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ABSTRACT

A cross-sectional survey was undertaken to estimate the prevalence of child maltreatment and adverse childhood experiences in the Czech
Republic, as data on these is scarce. The survey was conducted among 1760 randomly selected students from five Czech universities.
Participants filled in the adverse childhood experiences survey instrument. The results showed that the prevalence of child maltreatment
and other adverse childhood experiences is high: emotional abuse was reported by 20.7%, physical abuse by 17.1%, sexual abuse by 6.4%,
and physical neglect by 8.0%. Household dysfunction was also high, with household street drug use reported by 4.9%, alcohol misuse by
15.3%, mental disorder by 13.4%, parental violence by 22.1% and parental separation by 23%. Thirty-eight per cent had not experienced
any adverse childhood experience, while 9.9% reported experiencing four or more types of adverse childhood experiences. There was a
significant association between adverse childhood experiences and health-harming behaviours such as suicide attempt, drug use, risky
sexual behaviour and tobacco use. The findings suggest that there is a need to invest in prevention programming.
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EXECUTIVE SUMMARY

Child maltreatment has been described as a highly prevalent
societal and public health problem globally and in Europe.
Protecting children from violence and exploitation, and
helping children achieve their full potential is a national
priority in the Czech Republic. Although data from child
protection services are available in the Czech Republic, there
are no reliable data on the prevalence of adverse childhood
experiences. Adverse childhood experiences are known to be
associated with worse mental and physical health, and social
outcomes. These experiences include child maltreatment
and/or household dysfunction (household member with a
drug or alcohol problem, mental illness or incarceration, or
intraparental violence or separation). This study was
undertaken to address this shortfall of data, as part of a
collaborative agreement between WHO and the Ministry of
Health of the Czech Republic.

Aims

The aims of study were to measure the prevalence of child
maltreatment and other adverse childhood experiences in a
representative sample of university students in the Czech
Republic, investigate the association between adverse
childhood experiences and health-harming behaviours, and
test whether there is a significant relationship between
increased exposure to adverse childhood experiences and
risks for developing health-harming behaviours.

Material and methods

The cross-sectional research had 1760 participants, both
men and women, from five Czech universities. A pre-tested
local version of the Adverse Childhood Experiences
Questionnaire was used to collect data. Prevalence and odds
ratio estimates were calculated in order to obtain the level of
correlation between the variables. Logistic regression
analysis was conducted to adjust for the potentially
confounding effects of age, sex and socioeconomic status.

Vi

Results

A total of 1681 respondents took part: 480 men and 1201
women. Their average age was 20.4 years; the largest group
included single persons (64.2%) and a considerable majority
came from families whose parents had completed high school
(79.5%). Respondents reported that they encountered the
following adverse childhood experiences: emotional abuse
(20.7%), physical abuse (17.1%), sexual abuse (6.4%), and
physical neglect (8.0%). Some lived in families with household
dysfunction, where a family member used street drugs (4.9%),
misused alcohol (15.3%), had a mental disorder (13.4%), had
witnessed the mother being beaten (22.1%) and parental
separation (23%). Of the respondents, 37.8% did not mention
any adverse experience in their childhood; 24.9% reported one
adverse experience, 27.4% reported two-three experiences,
and 9.9% reported four or more adverse experiences. The
prevalence of adverse childhood experiences was significantly
associated with increased health-harming behaviours. Having
four or more adverse childhood experiences was associated
with an increased odds of suicide attempt (odds ratio [OR]
23.6), early pregnancy (OR 3.7), risky sexual behaviour (OR 4),
use of illegal drugs (OR 2.9) and tobacco use (OR 2.4).

Conclusion

The study supports the argument that child maltreatment and
other adverse childhood experiences are common public
health problems in the Czech Republic. Worryingly, it is strongly
associated with health-harming behaviours, suggesting that
physical and mental health may be harmed in the long term.
The findings suggest that a stronger policy response is needed
to coordinate prevention programmes such as parenting
programmes, home visitation, investing in safe, stable family
relationships and other protective factors, and counteracting
risk factors such as drug and alcohol misuse and parental
violence. This problem should be at the forefront of society’s
attention to prevent child maltreatment and promote child
development.



1. INTRODUCTION

Childhood is a period of immense cognitive, behavioural,
physical and emotional development, and thus potentially a
period of vulnerability. Children need a safe, supportive and
nurturing environment that is free from violence and other
adversity to allow them to develop and realize their full
potential. Even though many European countries have
adopted legislative frameworks that protect children from
violence and other adverse childhood experiences (ACEs),
many children still fall victim to abuse and neglect in various
forms. The protection of children’s rights is enshrined in the
United Nations Convention on the Rights of the Child
(UNCRC), to which most countries are signatories. The UNCRC
is the key international instrument for protecting children
from all forms of violence and ensuring that their voices are
heard (UNCRC, 1989). This states that all rights should apply
to children without discrimination on the basis of gender,
social class or ethnicity, that the best interests of the child
should be borne in mind, that the views of children should be
respected, and that they should be protected against all
forms of violence and exploitation. The current approach to
child development perceives childhood as a crucial period
that provides a springboard for a healthy and satisfying adult
life.

The main objective of child protection policies is to protect
children from violence and exploitation to ensure their
overall development. The issue of child abuse and neglect is
not new. It has always existed, although the scale of it has
relatively recently begun to be understood (Krug et al. 2002).
It is generally thought that the lifetime prevalence of
childhood abuse and neglect is unacceptably high. Nothing
can ever justify physical abuse and other forms of child abuse
and neglect that disturb and violate the child’s dignity and
prevent healthy development. Unfortunately, the occurrence
of child abuse and neglect continues in European countries,
especially within the family setting. Most such cases,
however, remain hidden. Unless community surveys are
conducted, the scale of the problem is likely to be
underestimated. Data are also incomplete from institutions,
authorities and professionals whose task it is to provide child
protection and effective prevention from abusive behaviour.

Child maltreatment is one of the hidden forms of violence,
and evidence shows that the prevalence is unacceptably high
in the 53 countries of the WHO European Region. The World
report on violence and health defines child maltreatment as
physical, sexual or emotional abuse, and/or deprivation and
neglect (Krug et al. 2002). Child abuse, if severe, can lead to

homicide. Although this appears to be relatively low, at about
850 deaths each year in children under 15 years of age in the
53 countries of the European Region, deaths are the tip of
the iceberg. Reports suggest that the prevalence of child
maltreatment can be much higher; for example, in the WHO
European Region, the prevalence of sexual abuse is 9.6%,
physical abuse 22.9%, and mental abuse 29.1% (Sethi et al.
2013). Child maltreatment is one of the more serious forms
of ACE, though other adversity may also be present, such as
that due to household dysfunction, where a household
member may have a mental illness, drug or alcohol problem,
be incarcerated, or where there is parental violence or
separation (Felitti et al. 1998).

The lack of safe and nurturing relationships in childhood is
thought to adversely affect neurodevelopmental growth and,
in turn, the emotional, cognitive and behavioural
development of a child. ACEs are linked both to a propensity
for increased violence later in life and health-harming
behaviours, such as alcohol and drug misuse, physical
inactivity, depression and self-harm, leading to poor health
outcomes, including an increased risk of developing
noncommunicable diseases (NCDs) and psychiatric disorders.
The scale, risks, consequences and evidence base for
preventive action and policy options are summarized in the
European report on preventing child maltreatment (Sethi et
al. 2013). In view of the concern about the scale and
consequences of child maltreatment, all 53 Member States
of the WHO Regional Committee for Europe gave their
unanimous support to resolution RC64/R6 “Investing in
children: the European child and adolescent health strategy
2015-2020 and the European child maltreatment prevention
action plan 2015-2020” (WHO Europe, 2014). This calls for
leadership by the health sector in coordinating an
intersectoral prevention response focusing on improved
surveillance, developing a comprehensive national action
plan for prevention, and more widespread implementation
of prevention programmes. More recently, the 2030 Agenda
for Sustainable Development 2016—-2030 (United Nations,
2015) adopted in 2015 has Sustainable Development Goal
(SDG) target 16.2 that calls for ending all forms of violence
against children by 2030.

The Czech Republic has scant data on the prevalence of child
maltreatment in the community. In view of the importance
of child maltreatment and other ACEs in causing mental ill-
health and health-harming behaviours that can lead to the
development of NCDs, a survey of ACEs was planned in the



Czech Republic as part of the collaboration between WHO
and the Ministry of Health. For pragmatic reasons and in
keeping with other surveys in Europe, this was conducted in
a representative sample of university students (Qirjako et al.
2012; Baban et al. 2013; Institute of Public Health of
Montenegro, 2014).

Policy developments in the Czech Republic

The Czech Republic developed a “National Strategy for the
Prevention of Child Abuse and Neglect, 2008-2018". The
strategy defines abuse according to a number of subtypes:
emotional, physical and sexual abuse, including non-contact
abuse, as well as systematic abuse or commercial sexual
abuse (i.e. child prostitution, pornography and trafficking).
The strategy calls for legislative intervention and the need for
a reliable data collection system to prohibit all forms of child
abuse and neglect (Vanickova et al. 2009). Moreover, the
strategy outlines preventive measures, including public
campaigns to raise awareness and promote zero tolerance of
child abuse. The prevention measures also address other
related risk factors such as divorce, alcohol, drug and tobacco
abuse (Alkohol u déti.., 2008; Déti jako svédci..., 2013;
Dopady alkoholismu..., 2013; NeSpor, 2013) as well as the
illegal possession of weapons. The strategy also outlines
prevention measures that address poverty and
unemployment, training of first responders to recognize
signs of abuse, as well as improving data collection and
access to services. A multidisciplinary approach is taken to
achieve the six main objectives of the strategy:

1. promote the development of parenting skills;
create equal partnerships between schools and
workplaces on preventing child abuse using the social
media;

3. provide an accessible range of recreational, leisure and
sports activities for children;

4. meet the special needs of children placed in institutional
care;

5. create safe communities; and

6. convey understanding of the child’s right to protection
from violence to society to effect attitudinal change.

Further, the Czech Republic is a signatory to the Council of
Europe’s policy on the prevention of child sexual abuse.
Given the increase in prevalence of abuse involving electronic
communication among children, there has been an increased
focus to address the risks of online abuse. Legislation in this
area is described in Annex 1.

National data on child maltreatment in the
Czech Republic

Data are limited on the prevalence of child abuse in the Czech
Republic. Many children may be at risk for abuse due to the
high rates of divorce and social exclusion. Administrative data
suggest that over the past decade, the number of abuse
cases coming to the attention of the social services has
increased. Cases of physical violence have increased fourfold
and emotional abuse twelvefold. Furthermore, since 1995,
the number of sexually abused children has doubled.

Data from the Ministry of Labour and Social Affairs of the
Czech Republic show that in 2011, 6642 cases were
investigated for child abuse, an increase of 855 from the
previous year. The majority of these cases involved children
aged 6-15 years. Forty-one per cent of cases occurred in two-
parent households and 36% in single-parent households. In
2014, in the Czech Republic, 5484 children with maltreatment
were reported and, in 2455 children, this was chronic and
repeated. Part of the problem may be due to
deinstitutionalization and inadequate welfare support to
familiesatrisk. Thereisincreasing concernabout pornography
and sexual abuse.

In 2010, the Czech police record indicated 133 cases of child
rape, with 84 of those cases perpetrated by people providing
child care (i.e. parents, teachers, coaches, etc.). It is estimated
that between 1% and 2% of children aged 15 years and
younger experienced abuse in the past year. According to the
latest census, 11% of women and 8% of men were sexually
abused at the age of 15 years and younger.

Service response to child maltreatment in the
Czech Republic

There is a network of crisis centres for children and families
in the Czech Republic, including a 24-hour hotline provided
by the Fond ohroZenych déti (Children Protection Fund).
Moreover, a number of programmes have been developed to
address child abuse. For example, the Mezinarodni bezpe¢na
Skola (International Safe School) is a prevention programme
to address violence against children. Other programmes
include the Bezpecna materska Skola (Safe Nursery) of the
National Coordination Centre for Prevention of Violence and
Injuries Inflicted on Children developed by the Motol
University Hospital. This programme used educational
activities (such as TEACH-VIP —Training, Educating, Advancing,
Collaboration in Health on Violence and Injury Prevention) to
build capacity among medical and other professionals
working in the area of violence prevention (Vanickova, 2012).
Changes have been made to better support children under



the age of 3 years, including the establishment of children’s
centres, which aim to provide professional care to all children
at risk of abuse and their families. Clients could receive day
care and other community care services. A specialized
educational module based on TEACH-VIP has been accredited
to build the capacity of staff to provide support to children. A
pilot project to collect injury data by the University Hospital
Brno called the National Registry of Children’s Injuries should
provide valuable information on violence against children; it
focuses on intentional and unintentional injuries, their
causes, mechanisms and circumstances. The National
Coordination Centre for Prevention of Child Abuse and Injury
and Promotion of Child Safety has been established in the
Motol University Hospital, which works on networking,
capacity-building and advocacy.

Some national peer-reviewed publications that address the
issue of child abuse are described in Annex 2.

Consequences of child maltreatment and other
adverse childhood experiences

The signs of physical abuse may appear as fractures, bruises
or skin discolouration (e.g. after burns). These can lead to
swelling, eyesight problems, hearing impairment, brain
injuries, contusions or death. Ross & Juarez (2014) and
Dunovsky et al. (1999) provide a list of fatal consequences of
violence inflicted on children.

The consequences of child maltreatment and other ACEs
have been summarized in numerous publications, including
the European report on preventing child maltreatment (Sethi
et al. 2013). Abuse and neglect will cause immediate
emotional and physical harm but may also have far-reaching
consequences. Maltreatment may often be chronic and
repetitive, with an increased propensity to cause harm. More
than one type of abuse or adversity may coexist, and multiple
types and greater severity are associated with worse health
outcomes in studies on ACE.

The evidence base for poor health outcomes following ACEs
is well established (Norman, 2012; Maniglio, 2009). There is
strong evidence of mental disorders, including depression,
anxiety, eating disorders, attention deficit disorders, drug
and alcohol misuse, self-harm and suicide. When taken
together, estimates from the WHO world mental health
surveys suggest that ACEs are responsible for 30% of all
mental disorders at a population level (Kessler et al. 2010).

There is strong evidence that child maltreatment is associated
with risky sexual behaviours, with higher teenage pregnancy,
alarger number of sexual partners, and sexually transmitted

diseases, including HIV (Maniglio, 2009; Gilbert et al. 2009).
Obesity is strongly associated with sexual abuse, and there
is emerging evidence of the links between ACEs and reduced
physical activity. Increased risks of smoking, drug and
alcohol misuse have also been described. These are
important risk factors for NCDs (Felitti et al. 1998; Gilbert et
al. 2009; Sethi et al. 2013). Young people who have
experienced maltreatment in childhood are at increased
risk of being involved in further violence in adolescence and
adulthood (Sethi et al. 2010; Krug et al. 2003).

The European report on preventing child maltreatment
(Sethi et al. 2013) highlighted the scale, associated burden
and risk factors for ACEs, and prevention programmes. This
led to the adoption of Investing in children: the European
child maltreatment prevention action plan 2015-2020
(WHO Europe, 2015). Several countries have conducted
ACE surveys among university students in collaboration
with WHO, and a combined analysis of the results of these
have been published, highlighting that the problem is
common and that the consequences may be far-reaching
(Bellis et al. 2014).

Ecological model

The ecological model is an important conceptual model
proposed by the World report on violence and health to
understand the risk factors for violence and how prevention
programmes may be developed to tackle it (Krug et al.
2002). It consists of four interrelated levels in the causation
and prevention of violence. These are at the individual,
family, community and societal levels.

At the individual level are biological risk factors such as age
and gender. In the Czech Republic, as elsewhere, most risk
factors are linked to perpetrators. These include an alcohol
or drug problem in a parent or household member, a history
of victimization as a child, approval of physical punishment,
suffering from mental health problems, social isolation,
and/or poor parenting skills. Childhood factors linked to an
increased likelihood of maltreatment include conduct
disorders such as attention deficit hyperactivity disorder,
and children with disability or chronic illness.

Family relationships, i.e. the quality of relationships in the
family, affect individual risks associated with violence. At
this level, the most frequent risk factors are family
breakdown, with separation, intimate partner violence, a
lack of support from the extended family or isolation in the
community. Other factors include a household member
with a mental illness and other causes that lead to a lack of
attachment between parents and children. The importance



of an upbringing in a family environment is stressed by
many authors, such as Vanic¢kovd (2012), and Verny and
Weintraubova (2013).

At the community level, factors such as social relationships
in the neighbourhood, at the work site or in the school can
contribute to child maltreatment. Risk factors at this level
include high unemployment and poverty, easy access to
alcohol and drugs, and community tolerance of violence.

Societal factors include conditions in the society that
contribute to the likelihood of maltreatment occurring. The
following factors are of concern in the Czech Republic:
economic inequality among families, high rates of divorce,
high unemployment rates of parents, and the use of physical
punishment to discipline children. Further, there is

increasing concern regarding the influence of the media
and video games in glorifying violence.

It is also important to emphasize protective factors that
protect from violence against children, such as secure
attachments, and warm and nurturing relationships.

Aims

The aims of study were to measure the prevalence of child
maltreatment and other ACEs in a representative sample of
university students in the Czech Republic, to investigate the
association between ACEs and health-harming behaviours,
and to test whether there is a significant relationship
between increased exposure to ACEs and the odds of
developing health-harming behaviours.



2. METHODS

We recruited undergraduate students from five different
universities in the Czech Republic, mostly those in their first
and second years. The students were enrolled in non-medical
study programmes. The study was conducted from January
to June 2013. Of the total of 2030 students selected, 1760
students or 87% participated: 506 men and 1254 women.
Seventy-nine questionnaires (49 women and 30 men) were
not included in the evaluation due to the fact that the
responses were incomplete, particularly for questions
concerning sexual abuse. Thus, a total of 1681 participants
completed the study.

A random selection resulted in the following universities:
Faculty of Health and Social Studies (University of South
Bohemia) in Ceské Budéjovice; Technical University of
Liberec; Faculty of Health Studies (University of Pardubice);
Faculty of Biomedical Engineering in Kladno (Czech Technical
University in Prague); and College of Polytechnics Jihlava.
Another random selection was implemented at this stage.

The primary data of the empirical research were collected via
a quantitative method of questionnaire application. The ACEs
guestionnaire was developed by the US Centers for Disease
Control and Prevention (CDC) for the original survey (Felitti et
al. 1998; Butchart & Finney, 2006). The questionnaire was
translated and back-translated, and the validated
guestionnaire for women and men was implemented as part
of the research.

Data collection

Research was conducted by a team of experienced university
personnel who were trained in data collection via ACE
qguestionnaires. Data collection via individual completion of
guestionnaires was chosen, because the respondents might
feel uncomfortable during guided interviews with the
researcher, and therefore unwilling to admit to ACEs, which
would lead to data distortion.

Ethics approval

The study was approved by the Ethical Committees of the
Faculty of Health and Social Studies, University of South
Bohemia and all the participating faculties. Each student
signed his/her informed consent form for the research.
Participation was voluntary. If respondents declined to
participate, the researchers respected their decision.
Participants were informed about the anonymity of data
provision. Resources including help lines for victims of child
abuse were made available to students.

Data analysis

The prevalence of ACEs was established from the collected
data. The next stage was to determine odds ratio estimates in
order to understand the relationship between the different
categories of ACEs (e.g. household dysfunction and childhood
abuse and neglect).

Childhood experiences and types of health risk behaviour.
Logistic regression analysis was used to adjust for the
potential confounding effects of age, sex and socioeconomic
status.

For comparison of the distribution of behavioural/lifestyle
factors in men versus women, a chi-squared test and/or the
Fisher exact test was used (see Table 2). Prevalence and
estimates of odds ratios were computed to obtain a model of
association between ACEs and the outcomes of health risk
behaviours. For this purpose, we used binary logistic
regression analysis to adjust for the potential confounding
effects of age categories and sex (Hosmer et al. 2013).
Statistical significance was set at P<0.05 for all analyses.
Numerical calculation was performed by the statistical
software IBM SPSS (Statistical Package for Social Sciences,
version 20).



3. RESULTS

The characteristics of the study population are described in  thirds were single; 17.9% had parents who were at least
Table 1. The mean age was 20.4 years, and there were graduates and 86.6% had parents in full-time employment.
considerably more women than men (71.4%). Almost two

Table 1. Sociodemographic characteristics of 1681 study participants, Czech Republic, 2013

Characteristics N %

Age in years

Mean 20.42 -
18-19 387 23.0
20-21 600 35.7
22-23 538 32.0
24-25 152 9.0
25-26 4 0.2
Gender

Men 480 28.6
Women 1201 71.4
Marital status

Married 195 11.6
Single, living with a partner 356 21.2
Widowed/divorced 51 3.0
Single 1079 64.2
Parental education

Primary 90 2.7
Secondary — vocational 1364 40.6
Secondary with school-leaving exam 1307 38.9
University graduate/Technical college 242 7.2
Higher university postgraduate 359 10.7

Parental employment status

Full-time 2911 86.6
Part-time 216 6.4
Currently not employed 235 6.9




History of childhood exposure to adverse
experiences, including maltreatment

The prevalence of the different types of ACEs reported in this
study is summarized in Table 2. There was no difference
between men and women in the prevalence of different
types of maltreatment and household dysfunction. Emotional
abuse was the commonest form of maltreatment (20.7%)
followed by physical abuse (17.1%). Sexual abuse was the
least prevalent at 6.4%. Household dysfunction was also

common, with domestic violence being witnessed by 22.1%
and parental separation by 23%. Alcohol misuse by, or mental
iliness in, a household member was reported by 15.3% and
13.4%, respectively.

In terms of categories of ACEs, the largest group were
respondents who reported having no ACE (37.8%). One type
of ACE was reported by 24.9% of respondents. Two or three
types of ACEs were reported by 27.4%, and four or more
types of ACEs by 9.9%.

Table 2. Prevalence of adverse childhood experiences (ACEs) during the first 18 years of life among men and women,

Czech Republic, 2013

CATEGORY

% of total

ACE (n =480)

Childhood abuse and neglect
Physical abuse 18.3% (88)
Contact sexual abuse 6.3% (30)

Emotional abuse 21.9% (105)

Physical neglect 8.1% (39)
Household dysfunction
Household member with drug abuse 5% (24)

Household member with alcohol abuse 15.2% (73)

Household member with mental illness 14.4% (69)

Attempt to commit suicide in family 3.3% (16)

Domestic violence ... mother treated violently  21.3% (102)
Family member imprisoned 1.3% (6)
Parental separation or divorce 22.1% (106)

Number of categories of adverse childhood experiences

0 ACE 39.2% (188)
1 ACE 23.3% (112)
2-3 ACEs 26.7% (128)
4+ ACEs 10.8% (52)

Both sexes P-value
Chi-square Fisher
% of total total (n) test exact test
100%
(n=1201) (n=1681‘;

16.7% (200)  17.1% (288) 0.409 0.431
6.4% (77)  6.4% (107) 0.903 1.000
20.2% (243)  20.7% (288) 0.453 0.464
7.9%(95)  8.0% (134) 0.883 0.921
4.9% (59) 4.9% (83) 0.940 1.000
15.4% (185)  15.3% (258) 0.920 0.940
13% (156)  13.4% (225) 0.451 0.475
4.2% (50) 3.9% (66) 0.429 0.489
22.5% (270)  22.1% (372) 0.583 0.603
1.4% (17) 1.4% (23) 0.792 1.000
23.3% (280)  23.0% (386) 0.588 0.608

37.3% (448)  37.8% (636)

25.6% (307)  24.9% (419)
27.6% (332)  27.4% (460)

9.5% (114)  9.9% (166)



Correlations among the categories of adverse
childhood experiences

Table 3 shows the relationship between the categories of
ACEs. Interpretation is as follows. Of those respondents who
reported living in a family with an imprisoned family member,
78.3% experienced living with separated or divorced parents.
In general, the study found associations among all the
adverse childhood experiences except between those who
experienced childhood sexual abuse and imprisonment of a
family member.

In terms of mental illness, emotional abuse was the most
frequent (41.8%). The most significant risk factors were
alcohol problems in the family (24.9%) and parental divorce
(33.3%). In terms of physical neglect, there was a connection
to emotional abuse (65.7%) and, similarly, there was an
increased risk of physical abuse, alcohol problems in a family,
and parental divorce; in other words, an incomplete family
background. Adverse experiences involving sexual abuse
increased the risk factors even more, especially in cases with
parental divorce (35.5%). The respondents, who at times

experienced physical neglect, had lower exposure levels in
the other categories. Physical abuse, however, was linked
with a higher exposure to emotional abuse (44.1%), followed
by a higher exposure to alcohol problems in a family (21.2%).

The evaluation of family dysfunction and respondents’
exposure to other categories of adverse experiences showed
that respondents who reported being exposed to drug use
had the highest risk of exposure to parental divorce (48.2%)
andto alcohol abuse in the family (28.9%). In case of exposure
to experiences of alcohol abuse in the family, there was a
higher risk of parental separation (43.8%), followed by
emotional abuse (30.6%).

An increase in emotional abuse (43.5%) was seen in those
living in a family with an imprisoned family member.
Domestic violence committed on a respondent’s mother was
accompanied by higher exposure to alcohol in the family
(30.1%) and significantly increased exposure to an incomplete
family setting (43.5%). Parental separation or divorce was
associated with alcohol abuse in the family (29.3%) and
emotional abuse (28.2%).



%8'CT

%8'€T

%06

%C0T

%00

%C'8T

%86

%6'9T

%0°CT

%6°0T

asnge
|enxas

%9'v¢E

%S°9€
%01V
%S°CE
%0°€T
%V'9€
%S¢
%E'LE
%C 0¢
%9°€C

EN [
[edtsAyd

%677

%Ly

%S9

%9°6¢

%SEV

%8°8¢

%C'8¢

%1°9€

%81V

%9°0¢€

asnqe

%CTT
%161

%€°SC

%011
%L'1C
%9°€T
%86

%SV
%EET
%L'6

109|33u

jeuopnowy

%S'S€

%0°Cy

%9°T€

%8°8¢

%595

%€°0¢€

%0°Cy

%1'v¢

%6°8¢

%V eV

9JUI|OIA
psawoqg

%0°0

%0'T

%6°C

%lL'€

%S'€

%9V

%L’V

%8V

Jaquisw

%CTT

%E'8

%S

%L9

%V'S

%0°€T

%S°'L

%L'ST

%C'9

%V'L

apniIns
}wWwod 0}

%S'GE

%C0€

%E'TE

%8¢

%S'EV

%E'8L

%6'EV

%8y

%ECE

%8'EV

uopesedas
|equaued

%LET

%80T

%9°8

%06

%V'S

%V LT

%L'6T

%V'0T

%0'8

%E'6

asnqe
8nuq

duauadxa pooyp|iyd asiaApe jo A1o3a1ed Jayloue 0} pasodxa (%) asejuadiad

%C’SC

%9°€C

%0°LC

%Pce

%S'LT

%V LT

%C'TC

%V'6T

%L'TC

%L'TC

ssau
UET]

%C°9C

%C'1C

%LTC

%L'8T

%1°0€

%SEV

%8'8¢

%E'6¢

%6'8¢

%6'17¢C

loyoojy

L0T

88¢

8v¢

VET

CLE

€¢

99

98¢

€8

Sec

84¢

Ai0891e0 3544 03 pasodxa Jaquiny
asnge |enxas
asnge |eaIsAyd
asnqge |euonow
199|33u |ea1sAyd
92U3|0IA d13sBWO0(Q
pauosidw] Jaqwaw Ajlwed
9pI2INS HW W) 0} }dwany
uonesedas |ejualed
asnge 3nuqg
Ssau||l |eIUIIN
asnge |oyod|y

s9oualadxa
asJanpe jo Aio8aied 3si14

€10z "1gnday yaz) ‘saansodxa pooypjiyd asidApe jo saliobaed buowe diysuone|dy °€ ajqel



Prevalence and odds ratios of health risk
behaviours with respect to adverse childhood
exposures

Table 4 presents the prevalence and association between
exposure to different types of ACEs and health-harming
behaviours reported by students. This table shows that being
exposed to a family member with a mental illness, using
street drugs, and one who has attempted suicide, as well as
parental separation during childhood, and being victims of
emotional, physical and sexual abuse are significantly
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associated with increase odds for suicide attempt. Those
students who experienced childhood sexual abuse are more
likely to report engaging in risky sexual behaviour (sexual
intercourse before 16 years of age or having four or more
partners), using illegal drugs and starting to smoke early.
Moreover, students who reported childhood physical neglect
have about four times the odds for unintended pregnancy.
Living with a family member who used street drugs during
childhood has more than six times the odds for using illegal
drugs, more than three times the odds for risky sexual
behaviour and three times the odds for suicide attempt.
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Prevalence and adjusted odds ratios of health-
harming behaviours with respect to number of
ACEs

Table 5 shows the association between health-harming
behaviours and number of ACEs. It shows that there are

behaviours and the occurrence of ACEs. For example,
students who reported having four or more ACEs had 3.7
times the odds for reported early pregnancy, 2.5 times the
odds for unintended pregnancy, 2.4 times the odds of current
smoking, 2.9 times the odds for illegal drug use, 4.0 times the
odds for having more than four partners, and 23.6 times the

significant associations between

some health-harming

odds for suicide attempts.

Table 5. Prevalence and adjusted odds ratios of health risk behaviours with respect to number of adverse childhood
exposures, Czech Republic, 2013 (adjusted odds to age and gender)

Health risk behaviour

Number of adverse childhood exposures

Prevalence  None (n=636)
Currently smoking 21.38%
Total sample, N = 1681 433 (25.76) 136
OR (95% Cl) 1.0 (reference)
Early smoking habit 7.07%
Total sample, N = 684 169 (24.71) 45
OR (95% Cl) 1.0 (reference)
Currently drink alcohol 83.80%
Total sample, N= 1681 1421 (84.53) 533
OR (95% Cl) 1.0 (reference)
Illegal drug use 11.95%
Total sample, N = 1681 298 (17.73) 76
OR (95% ClI) 1.0 (reference)
Early sex 18.55%
Total sample, N = 1681 345 (20.52) 118
OR (95% Cl) 1.0 (reference)
> 4 partners 25.31%
Total sample, N = 1681 555 (33.02) 161
OR (95% Cl) 1.0 (reference)
Body weight above 85 kg 9.75%
Total sample, N = 1681 177 (10.53) 62
OR (95% Cl) 1.0 (reference)
Suicide attempt 0.63%
Total sample, N = 1681 54 (3.21) 4
OR (95% Cl) 1.0 (reference)
:Iiernrl;c:nl:lill(figg\fours specific to Prevaler(w;s None (n=448)
Early pregnancy, women 2.9%
Total sample, N = 1201 47 (3.91) 13
OR (95% Cl) 1.0 (reference)
Unintended pregnancy, women 4.69%
Total sample, N = 1201 74 (6.16) 21

OR (95% Cl)

1.0 (reference)

1 (n=419) 2-3 (n=460) 4 + (n=166)
25.29% 27.61% 38.55%

106 127 64

1.23 (0.92-1.65) 1.37 (1.04-1.82)**  2.38 (1.65— 3.44)***
7.15% 13.47% 19.27%

30 62 32

0.82 (0.49-1.39) 1.57 (1.0-2.45)* 1.84 (1.08-3.16)**
89.02% 83.67% 83.13%

373 385 138

1.59 (1.09-2.31)** 1.01 (0.73-1.39) 0.974 (0.62-1.54)
15.27% 23.91% 28.92%

64 110 48
1.29(0.90-1.85)  2.28 (1.65-3.15)***  2.90 (1.92-4.39)***
14.31% 26.09% 28.31%

60 120 47
0.73(0.52-1.03)  1.55(1.16-2.06)***  1.75 (1.18-2.59)***
28.88% 38.26% 58.43%

121 176 97

1.20 (0.91-1.58)  1.86 (1.43-2.42)***  4.02 (2.81-5.76)***
11.93% 11.52% 7.23%

50 53 12

1.26 (0.85-1.87) 1.20 (0.81-1.77) 0.74 (0.39-1.42)
0.95% 5.65% 12.05%

4 26 20

1.52 (0.38-6.13)

9.37 (3.24-27.09)***

23.63 (7.91-70.59)***

1 (n=307) 2-3 (n=332) 4+ (n=114)
4.23% 3.01% 9.65%

13 10 11

1.54 (0.70-3.38) 1.07 (0.46-2.49)  3.70 (1.60-8.53)***
4.89% 7.83% 10.53%

15 26 12

1.09 (0.55-2.16) 1.81(1.0-3.29) 2.49 (1.18-5.25)**

Values in parentheses indicate 95% confidence limits for odds ratios. *P-value <0.1; ** P-value <0.05; *** P-value <0.01
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4. DISCUSSION

This study shows that the prevalence of child maltreatment
and other ACEs is high among a representative population
of university students in the Czech Republic. The lifetime
prevalence of physical abuse was 17%, emotional abuse
20.7%, physical neglect 8% and sexual abuse 6.4%, with no
difference between the sexes. These rates are in keeping
with those described in previous ACE surveys conducted in
similar European populations (Bellis et al. 2014). They are
somewhat lower than those described in the European
report on preventing child maltreatment (Sethi et al. 2013),
where emotional abuse was described in 29%, emotional
neglect in 18.4%, physical abuse in 22.9%, sexual abuse in
9.6% (13.4% girls, 5.7% boys), and physical neglect in 16.3%.
The lower prevalence among university students may be
explained by the fact that they are from a relatively
privileged population, and that ACEs are socioeconomically
determined to a large extent (Sethi et al. 2013; Bellis et al.
2014; Butchart & Phinney, 2006). It is interesting to note
that there was no difference in the prevalence of sexual
abuse by sex, which was different from the findings in the
existing literature; for example, a prevalence of sexual
abuse of 13.4% in girls and 5.7% in boys has been described
in Europe (Sethi et al. 2013). Some studies from the Balkan
countries describe the reverse pattern (Qirjako et al. 2013;
Raleva et al. 2013).

The prevalence of household dysfunction was also high. For
example, 22.1% reported having witnessed their mother
being treated violently, 23% had parents who were
separated, 15.3% reported that a household member had
an alcohol problem and 13.4% reported a mental illness.
Importantly, whereas 38% of the population experienced
no ACEs, almost one in 10 experienced four or more ACEs.
The findings show that there was an increased association
between the number of ACEs experienced and health-
harming behaviours. In particular, there was an almost 24-
fold increased odds of attempted suicide, 4-fold increased
odds of risky sexual behaviour, 3-fold increased odds of
illegal drug use, and 2-fold increased odds of tobacco use in
students who had experienced four or more ACEs compared
to those who had experienced none. This is in keeping with
the literature, which demonstrates that the consequences
of ACEs are far-reaching, resulting in health-harming
behaviours. These may lead to poorer physical and mental
health and social outcomes (Bellis et al. 2014; Butchart &
Phinney, 2006; Sethi et al. 2013; Felitti et al. 1998; Anda et
al. 2006). A study by Ramiro in the Philippines and a
combined analysis of Eastern European ACE surveys also

show a strong relationship between exposure to ACEs and
health-harming behaviours (Bellis et al. 2015; Ramiro et al.
2010).

The effects of family dysfunction on the development of
Czech children has been described (Dunovsky, 1986a, b;
Dunovsky et al. 1999; Matéjcek & Dytrych, 1994, 2002;
Flaherty et al. 2006), and results in negative psychological
and health problems. Living with a family member who is
dependent on alcohol or drugs, who has a mental disease or
who was imprisoned for a certain type of criminal activity
and violence, can adversely affect children. Such children
may have higher levels of aggression, delinquency, sensation-
seeking, hyperactivity, impulsiveness, anxiety, negative
activity and problems at school (Flaherty et al. 2006; Dolan &
Whitworth, 2013; Giancola & Parker, 2001; Anda et al. 2006;
Dube et al. 2006; Kleinman et al. 1998). Children from families
where the parents were separated or divorced suffer from
post-traumatic  stress disorder (Graham-Bermann &
Levendosky, 1998). These children are at considerable risk for
violation of the law, dependence on substances, absence
from school and problems in relationships (Devries et al.
2014; Finkelhor et al. 2007).

Childhood trauma can not only cause immediate physical
injury, but may cause long-lasting biological, physiological
and psychological changes by triggering toxic stress. The
propensity of ACEs to cause an increase in smoking and drug
use in this study is linked to the development of NCDs in later
life. Alcohol misuse, physical inactivity and obesity have been
described in other studies, also with an increased risk of
NCDs (Bellis et al. 2014; Bellis et al. 2015; Felitti et al. 1998).
Further victimization in childhood is associated with
increased risks of either being a victim or perpetrator of
violence in adolescence and adult life, thereby contributing
to the intergenerational transmission of violence (Sethi et al.
2013; Krug et al. 2002; Butchart & Phinney, 2006).

The importance of the life-course approach for attaining
better population health is being increasingly emphasized.
Recently, the Minsk Declaration recognized the importance
of early childhood development, nurturing relationships, and
the absence of adversity in childhood as critical to preventing
ill-health in later life (WHO Europe, 2015). Investing in early
childhood development, and preventing and dealing with
crises in a timely manner at critical stages of life such as
childhood and adolescence would lead to better health and
social outcomes, with less NCDs, mental illness and
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reproductive health disorders. Such investment would also
helpindividuals and societies achieve their full developmental
and economic potential.

Limitations

Our study had some limitations. Twenty-nine per cent of the
participants were men, which was lower than the proportion
of men (42%) in tertiary studies (Eurostat, 2015). This may be
partly attributable to the fact that the faculties studied had a
higher proportion of women, but may also be due to higher
non-response rates by men. The random selection resulted in
universities that had a higher attendance of women. Although
the overall response rate was high, the possibility of non-
responder bias cannot be excluded.

The population selected consisted of university students.
Clearly, these are not representative of the population as a

14

whole and represent a relatively privileged section of
society. Results cannot therefore be extrapolated to the
whole of society, where ACEs and their consequences are
likely to be higher. Further, the cross-sectional design limits
inference of causality between ACEs and health-harming
behaviours. The questionnaire is self-reported, and as the
guestions are about sensitive topics, this may have
influenced the responders to provide more socially
acceptable responses. Participants who submitted
incomplete questionnaires and those who had not signed
the consent forms were excluded from the study. The
retrospective approach may have resulted in a recall bias. In
spite of these limitations, the results of the study
nevertheless show the high prevalence of ACEs, and are in
keeping with a growing body of literature (Bellis et al. 2014;
Anda et al. 2006; Felitti et al. 1998; Baban et al. 2013;
Qirjako et al. 2012; Raleva et al. 2013; Mugosa et al. 2014;
Kacheva et al. 2014; Ramiro et al.2010).



THE WAY FORWARD

The far-reaching consequences of childhood adversity
emphasizes the importance of preventing child maltreatment
and other ACEs from occurring in the first place. Numerous
cost-effective interventions have been described in the
European report on preventing child maltreatment and
related documents (Sethi et al. 2013; Butchart & Phinney,
2006; Hardcastle et al. 2015; WHO, 2016). These include
positive parenting, preschool education, home visitation,
school-based training of children to recognize the signs of
sexual abuse, hospital-based training of parents to prevent
abusive head trauma, and changing norms about the use of
violence for disciplining children. In view of the high
prevalence of ACEs and associated health-harming
behaviours in the Czech Republic, and the likelihood of a high
burden of consequent disease, it is important that greater
priority be given to prevention programming. All 53 Member
States of the WHO European Region, including the Czech
Republic, supported the adoption of Investing in children: the
European child maltreatment prevention action plan 2015—
2020 at the Sixty-fourth Regional Committee (WHO Europe,
2015). The European action plan calls for better surveillance
and surveys, greater investment in prevention programming,
and national action plans to coordinate the delivery of
prevention programmes. To help Member States and
practitioners achieve this, the WHO Regional Office for
Europe has developed three handbooks for the three
objectives: (1) Measuring and monitoring prevalence of child
maltreatment: a practical handbook (Meinck et al. 2016); (2)
Handbook on developing national action plans to prevent
child maltreatment (Grey et al. 2016); (3) Implementing child
maltreatment prevention programmes: what the experts say
(Hardcastle et al. 2015). The European report on preventing
child maltreatment (Sethi et al. 2013) provides eight key
action points for preventing child maltreatment in the
European Region:

® developing national policies for prevention through
multisectoral action;

® taking action with evidence-based prevention
interventions/programmes;

® strengthening health systems’ prevention and
rehabilitation responses;

® Duilding capacity and exchanging good practices;

® improving data collection for monitoring and
evaluation;

® defining research priorities;

® raising awareness of, and targeting investment to, best
buys;

® addressing equity in child maltreatment in the Region.

Only about 10% of child maltreatment occurring in the
community is detected and reported to child maltreatment
agencies, emphasizing the importance of surveys to increase
awareness and knowledge of the scale of the problem, and
to advocate for prevention programmes and service
responses (Sethi et al. 2013; Gilbert et al. 2009; Meinck et al.
2016). Our survey among university students in the Czech
Republic reported a high prevalence of ACEs and associated
health-harming behaviours. Although routine information
systems such as from child protection services also report
cases of child maltreatment, these are cases at risk who have
come to the attention of the welfare and justice services, and
underestimate the scale of the problem in the community.
Such information also needs to be supplemented by health
systems data, such as those being collected by the child injury
surveillance system established in the Czech Republic, and
population surveys of children. This survey has contributed
towards delivering on the first objective of the European
action plan. It highlights the need for more coordinated
action by different sectors to deliver prevention programming.
A strong national policy response is needed to address the
unmet needs of the population and to enact prevention
programming in the community.
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ANNEXES

Annex 1. Legislative framework on child abuse

A number of international and national legislative frameworks
exist to address child abuse:

® Article 19 of the Convention on the Rights of the Child
(No. 104/1991 Sb. as amended): obliges States to adopt
all necessary provisions for the protection of children
from physical and mental violence, insults or abuse,
including sexual abuse, and also protection from
neglect, disregarding treatment, maltreatment or
exploitation;

® The Penal Code (No. 40/2009 Sh. as amended):
particularly defines crimes against the family and
children in part 2, Chapter IV. The Provision § 201
“Endangering the child’s upbringing” is aimed at
anybody who endangers the rational, emotional or
moral development of the child;

® Provision of § 202 “Seduction to Sexual Intercourse”
includes sexual intercourse as well as being exposed to
sexual content; and

® Regulation §201 of the Criminal Code on “Endangering
the child’s upbringing” protects children and young
adults from any persuasion or coercion to prostitution,
pornography and other sexually inappropriate conduct.

A number of Government resolutions provide additional
resources on child abuse:

® Government Resolution No. 1139 from 3 September
2008, in addition to the National Strategy for Prevention
of Child Abuse in the Czech Republic 2008-2018;

® Government Resolution No. 1046 from 30 October
2002, in addition to the Long-term Program of Public
Health Promotion for All in the 21st Century;

® Government Resolution No. 611 from 4 June 2007, in
addition to the State Policy Concept for Children and
Young People for 2007-2013;

® Government Resolution No. 262 from 13 April 2011, in
addition to the National Action Plan for the Prevention
of Domestic Violence 2011-2014;

® Government Resolution No. 549 from 28 July 2010 on
Task Reporting emerging from the National Action Plan
for the Prevention of Injuries to Children 2007-2017
and 2007-2009;

® (Czech Republic’s response to the preliminary questions
of the UN Committee on the Rights of the Child in the
Consultation of the Third and Fourth Periodic Report of
the Czech Republic on the fulfilment of obligations
under the Convention of the Rights of the Child (CRC/C/
CZE/3-4) (2011);

® the National Strategy for the Protection of Children’s
Rights (Kovarik J et al. (2001). Détska prava, pravni
povédomi, participace déti a socidlni sluzby. [Children’s
rights, legal awareness, children’s participation and
social services]. 1st ed. Ceské Budéjovice: University of
South Bohemia (in Czech).);

® Action Plan to fulfil the National Strategy for the
Protection of Children’s Rights 2012—-2015.
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Annex 2. Peer-reviewed publications on the
service response to child maltreatment

A wide range of peer-reviewed publications address the issue
of child abuse:

® Ministry of Health Bulletin No. 3/2008 published the
Methodical Action to Medical Approach during Primary
Care Provision and Suspected CAN syndrome. It is an
updated version of an action paper from 2005.

® Ministry of Health Bulletin No. 6/2008 published the
Methodical Action to Medical Approach during Medical
Care Provision to People at High Risk of Domestic
Violence. This is an updated version of an action paper
from 2006 (MH Bulletin 3/2006) with the additional
issue of domestic violence inflicted on children who are
considered victims even if they only witness a particular
incident.

Notice No. 70/2012 Coll. on Preventative Assessments
has been effective since 1 April 2012. The framework
includes an outline of a general preventative
assessment of children.

A pilot project of injury data by the University Hospital
Brno called the National Registry of Children’s Injuries is
currently funded by the European Union (EU). A
statutory framework has been established for data
collection related to injuries by Act No. 372/2011 Coll.
(effective since 1 April 2012). The data focus is on
intentional and unintentional injuries, their causes,
mechanisms and circumstances.

On 31 May 2011, the National Coordination Centre for
Prevention of Child Abuse and Injury and Promotion of
Child Safety was established in the Motol University
Hospital. Its activities include networking, education of
professionals working in the field, analysis of injury
data, provision of information to the professional and
lay public, and international liaison.
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The WHO Regional Office for Europe Survey of adverse childhood

The World Health Organization (WHO) experiences in the Czech Republic
is a specialized agency of the United

Nations created in 1948 with the primary
responsibility for international health
matters and public health. The WHO
Regional Office for Europe is one of six
regional offices throughout the world,
each with its own programme geared to
the particular health conditions of the
countries it serves.
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