative – to ensure that children and their families
that have experienced violence are provided with the
support to heal.
Adequate resources are needed to recruit sufficient
numbers of highly qualified care staff. In all forms of
alternative care, recruitment process must be vigorous,
with proper vetting to ensure caregivers are equipped
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with necessary personal and professional qualifications
to work with children.
Caregivers in all alternative care settings must also have
the proper training, which should include: prevention
and identification of violence against children, as well
as child-centred and child-sensitive assessment and
reporting.290 They must also be extensively trained on
the appropriate use of physical restraint and skilled in
their profession so that they can effectively help children
build meaningful relationships, while fostering selfesteem and resilience.
Care staff must receive decent living wages, as well as
ample support, continuous professional training and
regular oversight. Support is important for retaining
care workers and diminishing the number of placement
breakdowns.291
2. Alternative care providers should ensure that they
develop adequate, independent and confidential
mechanisms for children and others to report violence
in alternative care.

Reporting mechanisms are essential to ensure that
children do not suffer in silence and that violence is not
perpetrated with impunity. Children should be provided
with confidential support in order to report violence (or
any other complaints) and adequate mechanisms to
follow up on reports and protect children should be in
place.
It should be a requirement that those working with
children are fully bound by codes of conduct and trained
on how to identify signs of violence against children.
They must be encouraged to report any suspicions
to relevant authorities and have safe and effective
reporting mechanisms in place and accessible to do so.
Parents, extended family, and members should also be
encouraged to report any suspicions and have access to
safe and effective reporting mechanisms.
There should be child friendly mechanisms in place
and accessible in all alternative care settings and should
include effective systems to follow-up and investigate
allegations.

3. Alternative care providers should take measures to
ensure that all children and where appropriate their
families are able to meaningfully participate in any
decisions relating to alternative care placement.

Children should be empowered to participate according
to their capacity in all decisions affecting their
alternative care provision. Parents and other family
members should be kept informed of decisions and
where appropriate provided with the opportunity to
participate in decision-making processes.
Empowering children and young people to express
their views will create an atmosphere where they feel
comfortable to create relationships and voice their
opinions. This will in turn, increase their ability to
report any violence and help caregivers learn to take
these allegations seriously.
Children and young people’s participation is an
invaluable resource when gathering data and research
on the issues surrounding violence against children in
alternative care. Meaningful participation necessarily
involves a change in attitude of both adults and children.

RECOMMENDATIONS TO ALL
STAKEHOLDERS:
1. All stakeholders should collaborate in collecting
comprehensive data and expanding contributions to
research on violence against children.

In particular, it is important to have information on
the child population in alternative care, to ensure
appropriate policies are in place and adequate resources
are provided for their quality care. This also involves
ensuring that children’s voices are heard in research
into their experiences of violence, and are provided
with opportunities to offer their own understandings
and solutions.
All stakeholders must come together and push states to
ensure better data collection on children without parental
care and children in alternative care, and establish
national databases with robust and disaggregated
indicators. They should collaborate to generate detailed
research into the nature of violence in alternative care,
its prevalence and, above all, its root causes across all
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types of alternative care settings in national, regional
and international contexts.
Reliable data and research is essential to support
government legislation, policy, planning and budgeting.
Above all, they are critical for raising awareness,
challenging social norms, and enhancing protection for
children at risk.
2. All stakeholders should contribute towards
coordinated efforts to raise awareness and educate
society on violence against children in alternative
care.

This includes ensuring that children are informed that
violence is not a necessary or legitimate element of
alternative care: either as a form of discipline or control.
It also means challenging levels of tolerance in society
that allow violence against children to continue with
impunity.

Where there is a persistent culture of resistance to
tackling the subject of violence against children in
alternative care, campaigns aimed at raising awareness
around the impact of violence against children can be
powerful.
Targeted training and awareness-raising amongst
caregivers, particularly for children in alternative care,
can help to shift deep-seated attitudes on violence and
minimise its acceptance.
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GLOSSARY
Alternative care (also referred to as alternative child
care and out-of-home child care): a temporary or permanent full-time arrangement where a child is looked
after (night and day) by a caregiver other than the parents, due to the family’s inability to provide appropriate
care for the child. There is a range of alternative care
options including those that are informal (care by family members, neighbours or friends) and those that are
formal (foster care or residential care).
Caregiver (also referred to as carer): a person with
whom the child lives and who is primarily responsible
for providing daily care to the child. This does not necessarily imply legal responsibility. He or she is responsible for the child’s upbringing and supports the child’s
physical, emotional, intellectual, social, cultural and
spiritual development.
Care plan: a documented plan developed in order to
fulfil the developmental needs of a child in alternative
care. The caregiver, social workers, parents, and children, should collaboratively prepare the plan, in conjunction with other authorities if necessary as a result
of assessments related to the needs of the child.
Child: every human being below the age of 18 years
unless, under the law applicable to the child, majority
is attained earlier (Article 1 UNCRC).
Children without parental care: all children not living
with at least one of their parents for whatever reason
and under whatever circumstances.
Children at risk of losing parental care: children
whose families are in difficult or vulnerable circumstances and are at risk of losing parental care of children.

Family of origin: the family into which the child was
born and includes biological parents, siblings, grandparents, aunts and uncles, or a network of extended
family members.
Family strengthening: programmes to strengthen
the capacity of a family to provide quality care for their
children and prevent separation. Family strengthening
programmes include both direct capacity-building for
families, as well as community capacity building to bolster community support services for families.
Formal care: all alternative care provided in a family
environment that has been ordered by a competent administrative body or judicial authority, and all care provided in a residential environment, including in private
facilities, whether or not as a result of administrative or
judicial measures.
Foster care: a full-time alternative care arrangement,
whereby a child is placed in the domestic environment
of a family other than his or her own family. Formal
foster care is authorised and arranged by welfare authorities or child-placing agencies following legal order. The arrangement can be either short-term or longterm and takes many forms, depending on the child’s
situation and best interests. Often, the legal rights for
the child remain with the biological parents and are not
transferred to the foster carer.
Informal care: an alternative care placement provided
in a family environment, whereby the child is looked
after on an on-going or indefinite basis by relatives or
friends (informal kinship care) or by others in their individual capacity, without the involvement of an administrative or judicial authority or a duly accredited body.

Glossary

Institutional care: a full-time alternative care arrangement in an official residential setting where larger
groups of children live in a dormitory style arrangement with common living areas. Care is provided, often in rotating shifts, by paid adult staff or volunteers
who usually do not assume a traditional caregiving
role. Institutional care is often considered the same as
residential care; but others interpret residential care as
small family-type group homes with a more intimate
feel than a large institution.
Kinship care: a form of alternative care where a child
lives with a member of the extended family, older siblings, or in some cases with family friends. The care
can be either formal or (as in most cases) informal and
arranged privately.
Leaving care: a term describing the transition process that young people living in alternative child care
go through when they reach the age of majority, when,
in most cases they need to leave care and commence
their lives as independent adults.
Orphan: a child whose biological (or legal) parents
have died. Single orphan refers to a child who has lost
one parent. Double orphan refers to a child who has
lost both parents.
Quality care: the care of a child, whether in his or her
own family or in a form of alternative care, whereby
the child experiences the positive, empowering, stable
and caring relationships that he or she needs for a full
personal development. Quality care is essentially empowering and supportive and places the child’s best
interests and rights at the core of every action.

Reintegration (also referred to as family reintegration): the process by which a child who has been
placed in alternative care returns to his or her family of
origin, when it deemed consistent with his or her best
interests.
Residential care: a full-time alternative care arrangement whereby a child is placed in a group setting which
is not family-based, together with a small number of
other children in a building or facility designated for
this purpose. Care is provided, often in rotating shifts,
by paid adult staff or volunteers who usually do not
assume a traditional caregiving role. Residential care
is often considered the same as institutional care; but
others interpret residential care as small family-type
group homes with a more intimate feel than a large
institution.
Stakeholders: a person, group, organisation or entity
that can either affect or be affected by legislation, policy, measures and practises of alternative care.
Violence against children: the intentional use of
power or physical force to cause actual or potential
harm to a child. It includes all forms of psychological,
emotional, physical or sexual abuse; neglect and negligent treatment; maltreatment and exploitation.
Violence against children in alternative care: violence inflicted on children and young people living in
alternative care, either by carers, peers or by members
of the community.
Young person/youth: young people between the
ages of 15 and 24 years old. 292
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