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ABSTRACT

This handbook has been developed to support the creation of a surveillance system to measure and monitor child maltreatment prevalence
across European countries. Implementation of a surveillance system will be an essential factor in realizing Investing in children, the European child
maltreatment prevention action plan 2015-2020. It describes the processes involved in setting up child maltreatment surveillance systems and
presents recommendations on issues such as selection of data collection method, sampling of respondents, choice of instrument to measure abuse
and ethical considerations. The handbook suggests community-based surveys on prevalence as the most appropriate method in setting up a child
maltreatment surveillance system and proposes the use of one of three established child maltreatment questionnaires, based on the results of a
rapid systematic review of child abuse measures. The Short Child Maltreatment Questionnaire is introduced for countries needing a brief measure.
Ideally, community-based surveys should be conducted with nationally representative samples of approximately 1500 students in each age group
and administered via schools. The use of self-report methods - paper-based or tablet/mobile-phone self-administered questionnaires - is advised.
Questions should capture previous-year and lifetime prevalence of child maltreatment. Monitoring prevalence rates over time requires surveys to
be conducted at repeated time points. It is proposed that surveys be administered every four to seven years. Methods of data collection that do
not involve children are presented for countries unable to conduct surveys with children. Finally, ethical considerations in conducting surveys on
child maltreatment are discussed.

Keywords

Child Abuse

Health Surveys

Sentinel Surveillance
Surveys and Questionnaires
Prevalence

Europe

ISBN 978 92 890 5163 7

Address requests about publications of the WHO Regional Office for Europe to:

Publications

WHO Regional Office for Europe
UN City, Marmorvej 51

DK-2100 Copenhagen @, Denmark

Alternatively, complete an online request form for documentation, health information, or for permission to quote or translate, on the
Regional Office website (http;/www.eurowho.int/pubrequest).

© World Health Organization 2016

All rights reserved. The Regional Office for Europe of the World Health Organization welcomes requests for permission to reproduce or translate
its publications, in part or in full.

The designations employed and the presentation of the material in this publication do not imply the expression of any opinion whatsoever on
the part of the World Health Organization concerning the legal status of any country, territory, city or area or of its authorities, or concerning the
delimitation of its frontiers or boundaries. Dotted lines on maps represent approximate border lines for which there may not yet be full agreement.

The mention of specific companies or of certain manufacturers’ products does not imply that they are endorsed or recommended by the World
Health Organization in preference to others of a similar nature that are not mentioned. Errors and omissions excepted, the names of proprietary
products are distinguished by initial capital letters.

All reasonable precautions have been taken by the World Health Organization to verify the information contained in this publication. However,
the published material is being distributed without warranty of any kind, either express or implied. The responsibility for the interpretation and use
of the material lies with the reader. In no event shall the World Health Organization be liable for damages arising from its use. The views expressed
by authors, editors, or expert groups do not necessarily represent the decisions or the stated policy of the World Health Organization.



CONTENTS

ACKNOWLEDGEMENTS vi

FOREWORD vii

ACRONYMS viii

EXECUTIVE SUMMARY ix
SUGGESTIONS FOR THE CREATION OF NATIONAL CHILD MALTREATMENT SURVEILLANCE SYSTEMS IN EUROPE IX
ENDORSED ADDITIONAL MONITORING METHODS INVOLVING PARENTS OR PROFESSIONALS X

CHAPTER 1. INTRODUCTION 1
WHAT IS CHILD MALTREATMENT AND HOW DOES IT DIFFER FROM VIOLENCE AGAINST CHILDREN? 2
WHY IS CHILD MALTREATMENT IMPORTANT? 2
WHY IS CHILD MALTREATMENT SURVEILLANCE NEEDED? 2
WHO IS THE HANDBOOK FOR? 3
AIM AND STRUCTURE 4

CHAPTER 2. DEFINITION OF TERMS 5
CORPORAL PUNISHMENT 6
CHILD MALTREATMENT 6
PREVALENCE 7
MEASURING CHANGE 7

CHAPTER 3. DEVELOPING A CHILD MALTREATMENT SURVEILLANCE SYSTEM 8
WAYS TO COLLECT DATA 9
WHO SHOULD BE SURVEYED? 9
HOW TO SAMPLE STUDY PARTICIPANTS 9
HOW TO COLLECT DATA 1

CHAPTER 4. WHAT MEASUREMENT INSTRUMENTS ARE AVAILABLE? 12
TYPES OF INSTRUMENTS 13
ICAST 13
JUVENILE VICTIMIZATION QUESTIONNAIRE (JVQ) 13
THE ADVERSE CHILDHOOD EXPERIENCES INTERNATIONAL QUESTIONNAIRE (ACE-IQ) 14
SCMQ 14
STUDYING PREVALENCE OVER TIME 17
REFERENCE PERIODS 18
LIMITATIONS 18

CHAPTER 5. PARENT-REPORTED CHILD MALTREATMENT SURVEILLANCE,

AND AGENCY AND SENTINEL REPORTS 19
ADULT SELF-REPORTS 20
AGENCY REPORTS 20
SENTINEL SURVEYS 20
COMBINATION OF SENTINEL AND SELF-REPORT SURVEYS 21

CHAPTER 6. ETHICAL CONSIDERATIONS 22
PROTECTING CHILDREN FROM HARM 23
OBTAINING CONSENT 23
ENSURING CONFIDENTIALITY 23
OFFERING SUPPORT IF SERIOUS HARM IS IDENTIFIED 23
GENERAL ETHICAL CONSIDERATIONS 24

CHAPTER 7. CONCLUSION 26
SUMMARY 26

REFERENCES 27

ANNEX 1. OVERVIEW OF CHILD MALTREATMENT MEASURES 33



ACKNOWLEDGEMENTS

The handbook was written by: Franziska Meinck (University
of Oxford, United Kingdom); Janina I. Steinert (University
of Oxford, United Kingdom); Dinesh Sethi (WHO Regional
Office for Europe); Ruth Gilbert (University College London,
United Kingdom); Mark A. Bellis (Public Health Wales, United
Kingdom); Christopher Mikton (WHO headquarters); Lenneke
Alink (Leiden University, the Netherlands); and Adriana Baban
(Babes-Bolyai University, Romania).

Many international experts and WHO staff members
contributed to its development. The conceptual foundations
were outlined at an editorial meeting held at the WHO
Regional Office for Europe on 5 February 2015, where the
following were present: Lenneke Alink, Mark A. Bellis, Noemi
Pereda Beltran, Gauden Galea, Ruth Gilbert, Jenny Gray,
Katie Hardcastle, Ewa Janczewska, Freja Ulvestad Karki,
Bjarne Laursen, Heidi Manns-Haatanen, Christopher Mikton,
Athanasios Ntinapogias, Robertas Povilaitis, Gentiana Qirjako,
Marija Raleva, Sophie Reijman, Martin Sack, Julia Schellong,
Betinna Schwethelm, Dinesh Sethi, Tomasz Symanski and
Martin W. Weber.

The development process benefited greatly from the
contributions of an external expert group that commented
on drafts. The group was chaired by Dinesh Sethi and its
members were: Lenneke Alink (the Netherlands); Adriana
Baban (Romania); Mark A. Bellis (United Kingdom); Alex
Butchart (Switzerland); Ruth Gilbert (United Kingdom);

Freja Ulvestad Karki (Norway); Joanna Karu (Estonia); Palvi
Kaukonen (Finland); Franziska Meinck (United Kingdom);
Athanasios Ntinapogias (Greece); Dimitrinka Jordanova
Pesevska (the former Yugoslav Republic of Macedonia);
Robertas Povilaitis (Lithuania); Gentiana Qirjako (Albania);
Marija Raleva (the former Yugoslav Republic of Macedonia);
and Oliver Vidojevic (Serbia).

The authors are grateful to the following external peer
reviewers for their very helpful comments on improving the
report’s completeness and accuracy: Andreas Jud, Lucerne
University of Applied Sciences and Arts, Switzerland, Guzal
Kamalova, United Nations Children’s Fund, Switzerland; David
Finkelhor, University of New Hampshire, United States of
America; Melissa Merrick, Centers for Disease Control and
Prevention, United States of America; and Lorraine Radford,
University of Central Lancashire, United Kingdom.

Particular thanks go to WHO staff members Alex Butchart and
Joao Breda for providing very helpful comments and Gauden
Galea for his overall support for the handbook.

The authors wish to thank the International Society for the
Prevention of Child Abuse and Neglect foraccess to their Child
Abuse Screening Tools questionnaire, and David Finkelhor
and the Center for Crimes Against Children, University of New
Hampshire, United States, for use of the Juvenile Victimization
Questionnaire.



FOREWORD

A healthy start to life without maltreatment and adversity
in childhood is a mainstay of the actions required to reduce
inequity in Europe and achieve the goals of Health 2020. Child
maltreatment is the product of social, cultural, economic and
biological factors and occurs in all societies and countries in the
WHO European Region. It is a leading cause of health inequality
and social injustice, with the socioeconomically disadvantaged
more at risk. Estimates based on combined analyses of studies
suggest that at least 18 million children in the Region will suffer
from sexual abuse, 44 million from physical abuse and 55 million
from emotional abuse during their childhood.

Most child abuse and neglect occur in the community. Unless
detected by population surveys, they may neither be identified
by child protection services nor come to the attention of
policy-makers and society as a whole. Child abuse and neglect
are nevertheless grave public health and societal problems with
far-reaching consequences for the mental and physical health
of children and for societal development. The consequences of
such adversity may affect people throughout the life-course,
resulting in high societal costs.

In response to the public health and societal burden of child
maltreatment, Member States of the WHO European Region
have endorsed Investing in children: the European child
maltreatment prevention action plan 2015-2020. The plan
emphasizes a public health approach to prevention and sets
a target to reduce child maltreatment by 209 by 2020. It calls
on Member States to achieve this through three objectives:

making child maltreatment more visible with better surveillance;
strengthening governance by developing national action plans
for prevention; and implementing maltreatment prevention
programmes.

This handbook focuses on supporting the first of these
objectives. It provides practical advice on measuring and
monitoring the national prevalence of child maltreatment.
Population-based surveys to measure children’s experience of
maltreatment at regular intervals will enable stakeholders to
monitor whether reductions in child maltreatment are being
achieved through policy and programmatic interventions.
Such evidence would inform policy-makers and the public on
whether society’s preventive efforts to safeguard children from
abuse and neglect are having the desired effects.

We at the WHO Regional Office for Europe hope that this
handbook will provide policy-makers, practitioners and activists
with the technical support needed to make the problemn of child
maltreatment more visible. This will contribute to evaluating
actions and assessing progress in eliminating violence against
children. The handbook should be used in conjunction with
accompanying publications from WHO.

Gauden Galea

Director

Division of Noncommunicable Diseases and Promoting Health
Through the Life-course

WHO Regional Office for Europe
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EXECUTIVE SUMMARY

Child maltreatment - the physical, emotional and sexual
abuse and neglect of children - is a major health concern in
European countries that requires an intersectoral approach. It
is associated with poor physical and mental health and has been
linked to anxiety, depression, self-harm, suicidality, cardiovascular
disease, diabetes and cancer. According to the United Nations
Convention on the Rights of the Child, child maltreatment is
considered a violation of children’s human rights. Governments
are legally obliged to guarantee the survival, development, well-
being and participation of children. While some of the more
severe child maltreatment cases are likely to be detected by
child protection agencies, estimates suggest that a large
number are unreported. Identifying the actual number of
cases and establishing reliable statistics on prevalence for each
country and region are public health imperatives.

This handbook has been developed for policy-makers, policy-
implementers and practitioners to facilitate the creation
of a surveillance system for measuring child maltreatment
prevalence across European countries. The surveillance system
will enable countries to monitor effective implementation of
their national action plans over time, as described in Investing
in children, the European child maltreatment prevention action
plan for 2015-2020 that was adopted by the WHO Regional
Committee for Europe in 2014. It will also help to compare child
maltreatment exposure across countries. The handbook should
be used in conjunction with the forthcoming handbook for
the development of national policy and action plans on child
maltreatment prevention.

SUGGESTIONS FOR THE CREATION
OF NATIONAL CHILD MALTREATMENT
SURVEILLANCE SYSTEMS IN EUROPE

Child maltreatment surveillance should be conducted using
representative community-based surveys that are comparable
across countries. It is suggested that an efficient way of doing
this is through administering questionnaires via schools,
specifically targeting adolescents aged between 13 and 15
years. Administering surveys in schools increases feasibility and
ensures easy access to the population of interest, but is only
suitable in countries with low levels of school dropout in the
target sample population. It also does not allow monitoring
throughout the whole of childhood (0-17.9 years).

The handbook suggests that countries wishing to carry out
national surveys solely on child maltreatment should use one
of three internationally recognized longer instruments: the
International Society for the Prevention of Child Abuse and
Neglect (ISPCAN) Child Abuse Screening Tool (ICAST), the
Juvenile Victimization Questionnaire (JVQ), or the Adverse
Childhood Experiences International Questionnaires (ACE-IQ).

Vi

These cover multiple dimensions of child maltreatment and
violence against children.

The handbook also introduces the Short Child Maltreatment
Questionnaire for inclusion in ongoing multicomponent
surveys where space is limited. The questionnaire covers four
dimensions of maltreatment - physical, emotional and sexual
abuse, and neglect - and adds a fifth dimension of witnessing
parental intimate-partner violence.

All included questions should investigate two kinds of child
maltreatment prevalence - past-year and lifetime. If only one
type is to be chosen, preference should be given to past-year
prevalence, as it is better suited to monitoring trends over time.

Lifetime prevalence can measure burden of experienced
child maltreatment, but cannot be used to monitor changes
in prevalence rates in relation to the vision of prevention
programmes proposed by national action plans. It can
nevertheless capture exposure early in childhood that can have
a profound effect on later development. Ideally, both lifetime
and past-year prevalence should be established.

National surveys should be conducted at regular intervals to
allow tracking of trends in maltreatment rates over time and
across European countries. The handbook suggests an interval
of four to seven years.

A subset of the population should be selected based on random
probability sampling. The sample should be representative
to enable prevalence rates to be generalized to the whole
population of the age group sampled.

Participation in surveys must be completely voluntary. Answers
must remain confidential and should not be accessible to
teachers or other staff members. All data must be anonymized
so that answers cannot be traced to individual respondents.

The handbook suggests a passive consent procedure from
guardians (where legally possible) to increase response rates.
Leaflets or information sheets that provide information about
the research and explain the possibility for opt-out should be
distributed to parents and legal guardians. If no further action is
taken by the guardian, researchers can assume that consent has
been given. Where young people choose to participate, assent
is assumed.

Surveys rely on self-report measures of child maltreatment.
To support anonymity and confidentiality, questionnaires
should be completed with paper and pencil or using audio- and
computer-assisted self-interviews (ACASI) administered via a
tablet, iPad or mobile phone.
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Ethical ~ procedures should emphasize  respondents’
confidentiality and anonymity. Information for self-referral to
child protection services, however, should be provided to all
participants and referral systems should be in place for those
actively seeking help.

ENDORSED ADDITIONAL MONITORING
METHODS INVOLVING PARENTS OR
PROFESSIONALS

For age groups in which children are too young for self-report
interviewing (0-9 years, for instance), the handbook suggests
parent-based reporting using one of two measures - the
ICAST-P (Parent) or the JVQ-parent report. Special emphasis
needs to be placed on privacy and anonymity to reduce the risk
of underreporting,

Sentinel surveillance provides an alternative approach. In
a sentinel surveillance process, professionals working with
children in organizations such as youth clubs or schools
agree to report all suspected cases of child maltreatment
over a specified time frame to a designated agency. Sentinel
surveillance can be used to measure incidence of child
maltreatment and inform policy-makers about gaps in
service provision, lack of resources and particular areas
with high prevalence. Sentinel surveys are likely to provide
an underestimate of the prevalence of maltreatment in the
general population, but when combined with self-report
surveys can produce an accurate picture of the prevalence
of child maltreatment, availability of services and problems
in service delivery. The handbook endorses a combination
of these approaches. Sentinel surveillance may be more
appropriate for establishing chronicity of maltreatment.
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WHAT IS CHILD MALTREATMENT AND HOW
DOES IT DIFFER FROM VIOLENCE AGAINST
CHILDREN?

Child maltreatment is defined as the abuse and neglect that
occurs to children under 18 years of age. It includes all types of
physical and/or emotional ill treatment, sexual abuse, neglect,
negligence and commercial or other exploitation that results
in actual or potential harm to the child’s health, survival,
development or dignity in the context of a relationship of
responsibility, trust or power (7). As such, the perpetrator
is often someone like a parent, guardian, older relative or
teacher, or older acquaintance or stranger.

While a single incident of sexual abuse is considered to meet the
criteria, exposure to neglect, emotional abuse and moderate
forms of physical abuse should be persistent and frequent to
meet the definition of child maltreatment (2). However, no
forms of abusive behaviour towards children, whether frequent
or infrequent, are condoned.

For the purposes of this handbook, five types of maltreatment
are considered: physical, sexual and emotional abuse, neglect
and the witnessing of interparental violence.

Violence against children refers to all forms of physical
or mental violence, injury and abuse, neglect or negligent
treatment, maltreatment or exploitation, including sexual abuse
against young people under 18 years (3). It includes, but is a
much broader concept than, child maltreatment; for instance,
it is not necessary for it to occur in the context of a relationship
of responsibility, trust or power, but can be perpetrated by
anyone - peers, strangers or any individual or group (4).

This handbook focuses on the measurement and surveillance
of child maltreatment and not on surveillance of violence
against children.

WHY IS CHILD MALTREATMENT
IMPORTANT?

It is estimated that between 5% and 50% of children suffer from
child maltreatment (4). Prevalence rates vary regionally and can
be as high as 65% for physical abuse (5) and 55% for contact
and non-contact sexual abuse (&) in some African countries. A
meta-analysis in Europe showed that rates of physical abuse were
22.9%, emotional abuse 291% and contact sexual abuse 9.6%
(57% in boys and 13.4% in girls) (7-10). A telephone-interview
study from 2008 in the United States of America revealed that
10% of the children and adolescents surveyed had suffered from
child maltreatment in the past year. This included physical and
emotional abuse, neglect and family abduction. Six per cent of
respondents were exposed to sexual abuse and 9% witnessed
assault of a family member by another (77). A United Kingdom-
wide study based on computer-assisted self-interviewing found a

prevalence of severe maltreatment (with a weapon or leaving an
injury) experienced during childhood of 6% among participants
under 11 years, 19% in 11-17-year-olds and 25% in those between
18 and 24 (12). In Europe, 850 children aged under 15 die from
child maltreatment annually (70).

Apart from the immediate medical and psychological trauma,
child maltreatment also has multiple negative lifetime effects.
Those who have experienced child maltreatment are at
increased risk of suicide, repeated maltreatment or victimization
by others, risky sexual behaviours, poor physical and mental
health, and unemployment, and also have higher risk for
violence perpetration and delinquent behaviour (13-77). Child
maltreatment is also associated with cancer, cardiovascular
disease and diabetes (18).

Evidence points to intergenerational continuity of child
maltreatment, meaning victims are more likely to maltreat their
own children and/or be in violent relationships that children
might witness (19). Safe, stable and nurturing relationships have
been shown to moderate this association (20), but a recent
prospective cohort of individuals with histories of childhood
abuse matched with non-abused comparisons identified
through child protection services’ records found that higher
detection rates in families with childhood abuse histories may
be due to detection or surveillance bias (27).

Child maltreatment also has economic consequences. The
estimated annual cost in the United States for related illnesses
and disabilities is US$ 124 billion. In Germany, the estimated
annual costs (for all people who have ever experienced child
maltreatment in their lifetime) is €11 billion due to expenditure
on health care, education and social services, and through
productivity losses over the victim’s lifetime (22).

Reducing child maltreatment is therefore a clear public health
imperative, but reliable, easily accessible and internationally
standardized data on the prevalence of child maltreatment
are lacking. Estimates suggest that up to 90% of cases remain
unreported and are therefore undetected by child protection
services (23). Survey data are needed to examine the full extent
of the problem. Availability of adequate information on child
maltreatment is limited in many countries by expensive and
complex data collection processes and the requirement for
lengthy and detailed interviews, and current survey data are
often limited by small and unrepresentative sampling. The above
numbers are only approximations of the European and global
situation - more representative surveys using standardized
tools are needed.

WHY IS CHILD MALTREATMENT
SURVEILLANCE NEEDED?

Child maltreatment is considered a violation of children’s
human rights. The United Nations Convention on the Rights of



the Child spells out these rights as the survival, development,
well-being and participation of children (24). They can further
be categorized into those of protection, participation and
provision.

Rights of protection promote the protection of children
from harm, such as all forms of abuse and exploitation. Rights
of provision comprise children’s right to education and the
obligation of the state to uphold this right if parents and
families cannot. Rights of participation allow children to be
involved in actions and decisions that affect them, and express
and have their views heard about those decisions. Children’s
human rights are legal obligations that require an effective
public health response (25): a key starting point is asking
children (or their caregivers) whether they have experienced
maltreatment.

In response to the scale and detrimental consequences of
child maltreatment, as highlighted in the European report on
preventing child maltreatment (10), the 53 Member States of
the WHO European Region gave their unanimous support in
2014 to the WHO Regional Committee for Europe resolution
EUR/RC64/R6 on investing in children: the European child and
adolescent health strategy 2015-2020 and the European child
maltreatment prevention action plan 2015-2020 (10,26). The
prevention action plan establishes a regional target to reduce
child maltreatment and homicides by 20% by 2020. It calls on
countries to achieve this through:

e making child maltreatment more visible by setting up
information systems;

e strengthening governance by developing intersectoral
national action plans for prevention; and

e strengthening health systems to reduce the risks of child
maltreatment.

This handbook focuses on supporting Member States to
deliver on the first objective. Work is also underway on a
handbook on developing national action plans to prevent
child maltreatment to support achievement of the second
objective, and for the third, countries have access to
Implementing child maltreatment prevention programmes:
what the experts say (27) and INSPIRE: seven strategies for
ending violence against children (28), both of which present
evidence-based resources on child abuse prevention and
responses.

Effective surveillance systems based on self-or parent-reported
child maltreatment are essential, as child maltreatment often
is a hidden problem with many cases not disclosed to agencies
involved in caring for children and young people. Reliable and
valid cross-country data on prevalence are urgently needed
to enable estimations of the global and national burden and
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assess the effectiveness and viability of social and health
interventions and policies to reduce child maltreatment, family
conflict and family violence.

The lack of European survey data on prevalence is due in part
to the high costs of conducting surveys on child maltreatment,
which often require lengthy and detailed interviews. The
International Society for the Prevention of Child Abuse and
Neglect’s (ISPCAN) Child Abuse Screening Tool (ICAST), for
example, has 37 items and takes an average of 30 minutes to
complete (29). An alternative strategy is to add child and/or
adult modules to existing national or international surveys.
This has been achieved successfully for fighting and bullying
in the Global School-based Student Health survey and the
Health Behaviour in School-aged Children (HBSC) survey
and could also be done for child maltreatment (30,37). The
potential for including child maltreatment items in surveys is
hampered, however, by the lack of validated and freely available
measures that are sufficiently concise for inclusion in large
multicomponent studies.

This handbook aims to support countries in establishing child
maltreatment surveillance systems that are appropriately
designed to benchmark and monitor maltreatment rates
over time. It is suitable for all European countries that are
able to carry out a HBSC survey and have a minimum of child
protection services in place, and includes detailed guidance
on how to conduct community surveys on, and take sensible
measurements of, child maltreatment. The handbook reviews
the suitability of comprehensive questionnaires for standalone
surveys of maltreatment and introduces the newly developed
Short Child Maltreatment Questionnaire (SCMQ) to measure
children and young people’s experiences. The SCMQ can
be included in multicomponent surveys, and all presented
instruments can be used to establish prevalence: indeed,
repeated administration of the same tool will help to monitor
prevalence over time. Prevalence studies are in line with the
child’s right to participation, as defined in Article 12 of the
Convention on the Rights of the Child (24).

Research is needed to determine the sensitivity of the selected
measures in detecting change in maltreatment and the time
intervals over which they should be repeated. Current practice
suggests a period of four to seven years is advisable.

WHO IS THE HANDBOOK FOR?

The handbook was developed for policy-makers, policy-
implementers and researchers. Its key audience includes:
representatives from ministries of health, children and
families, social services or welfare, and education; advisers to
policy-makers; and personnel of international organizations
focused on child protection and relevant nongovernmental
organizations working with vulnerable children. It also targets
state-led research institutions, such as offices for national
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statistics, institutes of criminology and research institutes for
families and young people. The handbook will help governments
and agencies to monitor child maltreatment prevalence over
time using standardized measures and consequently evaluate
implementation of national action plans for child maltreatment
prevention.

AIM AND STRUCTURE

The handbook has one main aim: to promote system-
wide monitoring of child maltreatment in European
countries and globally.

The following chapters provide a step-by-step outline of
how a surveillance system for measuring child maltreatment
prevalence should be put in place, with the emphasis on
establishing population-wide prevalence rates via representative
survey samples. Suggested tools should not be used for the
identification of individual child maltreatment cases.

Fig. 1 presents a decision aid for designing surveillance
studies on child maltreatment prevalence and highlights the
recommended choices. It is suggested that past-year and
lifetime exposure to child maltreatment be measured as a
minimum: severity, chronicity and age of onset should also be
considered for inclusion where more space is available (32).

Following this introductory chapter, Chapter 2 provides
definitions of key concepts and Chapter 3 introduces
community-based child maltreatment surveillance and
monitoring, including advice on sample populations and a short
how-to section. Chapter 4 focuses on survey measures and
the SCMQ, discussing their strengths and limitations. Chapter
5 presents a suitable tool for capturing population information
on maltreatment among younger children and toddlers, based
on parent reporting, and describes agency-based and sentinel
surveillance as an alternative to population surveys. Chapter
6 discusses ethical aspects, including protection from harm,
seeking consent, ensuring confidentiality and putting child
protection mechanisms in place.

Fig. 1. Decision aid: how to do child maltreatment
surveillance

Past-year exposures to different

What to types of child maltreatment

measure?
Lifetime exposures to different types
B —— .

of child maltreatment
Children

Who to Adolescents
survey?

Parents

B ———
Professionals

From schools

From clinics

How to
sample?

From child protection agencies

From agencies working with children

From the general population

Face-to-face interview

How to Self-administered interview

collect data? Telephone interview

> Computer-assisted interview

Official records

ICAST (approx. 25 minutes)

Which tool ACE IQ* (approx. 25 minutes)

to use? JVQP-long (approx. 30 minutes)

- 5 JVQ-screener (approx. 12 minutes)

SCMQ (approx. 3 minutes)

# ACE-IQ = Adverse Childhood Experiences International Questionnaire.

® JVQ = Juvenile Victimization Questionnaire.
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CORPORAL PUNISHMENT
Corporal punishment is (33):

.. any punishment in which physical force is used and
intended to cause some degree of pain or discomfort,
however light. Most involves hitting (smacking, slapping
orspanking) children with the hand or with aninstrument
(a whip, stick, belt or shoe). Corporal punishment can
also involve kicking, shaking or throwing children, pulling
hair, boxing ears, burning or scalding children.

Much or all of what is considered harsh corporal punishment is
also considered child maltreatment.

CHILD MALTREATMENT

Child maltreatment includes all types of physical and/or
emotional ill treatment, sexual abuse, neglect, negligence and
commercial or other exploitation that results in actual or
potential harm to the child’s health, survival, development or

Table 1. Subtypes of child maltreatment

Physical abuse

Emotional abuse

Neglect and negligent
behaviour

Sexual abuse

dignity in the context of a relationship of responsibility,
trust or power (7). WHO definitions for all subtypes of child
maltreatment are outlined in Table 1.

It is important to distinguish between moderate and severe
maltreatment. For physical abuse, spanking the buttocks,
slapping the child, pulling hair or pinching would be considered
moderate. Hitting the child with an object, kicking, burning,
choking and beating would be considered severe. Moderate
forms are much more prevalent. The WorldSAFE study, for
example, found that 51% of the cohort of mothers in Chile used
spanking the buttocks to discipline their child, but only 4% hit
their child with an object, and none kicked, burned, beat or
choked the child (4).

Moderate levels of maltreatment are still considered abusive
but are considered less harmful than severe types (4). Use
of the label moderate for certain types of maltreatment
does not, however, justify its use. Any type of maltreatment,
whether moderate or severe, is in direct contravention of the
Convention on the Rights of the Child and potentially harmful

Physical abuse of a child is that which results in actual or potential physical harm from an
interaction or lack of interaction, which is reasonably within the control of a parent or person in
a position of responsibility, power or trust. There may be single or repeated incidents.

Emotional abuse includes the failure to provide a developmentally appropriate supportive
environment, including the availability of a primary attachment figure, so that the child can
develop a stable and full range of emotional and social competences commensurate with her

or his personal potentials and in the context of the society in which the child dwells. There may
also be acts towards the child that cause or have a high probability of causing harm to the child’s
health or physical, mental, spiritual, moral or social development. These acts must be reasonably
within the control of the parent or person in a relationship of responsibility, trust or power. Acts
include restriction of movement, patterns of belittling, denigrating, scapegoating, threatening,
scaring, discriminating, ridiculing or other non-physical forms of hostile or rejecting treatment.

Neglect is the failure to provide for the development of the child in all spheres: health,
education, emotional development, nutrition, shelter, and safe living conditions, in the context of
resources reasonably available to the family or caregivers and causes (or has a high probability
of causing) harm to the child’s health or physical, mental, spiritual, moral or social development.
This includes negligent behaviours such as the failure to properly supervise and protect children
from harm as much as is feasible.

Child sexual abuse is the involvement of a child in sexual activity that he or she does not

fully comprehend, is unable to give informed consent to, or for which the child is not
developmentally prepared and cannot give consent, or that violate the laws or social taboos of
society. Child sexual abuse is evidenced by this activity between a child and an adult or another
child who by age or development is in a relationship of responsibility, trust or power, the activity
being intended to gratify or satisfy the needs of the other person.

Witnessing domestic Any form of verbal or physical violence between a caregiver and his or her adult partner or ex-
violence partner.

Source: WHO (7).



to children. Surveillance teams need to take into account the
frequency of maltreatment experiences to categorize children
correctly.

Various definitions of child maltreatment are used across
European countries, including statutory and institutional
definitions that may differ from that of WHO. Researchers
should use the most rigorous definition to gather monitoring
information on child maltreatment that is useful for each
country.

The terms child abuse and child maltreatment are commonly
used interchangeably. This handbook refers to child
maltreatment throughout, denoting experiences of both child
abuse and neglect, but looks at measurement instruments that
capture all aspects of maltreatment and are not limited to one
subtype only.

PREVALENCE

Prevalence denotes the total number of existing cases at a
specific time point divided by the total risk population, and
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is usually expressed as a percentage (34). The focus in this
handbook is the previous-year and lifetime prevalence of child
maltreatment.

MEASURING CHANGE

Few child maltreatment measures have been psychometrically
evaluated to measure trends accurately. Further validation
work on inter-rater reliability is therefore needed to establish
whether the instruments presented in this handbook are able
to measure trends.

Change is considered as the difference in prevalence rates
of child maltreatment exposure in a nationally representative
sample of a similar population across different years of
surveying. For example, a nationally representative survey of
1500 schoolchildren aged 13-15 conducted in 2005 finds a
physical abuse prevalence of 35%; a nationally representative
survey of 1500 schoolchildren aged 13-15 conducted in 2015
using the exact same methodology and questions as the 2005
survey finds a prevalence of 20%. The 2015 survey therefore
measured a 15% change in the prevalence of physical abuse.



CHAPTER 3

DEVELOPING A CHILD MALTREATMENT
SURVEILLANCE SYSTEM




DEVELOPING A CHILD MALTREATMENT SURVEILLANCE SYSTEM 9

WAYS TO COLLECT DATA

Child maltreatment prevalence can be captured in a number of
ways. For instance, data can be retrieved from court records
of child homicide and maltreatment cases, case reports can be
accessed through child protection services, and sentinel studies
or broad population-based surveys can be conducted. This
handbook considers representative population-based surveys

the most adequate tool for gathering accurate information for
surveillance and monitoring of child maltreatment.

Fig. 2 illustrates different ways to collect data, based on the
cost and effort involved and the comprehensiveness of cases
identified. It is important to highlight that child maltreatment
surveillance aims to identify population-wide prevalence or
numbers and characteristics of children reached by services.

Fig. 2. Child maltreatment surveillance: methods of data collection and identification of cases

Hospital/health records
Complete agency records
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Sentinel study
Self-report

Efforts and costs

WHO SHOULD BE SURVEYED?

Different groups can provide information on child maltreatment
for national prevalence data. Surveys could target children,
adolescents, parents and legal guardians, teachers or
professionals working with children, such as social workers,
paediatricians or psychologists. The representativeness of the
sampled population should be a major focus. Adolescents are an
ideal age group as they are able to self-complete questionnaires.
Ideally, children and young people aged 10 to 17 years should be
sampled to capture victimization up to the age of 18. Considering
the constraints in drawing representative samples from such
a large age group, however, it is suggested that the minimum
standard in surveillance studies should be to recruit adolescents
aged between 13 and 15 years in schools, such as those recruited
for HBSC surveys (35). A key strength of sampling school-aged
adolescents is feasibility: surveys can be administered through
schools, respondents accessed easily, and the reading levels and
maturity of the proposed age group will be adequate for the use
of self-interviewing techniques (see below).

Although the sampling of adolescents specifically is preferred,
Chapters 4 and 5 discuss alternative approaches and describe
how data on prevalence of child maltreatment in younger
populations could be gathered.

HOW TO SAMPLE STUDY PARTICIPANTS

The key goal of a population-based survey is that findings can
be regarded as representative for the whole population of
interest. Ideally, prevalence of child maltreatment would be
assessed by interviewing all members of a population, but this
is too time-consuming and expensive. A representative subset
of the population is therefore surveyed.

Planning for a representative survey involves two steps: 1)
choosing a sampling method; and 2) determining the sample
size. The following paragraphs briefly outline suggestions on
sampling methodology for population-based surveys based on
WHO guidelines for conducting community surveys on injuries
and violence (36) and the HBSC survey protocol (3738). An
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example based on the HBSC study can be found in Box 1. It is
suggested that this protocol be consulted for more detailed
instructions (including recruitment and training of fieldworkers,
data entry and cleaning, and data analysis).

Box 1. Sampling example: HBSC

Population
The population is young people attending school aged 1,

13 and 15 years (desired mean age 115,135 and 15.5); 95% of
the eligible target population should be within the sample
frame.

Sampling

Cluster sampling using the school class as the sampling
unit is employed. Probability proportionate to size
sampling is used where the number of eligible classes is
unknown. Every pupil within the selected class is included
in the sample.

Stratification
The sample can be stratified by geographic location, ethnic
group, school type, etc,, to ensure representativeness.

Sample size

The suggested sample size for each of the three age
groups is 1500 students, assuming a 95% confidence level
and a design factor of 1.2.

Complications

School systems differ across countries, which makes
uniform sampling difficult. Age is therefore used as a
priority determinant for sampling. Classes that contain
students in the relevant age groups are selected. Further
possible challenges are that target age groups may be
split across different types of schools, such as primary and
secondary institutions. To reduce fieldwork costs, classes
for one age group are randomly selected and other classes
are drawn from the same school, consequently minimizing
the total number of required schools.

Administration

The survey is administered at different times during the
academic year to produce samples with the required mean
ages. Depending on the country, this is delivered either by
teachers or the external research team.

Representativeness
Generally, national samples are drawn. Where this is not

possible, regional sampling is employed (the minimum size
of the total population must be no fewer than 1 million).

Source: Currie et al. (37).

Sampling method

WHO suggests a two-stage sampling process. First, a subset of
secondary schools is selected via cluster probabilistic sampling,
It is suggested that adolescents are targeted to allow for self-
completion of the survey. Classes in these schools with students
aged 10-18 are targeted. If researchers follow the HBSC format
or survey, 13-15-year-olds should be recruited. Questionnaires
can be administered by teachers or external researchers.

Determination of the sample size

Sample-size calculations seek to balance sufficient size for
detecting differences between groups within the population
and keeping survey costs at a reasonable level. A number of
factors need to be considered to determine an adequate
sample size:

® the estimated prevalence of the problem (in this case, child
maltreatment)

® anacceptable error margin

® the level of precision

e clustering of data (in cluster samples)
e the estimated non-response rate.

Prevalence estimates should ideally be based on findings
from previous studies or those of arguably similar populations.
Calculations  for sample sizes under different prevalence
scenarios, ranging from 5% to 20%, are shown in Table 2.

The error margin should conventionally be set to 5%, which
will retrieve prevalence estimates with a confidence level of 95%.

The level of precision determines the accuracy of estimates
(that is, the range in which the point estimate lies). A precision
level of half of the prevalence rate is suggested: for instance, with
an expected maltreatment prevalence of 20%, precision should
be set to 10% (40).

Standard sample size calculations are valid only if simple random
sampling techniques are applied. Where cluster or multistage
sampling methods are used (as suggested in this handbook),
the required sample size will have to be enlarged if the level
of precision is to be maintained. Sample sizes will have to be
corrected by a design effect’ that accounts for the fact that
individuals within one cluster (such as schools) will likely be
similar to each other, which will increase the intraclass correlation.
Previous studies can give some indication of the magnitude of

" The design effect is calcul ed as 1+ 8 (n - 1), whereby 8 denotes the intraclass
correlation and n the average size of a cluster.
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Table 2. Sample sizes for different prevalence rate scenarios

Expected prevalence rate (%) Precision level (%) Sample size required
5 25 8360
10 5 2156
15 75 984
20 10 566

Note: hypothetical sample sizes have been calculated with an online calculator (39). Sensitivity and specificity were assumed to be 70%, which can be regarded as a

rather conservative estimate.

such design effects, but if no such studies can be identified, 1. Paper-based surveys require questionnaires to be
it is suggested that the HBSC study be followed and a design completed using a paper-and-pencil method. After
factor of 12 applied (38). Generally speaking, design effects completion, questionnaires are handed back in sealed
between 1 and 3 are most common. A design effect of 3, for envelopes containing no personal identification data to
instance, would require a threefold increase of the sample size ensure anonymity. These should not be used in populations
to maintain the same level of precision (47). with low literacy.
Last, oversampling can be used in light of possible non- 2. Tablet/computer-based surveys, such as audio- and
response. Again, previous studies may give some indication of computer-assisted self-interviews (ACASI) surveys, are self-
the non-response rate to be expected. administered on a tablet, iPad or mobile phone. Project
mobile devices, rather than personal ones, are used to
HOW TO COLLECT DATA preserve confidentiality. Questions are displayed in a written
format with an additional (optional) audio feature that
In self-report surveys on sensitive topics, self-administration reduces reading burden and is especially useful when used in
can increase willingness of disclosure compared to face-to- sample populations with low literacy levels. Technology-based
face interviews, due to increased anonymity and confidentiality. self-interview methods have been shown to be effective in
Embarrassment, stigmatization and social desirability bias of increasing participants’ willingness to disclose stigmatized
self-report measures can be reduced, especially in relation to experiences (43). One study found prevalence rates obtained
measurement of sexual abuse (42). from ACASI interviewing were four to six times higher than

records from child protection agencies (44). The proposed
Self-administered surveys can be run in two formats. target population is likely to be familiar with mobile devices.



CHAPTER 4
WHAT MEASUREMENT INSTRUMENTS
ARE AVAILABLE?
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TYPES OF INSTRUMENTS

The literature exhibits a broad range of child maltreatment
measures that have to date been widely applied in multiple
countries across the world. Annex 1 provides a comprehensive
list of child maltreatment measures identified from a rapid
systematic literature review.

Countries, organizations and agencies that wish to carry out
specific surveys on child maltreatment are encouraged to
administer one of the long questionnaires shortlisted by the
expert committee based on the following four criteria:

1. the measurement toolkit had to be available at zero cost;

2. theinstrument had to cover all dimensions of maltreatment
- physical, sexual and emotional abuse and neglect;

3. the instrument had to be tested and used in different
contexts and deemed suitable by experts from a variety of
countries; and

4. some results on reliability and validity had to be available.

The following sections briefly describe the three shortlisted
instruments. Full questionnaires are available online.

ICAST

The ICAST tool has been developed in a joint effort involving
ISPCAN, the United Nations Children’s Fund (UNICEF), the
United Nations Secretary General’s study on violence against
children, the Office of the High Commissioner for Human
Rights and WHO. The tool was piloted in eight countries and
refined accordingly.

ICAST questionnaires have since been used in studies across
the globe, including European countries (Albania, Bosnia and
Herzegovina, Bulgaria, Croatia, Greece, Romania, Serbia, the
former Yugoslav Republic of Macedonia and Turkey) (45,46),
China (47), the Democratic Republic of the Congo (48), the
Republic of Korea (49), Saudi Arabia (50) and Zimbabwe (57)
and has been validated in China (47). Internal consistency
varied depending on the subscale, from adequate-to-good for
the ICAST-C (Child) and ICAST-R (Retrospective) (29,52), and
poor-to-good for the ICAST-P (Parent) (48). Psychometric
properties can be found in Annex 1. The tool is now available
in 20 languages.

The ICAST is a self-report measure to assess child maltreatment
prevalence and frequency. There are three ICAST tools:

e child versions for ages 11-18, including ICAST-CH (Home)
and ICAST-CI (Institution) (29);

® |CAST-P parent version (48); and

® [CAST-R retrospective version used for adults to measure
childhood abuse (52).

The ICAST-CH measures a child’s current (past-year) and
lifetime exposure to physical, emotional and sexual abuse,
neglect, domestic violence and community violence. The
ICAST-CI measures victimization in school or other institutional
environments. The ICAST-P measures a caregiver’s current (past-
year) and lifetime physical, emotional and sexual abuse, neglect
and harsh parenting for an index child in their care. The ICAST-R
measures an adult’s maltreatment experience during childhood.

The ICASTs contain between 36 (ICAST-R) and 77 (ICAST-C)
items. Completion time varies from 15 to 30 minutes depending
on interviewer style and victimization experience. The tools can
be completed by participants.

Key facts about ICAST are summarized in Box 2.

Box 2. Key facts about ICAST

The ICAST covers the following domains:
a) physical abuse

b) emotional abuse

c) sexual abuse

d) neglect

e) exposure to domestic violence

f) exposure to community violence.
There are four versions of the ICAST:

e child version (home and institution)

e parent version

e retrospective tool for measuring abuse history.
The ICAST questionnaire is self-administered and can
be completed within 30 minutes.

ICAST includes between 36 and 77 single items.

The ICAST tool has been translated into 20 languages.

Source: ISPCAN (53).

JUVENILE VICTIMIZATION QUESTIONNAIRE
(vVQ)

The JVQ s a self- or sentinel-report measure that assesses past-
year and lifetime prevalence of child maltreatment, crime and
other types of victimization during childhood. It consists of 34
items spanning five domains: crime, child maltreatment, peerand
sibling victimization, sexual victimization and witnessing crime.
The JVQ also collects data on the frequency and perpetrators
of the victimization events. It is designed for children and young
people aged 0-17 years (for interview administration with those
between 8 and 17 years and self-administration for age 12 and
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above). The caregiver report version is suggested for children
who are too young to be interviewed or surveyed.

The JVQ can be adapted for use as a retrospective measure
of childhood abuse for adults (54) and has been used, with
others, in the National Survey of Children’s Exposure to
Violence in Canada (55), China (56), Spain (57), Sweden
(58), the United Kingdom (59) and the United States (60).
Items have also been used in the Longitudinal Studies on Child
Abuse and Neglect study (67), Finland (62), Iceland (63), two
studies in South Africa (64,65) and Viet Nam (66). Validity
testing established moderate correlations between the JVQ
and trauma symptoms and mental health scores in studies in
China (67) and the United States (54), but a Spanish validation
study did not support this (57). Internal consistency for the
overall measure was excellent, but subscale consistency
ranged from poor to acceptable (54). Test-retest reliability
was acceptable to excellent. Psychometric properties can be
found in Annex 1.

Key facts about JVQ are summarized in Box 3.

Box 3. Key facts about JVQ

The JVQ covers the following domains:
a) crime

b) child maltreatment

c) peerand sibling victimization

d) sexual victimization

e) witnessing crime.

The JVQ has 34 items.

The JVQ is designed for ages o-17 and can be self-
administered for children of 12 years and above.

It takes approximately 30-35 minutes to complete.

The JVQ can also be based on parent-report for
children younger than 8 years.

Two shorter versions are available: Screener (12
minutes) and Abbreviated (20 minutes).

Source: Crimes Against Children Research Center (68).

THE ADVERSE CHILDHOOD EXPERIENCES
INTERNATIONAL QUESTIONNAIRE (ACE-IQ)

Developed by the Centers for Disease Control and Prevention
and Kaiser Permanente in 1995, the adverse childhood
experiences study originally assessed the association with
long-term risky behaviour and health outcomes among a large
sample of adults in San Diego, California (69). Thirty-two states
and the District of Columbia in the United States assessed for
adverse childhood experiences in their state health surveys
(using the Behavioral Risk Factor Surveillance System (70)) to

achieve a more representative assessment of early adversity.
The ACE-IQ has been developed to investigate adverse
childhood experiences internationally.

The 31-item ACE-IQ spans seven domains covering emotional
abuse (recurrent humiliation), physical abuse (beating), contact
sexual abuse, physical and emotional neglect, household
dysfunction (such as exposure to violence, alcohol and drug
use, imprisonment, mental illness of household members and
foster care of the child) and peer and community violence (77).
Itis a retrospective measuring tool, so is used mostly with adults
to establish their own childhood abuse experiences. The ACE-
IQ has nevertheless been used with adolescents in a number
of surveys, most notably in HBSC (where lifetime prevalence
is measured), and could be modified to measure past-year
exposure to maltreatment. For this, a shorter version of the
ACE-IQ spanning three dimensions - physical, emotional and
sexual abuse - was created (Table 3).

The developers encourage use as part of broader health surveys,
as it is employed mainly to demonstrate associations between
exposures to adverse childhood experiences and subsequent
risk behaviours and health outcomes. The ACE-IQ (or original
questionnaire) has been used in other populations, including
in China, Denmark (72), countries in eastern Europe (including
Albania, Latvia, Lithuania and Montenegro) (73), Germany (74),
Iraq (75), the Philippines, Romania (76), the Russian Federation
(77), Saudi Arabia (78), Serbia (79), South Africa, Thailand,
the former Yugoslav Republic of Macedonia (80), Turkey (87),
the United Kingdom (82), the United States (83,84) and Viet
Nam (85,86). Surveys are also being conducted in the Czech
Republic, Poland and the Republic of Moldova.

A limited amount of psychometric testing has been carried
out. An 11-item short version used in the Behavioral Risk Factor
Surveillance System found a three-factor solution for physical/
emotional abuse, sexual abuse and household dysfunction (87).
Strong correlations between adverse childhood experiences,
risky behaviours and poor health outcomes have been shown
across a wide range of countries (73,83). The screening tool
showed good construct validity in Germany, where it correlated
strongly with the Childhood Trauma Questionnaire. Internal
consistency was good in this German sample (74). Good
test-retest reliability has been established (88). Psychometric
properties can be found in Annex 1and key facts about ACE-IQ
are summarized in Box 4.

SCMQ

Apart from the HBSC version of the ACE-IQ no child
maltreatment measure brief enough to be included in national
surveys is currently available. An expert group convened by
the WHO Regional Office for Europe therefore developed the



WHAT MEASUREMENT INSTRUMENTS ARE AVAILABLE? 15

Table 3. Short ACE-IQ questionnaire, as used in the HBSC 2014 survey

Emotional abuse
you?

out of the house?

Physical abuse

Sexual abuse

Source: Inchley et al. (37).

SCMQ. Countries lacking the funds to carry out specific surveys
on child maltreatment or those carrying out surveys with
representative samples of adolescents can use the SCMQ as a
short measure for child maltreatment.

Box 4. Key facts about ACE-IQ

The ACE-IQ covers the following domains:

a) protection

b) abuse (physical, emotional and sexual)

C) neglect

d) exposure to domestic violence

e) exposure to community violence

f) exposure to military conflict

g) exposure to peer violence.

The ACE-IQ has 31 items.

It takes approximately 25 minutes to complete.

The ACE-IQ is used with adults to measure experiences
of maltreatment retrospectively but could be adapted
for past-year prevalence.

A screener form (10 items) and HBSC short form on
maltreatment experience (8 items) are also available.

Source: WHO (85).

The SCMQ provides a minimum number of questions. It was
developed by an expert committee and draws on a range of
validated instruments it has approved. Wordings were changed

m Items — While you were growing up

1. Did a parent, guardian or other household member yell, scream or swear at you, insult or humiliate

2. Did a parent, guardian or other household member threaten to, or actually, abandon you or throw you

3. Did a parent, guardian or other household member spank, slap, kick, punch or beat you up?

4. Did a parent, guardian or other household member hit or cut you with an object, such as a stick (or
cane), bottle, club, knife, whip, etc.?

5. Did someone touch or fondle you in a sexual way when you did not want them to?
6. Did someone make you touch their body in a sexual way when you did not want them to?
7. Did someone attempt oral, anal, or vaginal intercourse with you when you did not want them to?

8. Did someone actually have oral, anal, or vaginal intercourse with you when you did not want them to?

and questions rephrased slightly where necessary to make the
instrument more succinct and comprehensible. The SCMQ can
be included in existing or developing national surveys on child
well-being, health or behaviour, particularly where questionnaire
space is an issue. It includes seven items that were adapted from
validated measurements for the specific purpose of creating
a short questionnaire and can be used with adolescents and
young people aged 10-18.

The SCMQ does not aim to measure every type of maltreatment.
Items reflect four dimensions - physical, emotional and sexual
abuse, and neglect - and a fifth dimension of witnessing parental
physical violence (Fig. 3). Questions endeavour to distinguish
between moderate and severe levels, and single and frequent
occurrences, of physical and emotional abuse. They aim to
differentiate between physical and emotional neglect and
contact and penetrative sexual abuse, although psychometric
testing and validation are required to determine performance
in practice. The SCMQ focuses on child maltreatment so
measures only acts of violence against children by those in a
position of power or trust. It is for use in the general population
and does not target specific vulnerable groups.

Time for completion of the questionnaire is estimated to
be approximately three minutes. Its inclusion in existing and
planned nationally representative surveys in Europe is strongly
encouraged, preferably alongside a longer child maltreatment
measure to establish validity. It is essential that the SCMQ is
comprehensible and appropriately worded in each language, so
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Fig. 3. SCMQ

Sometimes children experience violence or are treated badly by family members or other adults. This happens to many children
around the world. We would like to ask you about your experiences so we can know how to help children stay safe in the future.

Please try to answer these questions as best and honestly as you can, thinking about your experiences during your life and the
last year. This is not a test. There is no right or wrong answer, just say what you remember happened to you. Please answer
the questions for your life and for the past year.

Physical abuse
Did a parent or other adult in the household hit, beat, kick or physically try to hurt you in any way?

No, never Yes, it has happened in my life Yes, it happened in the last 12 months

Once or twice Many times Once or twice Many times

Emotional abuse
Did a parent or other adult in the household swear at you, insult you, humiliate you, threaten you or make you feel unwanted?

No, never Yes, it has happened in my life Yes, it happened in the last 12 months

Once or twice Many times Once or twice Many times

Sexual abuse
Did someone at least five years older than you or an adult touch or fondle you or have you touch their body in a sexual way?

No, never Yes, it has happened in my life Yes, it happened in the last 12 months

Once or twice Many times Once or twice Many times

Did someone at least five years older than you or an adult attempt or actually have oral, anal or vaginal intercourse with you?

No, never Yes, it has happened in my life Yes, it happened in the last 12 months

Once or twice Many times Once or twice Many times

Physical neglect
Did your parent/caregiver for long periods of time not provide you with enough food or drink, clean clothes, or a clean and warm
place to live?

No, never Yes, it has happened in my life Yes, it happened in the last 12 months

Once or twice Many times Once or twice Many times

Emotional neglect
Were there times when there was no adult living with you who made you feel loved?

No, never Yes, it has happened in my life Yes, it happened in the last 12 months

Once or twice Many times Once or twice Many times

Witnessing parental violence
Did you see or hear one of your parents/carers being slapped, kicked, punched, beaten or deliberately hurt by a partner or ex-
partner in the home?

No, never Yes, it has happened in my life Yes, it happened in the last 12 months

Once or twice Many times Once or twice Many times
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translation and back-translation of items should be common
practice (89), followed by cognitive interviewing with a small
sample of adolescents to ensure understanding of items. It is
also strongly advised that the instruments be piloted with a
small subset of the target population to detect any potential
problems relating to misunderstanding, misinterpretation or
non-comprehensibility.

The proposed short-form questionnaire has not undergone a
process of cognitive testing (90), nor have its psychometric
properties been established. It is presented in this handbook to
countries as an instrument that is relatively short and easy to
manage and implement - the first of its kind.

Several countries have agreed to undertake testing of the
SCMQ as part of national surveys. This will involve cognitive
interviewing and interview debriefing to ensure language
and meanings are clear, including in translated versions and
quantitative data collection. Where possible, investigators are
encouraged to use the SCMQ in parallel with the long form of
another questionnaire to enable comparison of results. Once

Fig. 4. How to choose the type of surveillance

Do you wish to start child maltreatment

surveillance in your country?

Which age group are
you interested in?

0-9 years

Survey with
parents

Large study on violence
against children

Limited amount
of space

Sibling violence, peer
violence, community
violence,
polyvictimization

maltreatment

Ages 02
JVQ Caregiver -
infants and toddlers

“Netherlands Prevalence Study on Maltreatment of Children and Young People.

10-18 years

Child Child abuse and neglect,
domestic violence, some
peer victimization

quantitative data are available, rigorous statistical examination
of construct validity, dimensions and internal consistency is
proposed.

Fig. 4 can be used to inform the process of choosing an
appropriate instrument.

STUDYING PREVALENCE OVER TIME

It is imperative that surveys are repeated to monitor
prevalence of child maltreatment and allow benchmarking of
the effectiveness of European countries’ national prevention
action plans and programmes. As there is currently no
scientific evidence for the ideal time span between studies, it
is suggested that the survey be repeated every four to seven
years after adopting the national action plan to allow for
provisions to be implemented and show an effect. Regular and
repeated surveillance is essential to demonstrate progress in
implementing the European child maltreatment prevention
action plan 2015-2020, but further research is needed to
establish the most useful time span between surveys.

Sentinel report
from professionals;
follow example of
Netherlands study?

Alternative 1:
o —>
sentinel survey
Alternative 2:
—>
agency records

Request access
to health, social
services or police
record data

Survey with
adolescents

Large study on violence
against children

Adverse childhood
experiences: violence
victimization, neglect,

household dysfunction,
witnessing violence

Child maltreatment,
sibling violence,
peer violence,
community violence,
polyvictimization
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Continuity and comparability are important in child
maltreatment surveillance. Surveys should therefore use the
same instrument for all waves to ascertain comparability of
measurements across different points in time. If countries
have already administered one of the shortlisted survey
tools in previous years, it might be advisable to continue
with existing approaches for the purpose of historical
comparability. The SCMQ can be added to any survey if plans
for future reduction of items or inception of multicomponent
surveys are in place. Ideally, surveys across Europe would use
the same measurement to enable monitoring of trends across
the Region. It is also vital that the same sampling frame be
used for every repetition of the survey in a country. Where
this is not the case, prevalence rates will not be comparable.

REFERENCE PERIODS

Child maltreatment can be measured for different reference
periods. Most measurement tools look at lifetime prevalence
(the experience of any maltreatment between o and 18 years).
Some, such as the ICAST and JVQ, also ask about past-year
exposure (48). Past-year prevalence is more appropriate for
measuring change and investigating the effect of a national
action plan on preventing child maltreatment. This handbook
suggests the measurement of past-year prevalence and
lifetime prevalence in surveillance surveys, with a priority of
past-year prevalence if only one can be measured. Measuring
both has the advantage not only of establishing maltreatment
exposure in the past year of the child’s life, but also measuring
abusive incidents in earlier childhood.

Fig. 5. Childhood violence victimization relative to age

50 7

30 1

Of the shortlisted instruments presented above, the ACE-IQ
has not been designed to capture past-year prevalence. It is
nevertheless possible to replace the phrase “While you were
growing up ..” (see Table 3) with “In the past year ..” to allow
past-year prevalence estimates.

LIMITATIONS

Surveying 13-15-year-old adolescents in school is suggested,
based on ease of administration and feasibility. A key limitation,
however, is that the suggested approach will not capture
adolescents of that age who are not attending secondary school,
such as those from vulnerable populations like Sinti and Roma
(91). Self-administered survey tools may also be problematic
in marginal populations with low literacy levels. Survey data
will not include children of younger age or adolescents aged
16-18, among whom experiences of maltreatment and sexual
victimization respectively are reportedly highest (see Fig. 5)
(10): children and young people in the age range 10-17 could
therefore be targeted.

Chapter 5 presents an alternative approach to gathering
prevalence data on child maltreatment in younger populations
(children) based on parent/caregiver reports and elaborates
on agency-based child surveillance. Although these alternative
approaches may overcome some of the shortcomings cited
above, it is important to note that they suffer from severe
limitations in relation to representativeness and reliability. The
surveillance tool outlined in this chapter should be considered
the first choice.

20 -

Percentage victimized

10-13 14-17

Age group

e Physical assault

Maltreatment

Source: Finkelhor et al. (92).

e Property victimization

e |ndirect exposure to violence
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ADULT SELF-REPORTS

Information about the prevalence of child maltreatment among
younger children (who are too young to self-complete surveys)
can be gathered through adult self-report on maltreatment
against children. Adults, in this sense, is most likely to refer to
parents, caregivers or legal guardians, but can extend to other
relatives and acquaintances. A large body of literature focuses
on institutional maltreatment perpetrated by, for example,
teachers, sports coaches and priests (93).

Monitoring prevalence of child maltreatment in populations too
young for self-report questionnaires requires that surveys of
parents or legal guardians be undertaken. No brief questionnaire
for parent report of child maltreatment currently exists, so it is
suggested that the ICAST-P or JVQ parent versions are used.
As with the adolescent-report survey tool, it is important that
questions capture the past-year prevalence. Parent-report
surveys should ideally be repeated every four to seven years to
capture change in prevalence.

A key limitation of parent-based surveying is the potential for
underreporting due to stigmatization and social desirability
bias. The full scope of the problem is not known, but research
frequently shows a discordance between parent and child
reports of a child’s violence exposure (94). It is therefore crucial
to use surveying methods with a distinct emphasis on anonymity:
self-administered survey formats are best suited. If survey
administrators are used, they should be trained to adopt a non-
judgemental approach. Information about counselling and family
support should be made easily accessible for parents in need.

AGENCY REPORTS

Agency and sentinel reports on child maltreatment provide
alternatives to population-based surveys.

Agency reports collect data on the magnitude of detected and
reported child maltreatment incidence. State agencies - child
protection agencies, police departments, schools, day-care
centres, hospitals, social services and mental health agencies,
juvenile probation services, shelters, residential care institutions
and public health departments, for instance - routinely collect
administrative data on actual or suspected child maltreatment
cases. These data are inadequate, however, as only cases
reported to the authorities are included.

Some scholars have argued that child protection records can
only detect what Maier et al. call the tip of the iceberg (95), and
numerous challenges have to be overcome before arriving at a
comprehensive and representative surveillance system. These
include regional differences in definitions of child maltreatment,
inadequate legislative frameworks and data collection, federal
structures that lack a centrally organized welfare system, and
inadequate human and institutional resources. Agency records

can nevertheless provide invaluable information on the most
vulnerable populations, child maltreatment incidence and
the volume of services accessed and delivered (96). While
attempts are being made in Europe to improve the discovery of
child maltreatment and develop a minimum dataset to enable
more reliability and comparability (see Box 5, which summarizes
the Coordinated Response to Child Abuse and Neglect via a
Minimum Dataset (CAN-MDS) system) (97), it is also important
to collect data from sentinels - that is, professionals who work
with children on a daily basis.

SENTINEL SURVEYS

Sentinel surveys provide an excellent way of establishing
the prevalence of moderate and severe cases of child abuse,
although mainly they serve the different purpose of informing
policy-makers about the incidence of child maltreatment and
services provided (and not provided) for children exposed to
maltreatment. Based on this, information resources can be
allocated, practices changed, training conducted and systems
reorganized to provide a better response (96). Sentinel
surveys provide invaluable information on interdisciplinary
collaboration and necessary structural and statutory reforms,
particularly in the early stages of implementation of a child
maltreatment prevention action plan.

Sentinel surveys collect data from professionals working with
children in community and government organizations, such
as day-care centres, schools, social services, nongovernmental
organizations, shelters and youth clubs, to report all cases of
child maltreatment during a defined period. WHO has published
a toolkit on mapping legal, health and social services’ responses

Box 5. CAN-MDS

This is a newly developed surveillance system to
measure incidents of child abuse and neglect. CAN-
MDS:
e usesacommon methodology across countries and
different sectors; and
aims to support administration and follow-up of
individual cases by promoting multisectoral and
multidisciplinary cooperation.

It includes 18 data elements related to the incident (4),
child’s identity (4), family (4), involved services (2) and
the record (4).

The CAN-MDS toolkit includes an operator’s manual,

data-collection  protocol, training modules for
professionals and methodology to define eligibility
criteria for relevant sectors.

The toolkit is currently adapted for seven countries.

Source: Institute of Child Health (Athens) (98).
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to child maltreatment that serves as a resource for researchers
and decision-makers who use sentinel surveys and provides
further guidance to what briefly is outlined here (99).

The Netherlands Prevalence Study on Maltreatment of Children
and Young People is an example of a sentinel-based study that
could serve as a model (Box 6).

Box 6. Netherlands Prevalence Study on
Maltreatment of Children and Young People

The study combines three methodologies:
a self-report study among high-school students
aged 12-17 years;
a sentinel study in which professionals report child

maltreatment cases flagged in the previous three
months; and
substantiated cases reported to child protection
services.
The survey has been conducted in two waves in 2005
and 20710.
There was evidence that professional awareness and
reporting increased from 2005 to 2010.

Source: Institute of Child Health (Athens) (98).

It commenced in 2005 and is modelled on national incidence
studies in the United States (100). The study combines sentinel
reports, substantiated child protection services’ cases and high-
school students’ self-reports. Sentinel reporters in the study are
professionals from different occupations who are in contact
with children and who anonymously report any child for whom
they suspected maltreatment in the study period duration of
three months (extrapolated to a full year). Substantiated cases
reported to child protection services and self-reports from
high-school students aged 12-17 for the entire year are also
included (100-102). Data have been collected in two waves in
2005 and 2010 and a further round is currently being planned.

As with self-report surveys, it is essential that data collection
for sentinel-based reports is repeated at several time points.
The same follow-up period of four to seven years for sentinel
surveillance of maltreatment cases is advised.

COMBINATION OF SENTINEL AND SELF-
REPORT SURVEYS

Agency-based data cannot adequately measure the prevalence
of child maltreatment. Self-report surveys with children or
sentinel report surveys are therefore preferred methods for
child maltreatment surveillance. A combination of child self-
report and sentinel surveys, such as in the Netherlands study
described above, is optimal to establish prevalence, incidence
and effectiveness of services (100).
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PROTECTING CHILDREN FROM HARM

The primary ethical requirement is that children should not be
harmed during the research process. It is necessary to obtain
approval from an ethics committee before engaging in research
on child abuse and neglect.

To prevent harm, all efforts should be made to inform
children about the potential risks of participating in the study.
Confidentiality and support mechanisms should be ensured
in case children feel upset or distressed while answering
questions. Researchers need to be trained thoroughly to
ensure support is provided to children experiencing distress,
with protocols developed on how to support them effectively
during and after the study. Clear language must be used
when informing participants about the study, obtaining
their consent and administering the questionnaire. Further
protective mechanisms need to be put in place in cases in
which participants disclose severe present danger, as detailed
below.

All procedures should be pilot-tested with the specific target
population and made culturally appropriate and relevant.
While cultural sensitivity should be observed, it is important
to acknowledge that child maltreatment is difficult to research
in any context and questions are necessary and important for
maltreatment prevention.

OBTAINING CONSENT

Voluntary and informed consent must be sought from all
participants. They must understand that they can refuse to
participate in the research or discontinue participation at any
time. Consent of parents or legal guardians is also required,
given that respondents are minors.

Studies have revealed that response rates are likely to be higher
when seeking passive parental consent, a common practice
for surveys administered in schools (703). A passive consent
procedure typically involves the distribution of a leaflet or
information sheet describing the research and outlining the
opt-out procedure to the child’s parent or guardian. Consent is
assumed to have been granted unless some action is taken by
the parent or guardian. Completion of the survey by the child is
considered as assent.

An example is provided in the Netherlands Prevalence Study
on Maltreatment of Children and Young People (which was
approved by the ethics committee of the Leiden University
Medical Centre). Legal guardians were informed about the
study by mail, with an option to withdraw their children from
the study (100). Questionnaires were filled out during class
hours. If students or parents did not agree to take part, students
filled out a questionnaire about a non-related neutral topic, to
prevent stigmatization.

ETHCAL CONSIDERATIONS 23

Practitioners are strongly encouraged to familiarize themselves
with the legal requirements and regulations in relation to
parental consent in their country.

ENSURING CONFIDENTIALITY

The suggested surveillance instruments are not designed to
be used as case-identification tools, but will serve to identify
prevalence of child maltreatment across European countries.
Emphasis is put on protecting the anonymity, confidentiality and
privacy of respondents (children and adolescents but also their
legal guardians). Fig. 6 outlines a range of strategies proposed
by ISPCAN that help to ensure privacy and confidentiality of
answers (104).

Fig. 6. Strategies to ensure confidentiality

Ensure that
questionnaires
are completed in
privacy and no third
person can see/hear
answers

Anonymize
stored data

Provide external
research staff

Confidentiality to oversee that

institution staff (such
as teachers) ensure
confidentiality

Use self-
interviewing
techniques that
increase
anonymity

Offer clear
explanations
about protection
of respondents’
information

Source: ISPCAN (104).

OFFERING SUPPORT IF SERIOUS HARM IS
IDENTIFIED

The importance of confidentiality has been highlighted, but
confidentiality may be restricted if an acute and serious risk of
harm is identified. ISPCAN has developed a number of strategies
to follow in cases of disclosure of severe risk or harm (Fig. 7).
The strategy selected to protect children should be discussed
with the ethics committee to ensure it is in line with national
requirements.
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Fig. 7. Strategies in response to child disclosure of
maltreatment

® Red flag system: connecting children asking for
assistance or who are at acute risk to counsellors or
child protection authorities

e Referring children at risk to school officials (105)

e Providing participants with a contact list of available
services (3)

® Researcher-led/interviewer-led follow-up to check in
with participants who disclosed (106)

® Training researchers to manage and address
disclosures (107)

GENERAL ETHICAL CONSIDERATIONS

The Ethical Research Involving Children project, a joint effort
of the UNICEF Innocenti Research Centre, the Childwatch
International Research Network, the Centre for Children and
Young People at Southern Cross University (Australia) and
the Children’s Issues Centre at the University of Otago (New
Zealand), provides important general guidance on research
ethics with a specific focus on children (108). The project’s
guidelines have been developed by international research
stakeholders and attempt to assure the dignity, rights and well-
being of children participating in research.
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SUMMARY

Child maltreatment is a severe public health concern with
immediate physical and emotional harm and a range of far-
reaching adverse physical and mental health outcomes,
including noncommunicable diseases, anxiety, depression, lack
of self-worth and suicidality. The European child maltreatment
prevention action plan was adopted to address the public
health and societal burden of child maltreatment across
European countries. This handbook was developed to provide
guidance on how to establish effective child maltreatment
surveillance systems by conducting consecutive surveys.
Surveillance is essential for monitoring potential change in
maltreatment rates and producing reliable and coherent data
on prevalence.

This handbook facilitates the creation of maltreatment
surveillance systems by outlining the steps and considerations
necessary to conduct community-based surveys. It should
be used in conjunction with related resources developed
by WHO and ISPCAN, including the forthcoming handbook
on development of national policy and action plans on child
maltreatment prevention, guidance on taking action and
generating evidence to prevent child maltreatment (23),
guidelines for conducting community surveys on injuries
and violence (36), identification of ethical considerations in

the collection, analysis and publication of data (704), expert
advice on implementing child maltreatment prevention
programmes (27) and the INSPIRE resource, which presents
seven strategies for ending violence against children (28).

The handbook endorses surveillance through school-based
surveys using adolescent self-reports. There can be no
blueprint approach for all European countries, however. A
range of diverse factors needs to be taken into account when
designing surveillance systems, including the legal setup of
a country, patterns of maltreatment victimization and social
stigmatization. The handbook has therefore introduced
alternative approaches (Fig. 8). Countries may adopt mixed
forms by, for instance, combining sentinel surveillance with
community surveys.

Child maltreatmentis a hidden form of violence. The handbook
was developed to make the problem more visible by providing
practitioners and policy-makers with reliable methods of
measuring and monitoring the scale of the problem. Member
States are called upon to join the global effort to reduce a
leading societal and health problem and create safer and
more just societies for children. Regular surveys, such as
those based in schools that engage children, is one means of
monitoring progress towards achieving the European goal of
reducing child maltreatment.

Fig. 8. Approachesto child maltreatment surveillance: key characteristics

Establishing prevalence of child maltreatment

Child self-report

e Probabilistic sampling at the level of
schools or general population

Parent self-report

e Probabilistic sampling at the level of
the general population, or schools, or

Sentinel-based report

e Probabilistic sampling at the level of
organizations and professionals

general practitioner units

e Self-interviewing techniques

e |nstitutional consent

o Self-interviewing techniques

® Passive consent of parent

® Active consent

® Active consent of child

® Representative prevalence estimates

@ Possibly underestimation

e May produce reliable prevalence

® Most likely to produce reliable
prevalence data

e Chronicity of child maltreatment
difficult to capture

® Not possible for younger age group

data; caution with potential social
desirability bias

® Can provide valuable information on
use of services and service delivery
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ANNEX 1. OVERVIEW OF CHILD
MALTREATMENT MEASURES

The literature exhibits a broad range of measures that have to date been widely applied in multiple countries across the world. Table
A1 presents an overview of child maltreatment measurement tools.

Table A1.1. Overview of child maltreatment measurement tools

Measuring tool

Respondent type

Use of measure

Number of

items

Types of abuse

Administration

Reliability/validity

Internet
access

Adverse Childhood
Experiences (ACE) (7)
and Adverse Childhood
Experiences International
Questionnaire (ACE-

Q) (2)

Abusive Sexual Exposure
Scale (ASES) (5)

Child Abuse and Neglect
Inventory Schedule
(CANIS-R) (6)

Checklist for Child Abuse
Evaluation (CCAE) (7)

Checklist of Sexual Abuse
and Related Stressors
(C-SARS) (89)

Child Maltreatment
History Self-Report
(CMHSR) (10-13)

Child Maltreatment
Interview Schedule -
Short Form (CMIS-SF)
(14-18)

Child Physical
Maltreatment (CPM) (23)

Adult self-report (no  Retrospective

age specification)

Adolescent self-
report (no age
specification)
Parent sentinel
report

Professional sentinel
report

Adolescent/adult
self-report (no age
specification)

(during childhood)

No information

Current and
retrospective

Checklist to
investigate
circumstances

of abuse, service
provision and
credibility of victim

Retrospective

Adult self-report (no  Retrospective

age specification)

Adult self-report

Parent self-report

Retrospective

Current

68 (ACE)
31 (ACE-IQ)

No
information

More than
100

264

70

n

n

Physical, emotional,
sexual, neglect,
domestic violence,
community
violence, peer
violence, military
conflict

Contact and
non-contact sexual
abuse

Disciplinary
practices, past and
current history of
family violence,
child’s exposure to
physical, emotional
and sexual abuse
and neglect
Physical, emotional
and sexual

abuse, neglect,
competence of
the child, case-
specific treatment,
psychological state
Sexual abuse
victimization and
associated stressful
events

Physical and sexual
abuse

Parental substance
use, domestic
violence, neglect,
physical, emotional
and sexual abuse

Physical abuse

Available freely
online with
guidelines on
administration

No information

Semi-structured,
carried out by
interviewer,
completion
approximately 45
minutes

Completed
by trained,
experienced
professional

No information

Completion
approximately 5
minutes

Completion
approximately 5
minutes

Completion
approximately 5
minutes

No psychometric
properties for ACE and
ACE-IQ

Three-factor structure
of physicalfemotional
abuse, sexual abuse
and household
dysfunction in short
questionnaire (3)
Good construct
validity and adequate
internal consistency of
ACE-ST (a = 76) (4)
No information

No information on
validity, low internal
consistency, 85% inter-
rater reliability (6)

No information

Validity is under
investigation, excellent
internal consistency
(maximum a = .93 for
total abuse events) (5)
No information on
validity, showed good
test-retest consistency
(test-retest reliability
with kappas of .75 for
physical abuse, .78 for
severe physical abuse,
1.0 for sexual abuse
and 1.0 for severe
sexual abuse) (70)
Strong correlations
with Child Abuse
Trauma Scale, good
internal consistency
(o ranging from .87 to
.90) (19-21)
Correlates with child
behaviour problems
and parental childhood
abuse, acceptable
internal consistency (a
=076) (23)

Free online WHO (2)

Free from
developer - no
response
Free from
developer - no
response

€155 (25
checklists and
manual),
€140 (25
checklists)

Free from
developer - no
response

Available in
publication

(13)

Free online Briere (22)

Ma et al.

(23)

Free in
publication
online
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Table A1.1 contd

Measuring tool

Respondent type

Use of measure

Number of
items

Types of abuse

Administration

LEELHAYAET: [13Y

Child Sexual Behaviour
Inventory (CSBI) (24-29)

Childhood Experiences of
Violence Questionnaire
(CEVQ)/CEVQ-SF)
(13.30-33)

Childhood Experiences
of Care and Abuse

(CECA) (35-37)

Childhood Trauma
Questionnaire (CTQ)
(2939-43)

Dimensions of Discipline
(ODI) (45-48)

Escala de Crencas sobre
Punicgo Fisica
Portugues (ECPF)
[Physical Punishment
Beliefs Scale, Portugal]
(49)

International Association
for the Prevention of
Child Abuse and Neglect
Child Abuse Screening
Tool (ICAST) (51-56)

Juvenile Victimization
Questionnaire (JVQ)
(5859)

(Modified) Maltreatment
Classification System
(MMCS) (62,63)

Parent sentinel

report (with children

aged 2-12)

Adolescent self-
report (ages 12-18)

Adult self-report

Adolescent self-
report (no age
specifications)

Parent self-report
Child self-report
Adult retrospective
self-report (no age
specifications)

Parent self-report

Child (ages 11-18),
parent self-report

Child self-report
(ages 8-17) and
parent sentinel
report (ages 0-17)

Sentinel report

Current

Current and
retrospective,
used solely for
prevalence

Retrospective

Retrospective

Current

Current

Current (Child (C)
and Parent (P))
and Retrospective

®)

Current

Systematic
classification of
child protection
records - checks
for severity

38

20 (CEVQ)
7 (CEVQ-SF)

29

28

77

21

36 (R)
77 (©)

34

7 categories

Sexual behaviours
associated with
sexual abuse

Peer and domestic
violence, physical,
emotional and
sexual abuse,
physical
punishment,
bullying

Physical abuse,
sexual abuse,
neglect

Physical, emotional
and sexual abuse,
emotional and
physical neglect

Discipline used
and attitudes to
different types
of disciplinary
behaviours

Beliefs about
physical
punishment

Physical, emotional,
sexual abuse,
neglect, domestic
violence

Crime, child
maltreatment,

peer and sibling
victimization, sexual
victimization and
witnessing crime

Physical and sexual
abuse, physical
neglect, lack

of supervision,
emotional
maltreatment,
moral-legal
maltreatment

Administered

by trained
professional,
completion
approximately 5-15
minutes, either
self-administered
or interview-based
Completion
approximately 15
minutes

Completion
approximately 10
minutes, advises
two-day training
course for
administration

Self-completed
questionnaires,
non-intrusive

Completion
approximately 5-10
minutes

Completion
approximately
10-20 minutes

Either self- or
interviewer-
completed,
ISPCAN provides
a guide for
interviewers,
completion
approximately
10-30 minutes
Self-administered
in older,
interviewers for
younger children,
completion
approximately 20
minutes

Coders can be
trained at the
LONGSCAN
Coordinating
Centre

Good validity,
acceptable internal
consistency (o ranging
from .72 to .93) and
excellent test-retest
reliability (r = 91) (25)

Content and criterion
validity acceptable,
test-retest consistency
good (kappa ranging
from 77 to 92),
internal consistency
excellent (maximum o
=090) (34)

Good construct
validity, good internal
consistency (a .81),
test-retest reliability
acceptable/good (r
ranging from o.51 to
084) (37)

Good construct
validity, good sensitivity
and acceptable
specificity, good
internal consistency
(o ranging from .80 to
95) (4143.44)

Good validity, poor-
to-excellent internal
consistency depending
on the questionnaire
used (a ranging from
310 .80), excellent
test-retest reliability
Good internal
consistency (ot =.90)
(50)

Acceptable construct
validity, poor-to-good
internal consistency
(ICAST-P: a 20 to .88;
ICAST-C: a .69 to .86;
ICAST-R:a .61 to .82)
(5153)

Moderate correlations
with trauma scales and
mental and physical
health, test-retest
consistency acceptable
(kappa ranging from
50 to 1.00), internal
consistency good
(maximum o = .8) but
poor for subscales
(minimum o = 35)
(58-60)

Correlates with child
behaviour, trauma

and children’s social
functioning, intercoder
consistency acceptable
(>77) (64,65)

Internet

Cost
access

Introductory

kit €180 (50

test booklets),

further

booklets €65

(25 booklets)

Freein Walsh et al.

publication (31)

online

Free in University

publication of

online Middlesex
(38)

Introductory

kit €220 (25

booklets and

manual), €80

(25 booklets)

Free online Straus &
Fauchier
(48)

€120 manual

and 20

questionnaires

Free online ISPCAN
)

Free online Crimes
Against
Children
Research
Center
(61)

Free online English et
al. (62)
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Types of abuse

Administration

Reliability/validity

Internet
access

(o1

Multidimensional Self- and sentinel Retrospective and 20 Childhood neglect ~ Completion Good construct Free online University
Neglectful Behavior Scale  report (ages 6-9, current approximately 20 validity, excellent of New
(MNBS) (45,65-67) ages 10-15) minutes, self- internal consistency Hampshire
administered or (o ranging from .8 to (68)
interview-guided,  .94) (45)
picture-based for
children
NorVold Abuse Self-report Retrospective 13 Physical, emotional  No information Good sensitivity and Free online Schei et al.
Questionnaire (NorAQ) and sexual abuse excellent specificity, (72)
(69-71) good test-retest
consistency (84-95%)
(70), internal
consistency not
reported
Parent-Child Conflict Parent and child Current 27 Physical and Completion Good construct and Introductory
Tactics Scale (PC-CTS) self-report emotional approximately 10 discriminant validity, kit €90
(11,73-77) aggression, non- minutes, picture internal consistency (handbook, 10
violent discipline, ~ version for young  low for some subscales forms), €90
neglect children, self- (aranging from s55to (25 forms)
completed or 72) (76,78)
interview format
Sexual Abuse Interview  Adult self-report (no  Retrospective 14 (semi- Sexual abuse Interview No information Available in
Schedule (79) age specifications) structured) schedule requires  available publication
interviewers to (79)
probe participants
for sufficient
detail for coding;
it could therefore
be perceived to be
more invasive than
other measures
Sexual Experiences Child self-report (no ~ Current 20 (long Unwanted sexual Self-report or Acceptable convergent  Free from Koss et al.
Survey (SES) (80,87) age specifications) form) acts interview format  validity, poor/ developer (84)
10 (short acceptable internal
form) consistency (o ranging
from .43 to 71) (81-83)
Things I've seen and Child self-report Current 20 Witnessing Completion Correlates with Free from
heard (85-88) (ages 6-14) community approximately psychological stress developer - no
violence 5-10 minutes, use  and adult reports on response
of illustrations neighbourhood safety,
to facilitate excellent internal
comprehension consistency (a ranging
from .76 to .82) (89)
°All quoted prices accurate as of June 2016.
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