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characteristic pattern. Bruising of the upper lip and labium frenulum may be caused by a
bottle or dummy being forced into the mouth or by a blow. Bruising of the ears and the neck
is rarely accidental. Ear bruising is due to the ears being boxed, pulled or pinched. Neck
bruising is due to the neck being gripped in an attempt to throttle the child or to lift or restrain
him. Children may be gripped by the neck as the head is banged against the wall.
Circumferential area of bruising is rarely seen as a result of something being tied around the
neck in an attempt to strangle the child.

Black eyes are frequently seen in inflicted injuries of the face. The object inflicting the injury
e.g. a fist will usually be sufficiently large to avoid causing trauma to the eye but will damage
the capillaries in the tissues surrounding the eye. The black eye will be swollen or tender.

- The pattern of bruises

According to Blumenthal (1994:43) the pattern of the marks helps to distinguish accidental
from abusive injuries, e.g. striking with a looped card produces characteristic loops and
hitting with belts, sticks and shoes produce characteristic imprints. Hand marks vary
considerably depending on the way the skin is injured. The marks from such actions as
grabbing, slapping, pinching, poking and squeezing will vary considerably. Buttock injury
sometimes produces a characteristic pattern of vertical bruising in the gluteal cleft. A similar

linear pattern occurs over the top rim of the pinna where the ear is traumatised.
- Number of bruises

A large number of bruises might raise suspicion of non-accidental injury. Non-accidental
fractures of the skull, limbs and ribs can occur with no apparent bruising (Blumenthal,
1994:45). It is often difficult to decide when bruising is excessive given the range of activity
of young children. There can be little doubt that some children are accident-prone and will
have frequent bruises. The number of bruises should be viewed both in the context of
activity level and in the explanation provided, e.g. extensive bruising on the face and distal
limbs of a toddler would be plausible given a history of a fall down stairs, but not a fall in
SNOwW.

When confronted with a child with excessive bruises or who appears to bruise easily, the

possibility of a bleeding disorder should be excluded, as most children with a bleeding will
have a history of frequent bruising, nose or joint bleedings since the first months of life.
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home. When faced with a young child with a skull fracture it is the task of the medical doctor
to judge whether the history is compatible with the degree of injury. Studies by Hobbs
(1994), Meservy (1997) and Leventhal (1998) gave some guidance regarding differentiating
between accidental and inflicted skull fractures.

Meservy (1997:172) and Leventhal (1998:90) have shown that most accidental and inflicted
injuries cause single linear fractures involving one parietal bone. If both parietal bones or a
parietal and another are fractured, the likelihood of an inflicted injury increases. Hobbs
(1994:251) has indicated that fractures of the occipital bone are seldom accidental and
should always arouse suspicion of abuse. This is in contrast to the findings of Leventhal
(1998:91) in which 10% of accidental fractures were occipital.

Most accidental and inflicted fractures are narrow and referred to as “hairline” being 1 - 2 mm
in width. According to Hobbs (1994.252) a width of more than 3 mm or a growing fracture
strongly suggest abuse. When the skull bursts, the brain and meninges evaginate between

the edges of the fracture preventing healing and causing the fracture to grow.

Complex fractures are more often inflicted than accidental. It is noted that in a study by
Leventhal (1998:91) short distance falls between 60 to 120 cm caused complex fractures.
Complex is defined as two or more distinct fractures of any type of a single fracture with

multiple components.

Accidental fractures are well localised and would be consistent with the head having struck a
projection of some sort. Such fractures would be inconsistent with a fall on a flat object
(Blumenthal, 1994:52). When children fall accidentally, the severity of the injury is
dependant on the distance and hardness of the floor surface. According to the findings of
the studies conducted by Hobbs (1994.:253) children falling short distances, seldom sustain a
skull fracture. The risk of a fall of less than 90 cm being associated with a skull fracture is
probably less than 2%. In a five year study of fractures in children under three by Leventhal
(1998:93) it was found that eight children had linear parietal fractures after falls of less than
60 cm from a bed or sofa.

Skull fractures, which are detected in the first months of life, are often thought to have
occurred at birth. Some depressed fractures occur in utero, while others which were absent

at birth may develop over a few days and persist for two to three months.

- Shaking injuries
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Blumenthal (1994:55) discussed shaking injuries as the shaken baby syndrome. According
to Blumenthal (1994:55) the shaken baby syndrome is a well recognised and common form
of child abuse with a high mortality and morbidity. Shaking a baby as a form of chastisement
is widespread and is thought by some to be socially acceptable while others regard it as child
abuse. The main features of the syndrome are subdural and retinal haemorrhages caused

by shaking. The vast majority of children with shaking injuries are under twelve months.

Shaking injuries usually occur in a sudden fit of rage often in response to a child who is
crying uncontrollably. The child is violently shaken and the rapid acceleration or deceleration
produces differential motion between the skull and its contents. The motion of the brain to

and from the subdural space causes traction and shearing of the veins.

The pressure in the venous system is low in which case symptoms may not be immediate
but are apparent within twelve hours. Children usually present with loss of consciousness
andfor seizures. There may be a preceding pericd of irritability. Suture separation and a
bulging fontanel indicate raised intracranial pressure. In most occasions infants who are
shaken in a rage are not laid back gently in the crib but are thrown down sustaining an
impact injury as well. Such infants are particularly vulnerable to whiplash injury as the
bridging cerebral veins are poorly supported as they pass through the subdural space, but do
not have skull fractures. Grasping of the chest during the shaking process sometimes
causes rib fractures. Vertebral abnormalities are often sustained in the lower thoracic or
upper lumbar part of the spine and are caused by hyperextension as the head is tossed
backwards and forward. There is narrowing of the anterior vertebral borders. Damage of the

spinal cord accompanies only the most severe abnormalities (Blumenthal, 1994:55).

Most children with shaken baby syndrome have retinal haemorrhages. The detection of this
retinal haemorrhage makes it difficult to time the injury. Most retinal haemorrhage resolve
within a week or two. Massive blood accumulation would suggest a recent injury particularly
in the case when an initial examination reveals retinal haemorrhage only and subsequent
examinations shows migration of blood into the vitreous. Sparse haemorrhage at the initial
examination is consistent with both early or late injury irrespective of the degree of frauma. A
good prognosis is the preservation of the pupillary light reflex (Faller, 1991:192).

According to research findings by Caffey (1992), Alexander, Johnson & Melton (1994),
Greenwald (1995) and Haller (1991), not all shaking injuries are abuse. A young child with

apnoea, a seizure or following an accident may be unintentionally violently shaken in a panic
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Kornberg (1992:93) stated that a blow to the nose, which may lead to bleeding or a deviated
septum, might cause nasal injuries. A blood clot may be visible in the nose and when the
septum is deviated the nose may be swollen and the septum visible in the nostril.

- Ears

Injuries of the ears are rare to occur by accident, because when children fall they do not
injure their ears (Friendly, 1993:17). The ears being pulled, pinched or boxed commonly
cause bruised ears. Repeated blows to the external ear cause bleeding and haematoma
formation producing "cauliflower ears”. A powerful blow directly to the ear can cause rupture

of the ear drum or bleeding intc the middle ear.

2.5.1.3 Thoracic injury

Rib fractures are commonly detected in abused children who are under two years (Cooper,
1992:53). According to the study conducted by Feldman (1994) and Brewer (1994) it was
found that pressure applied to the chest during cardiac resuscitation does not cause
fractures. In the absence of bone disease unexplained rib fractures in the young child are
specific for abuse. The exception to this rule is when fractures detected in the first week of

life are caused by chest compression during the birth process which are indeed rare.

The mechanisms responsible for most rib fractures are a violent anterior posterior
compression of the chest as the infant is grasped and shaken. Rib fractures also occuras a
result of blows to the chest, by stamping on the chest or by being thrown against a hard
edge. Acute rib fractures may be radiologically invisible and only become apparent ten to
fourteen days later when callus forms.

Fractures of the mid clavicle can occur by accident or as a result of abuse. Fractures of the
lateral end, together with fractures of the scapula should be considered specific for abuse,
particularly in the child under two years, as they are usually caused by violent traction of the

arm, but may also result from sudden acceleration/deceleration in the shaken infant.

2.5.1.4 Abdominal injury

Research by Cooper (1998:1485) found that the incidence of abdominal injury in abused
children is less than 2% and such children are over two years old. Abdominal trauma is the

most common cause of death with the mortality being about 40 - 50%. The high mortality is
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indicated the factors that can help in making the distinction between inflicted and accidental

burns as follows:

- The age of the child. Children who are able to get about and reach out are very
likely to be accidentally burnt;

- the physical characteristics of the burn, which may help to identify the implement
used; and

- the history, whereby a vague, inconsistent or implausible history particularly with
failure or delay in seeking medical attention should raise strong suspicion about

non-accidental burns.

The most common type of accidental burn is one that occurs when a toddler pulls hot liquid
over himself. Children may be burned as a consequence of neglect, because they have
been left unsupervised with matches or electrical appliances or a gas heater. A parent may
intentionally burn a child by immersing the child in hot water or by placing the child in contact

with hot objects such as stoves, heaters, matches or cigarettes.

Faller (1991:17) identified the following patterns of burn injuries in abuse cases:

- Cigarette burns that are about 5 mm in diameter on various parts of the body, e.g.
face, hands, arms or abdomen;

- burns on the buttocks and perineum, especially in children who are in the process
of being toilet-trained or who may have a problem with bed wetting or soiling
clothes;

- contact burns that come from a part of the body being pressed to a hot source
such as a stove or space heater, leaving a pattern of the heating element or
protective grill; and

- burns from placing the child’s hands down on electric coils of a stove to teach the
child not to play with the stove or from burning the child with matches to teach him
not to play with matches.

Faller (1991:17) distinguished the following three types of burns:

- First-degree burns that cause only redness such as sunburn;

- second-degree burns which lead to blistering and heal within one to three weeks
depending on size; and

- third-degree burns that destroy the entire skin thickness and require healing from
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2.5.3 Sexual abuse

According to Blumenthal (1994:3) sexual abuse refers to contacts or interactions between a
child and an adult when the child is being used for sexual stimulation of the adult or another
person. This definition of sexual abuse is similar to the one given by Faller (1991:144)
whereby he argues that sexual abuse refers tc physical contact between persons at different
stages of development usually an adult and a child for the purpose of sexual gratification of

the more mature person.

Sexual abuse may also be committed by a person under the age of eighteen when that
person is either significantly older than the victim or when the perpetrator is in a position of
power and control over the victim (Blumenthal, 19984:3).

Sexual abuse therefore encompasses a wide range of behaviours which one needs to be

aware of, namely:

- Sexual contact of one or both participants’ intimate parts, e.g. the penis, vagina,
pelvic area, buttocks, anus and breasts.

- Fondling which may be fondling of the victim by the perpetrator, or the perpetrator
may induce the victim to fondle him.

- Oral - genital contact (fellatio cunnilingus) whereby the perpetrator may stimulate
the victim’s genitals by sucking or licking or may persuade or force the victim to
stimulate the perpetrator or both.

- Sexual intercourse.

- Anal intercourse.

- The use of the child’s armpit for sexual gratification.

- Interfemoral, i.e. placing the penis between the child's legs.

- Sexual assauit that occurs when the perpetrator is not related by blood to the
victim. This includes situations of rape as well as ones where force is not used
and actual intercourse does not occur. The perpetrator may be a complete
stranger, someone the child recognises but does not know well, a friend of the
family or someone actually living in the household but not related to the child,
such as the mother’s boyfriend.

- Incest which Mouzakitis (1995:13) classifies as the most common type of sexual
abuse. It refers to any kind of sexual activity between the child and relatives,
either related by blood or legally, including fathers, mothers, stepparents,

grandparents or siblings. This means that the perpetrator may come from within
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A discussion of the above mentioned aspects follows below:

3.2.4.1 Inferior health status

Children whose health is inferior are more likely to receive poorer care. In societies with high
infant and child mortality, the stronger child is more likely to receive preferential treatment
(Justice & Justice, 1993:37).

This observation is supported by research conducted by Mouzakitis (1995:79) which showed
that premature children are difficult to care for and are at higher risk for abuse. Malnourished
children have also been found to be vulnerable. It is theorised that apathetic, anorexic, and
unresponsive behaviours of malnourished children may fail to evoke a nurturing response
that would improve their health as well as their behaviour. This would certainly be true with
abusive parents who are looking to be nurtured and affirmed by their offspring. To nurture a
nen-responsive, ill child would probably demand of these parents more altruistic giving than

most could put forth.

3.2.4.2 Handicapped children

Whether or not a handicapped child is targeted for abuse seems to depend on the cultural
appraisal of the child (Justice & Justice, 1993:37). In some societies, handicaps are seen as
indicating supernatural gifts and the child is accorded special status and care, while in others
the child is seen as a burden, an ill omen or non-human. Understandably, with this sort of
low value placed on the child, he is not likely to be cared for adequately.

3.2.4.3 Sex of children

The value placed on a male or female child in a particular culture influences the treatment of
the child (Justice & Justice, 1993:38). Female children are at greater risk of abuse in
societies with strong son preference, such as India or China. Woman's economic
participation and rights of land inheritance have been linked to regional differences in female

infanticide and to differential access o food and medical resources.

Girls are less likely to be fed than their brothers are or to receive the same standard of

medical care, but those who survive are more likely to be treated warmly by their mothers in
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later childhood than are the sons. It is possible to assume that these mothers are more
willing to invest in their daughters when they can see a greater potential return for the
investment, e.g. helping the mothers to do housework or finding a son-in-law to help care for
the family.

3.2.4.4 Developmental stage

Children appear to be at greater risk of being abused as toddlers and adolescents. Toilet
training accidents, broken curfews and oppositional behaviours of both these stages lead all
parents to question, if only momentarily, whether or not the parenting struggle is worth the
effort. For parents who have unrealistic expectations and diminished emotional or social

support, the answer may be a violent “no”.

3.2.4.5 Unusual births

Children may be assessed to be a poor investment from the moment of their births or even
before birth in some societies. Among the Machiquenga, a difficult birth indicates an
excessively angry child, which is then more likely to be killed, abandoned or given to another
family. If an infant is born face down or with a smile into the Bariba tribe of West Africa, it is
labelled “witch baby”, and killed or sold off. In some societies, multiple births are considered
a good omen, and in others the offspring may be regarded as animal litters rather than
human beings. If these infants are not killed at birth, they may be abused later. Too many

children can push a parent to withhold limited resources from one or more of the offspring.

3.2.4.6 Behavioural characteristics

Parental assessment of the behaviour of the child is influenced not only by the parents’ own
experience of having been parented but also by cultural appraisal of different behavioural
characteristics (Justice & Justice, 1993:39). This make it clear that it is useful to look at the
broad context of available investment resources in order to understand all the factors that
play a role in child abuse.

3.2.5 The psychosocial system model

According to this model, child abuse cannot be explained by a single factor but by certain

stress factors and adverse background influences which may serve to predispose the
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The single parent may also be at a disadvantage in disciplining children. It is easier to exert
control over the children if two people are doing it rather than one. In addition, collaboration
on what the limits should be and what kind of punishment should be used can be very
helpful. Without this, the single parent may not have the energy to control the children, may
overreact to children’s behaviour and punish them excessively or may alternate between

these two responses (Walters, 1990:69).

Steele & Pollok (1994:128) argued that the attacked child in the family can also act as a
precipitating factor towards abuse, e.g. sex, time of birth, health status and behaviour. The
child may innocently and unwillingly contribute to the attack that is unleashed upon him.
Bowen (1991:420) suggested that children who were abused by their parents might possess

characteristics, which either attract abuse or make them more vuinerable to abuse.

Research by Lynch (1997:113) gave the following characteristics of children in high risk of
abuse:

- Premaritally conceived;

- babies conceived by accident;

- a child of a sex other than that expected by the parents;

- a child who exhibits behaviour patterns unlike those that the parents
expected; '

- babies born with congenital defects who require much medical care; and

- perfectly normal infants who are always ill or cry to indicate hunger.

3.3 THE CAUSES OF THE TYPES OF CHILD ABUSE

Mouzakitis (1995:36) examined the causes of the various types of child abuse by giving the
possible contributory factors related to parents, the environment, the abused child, the
impact of the unborn child as a result of maternal use and abuse of alcohol and drugs. A

discussion of the causes of the various types of child abuse will be discussed below:

3.3.1 The causes of physical abuse

Mouzakitis (1995:37) argues that the causes of physical abuse are receiving increasing
amounts of attention. Focus is on the following causes: fatal alcohol syndrome, addiction

during pregnancy, inflicted burns, intentional poisoning of children and child factors as
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in children. This finding is similar to the findings of Cook (1991:13) which indicated that over
40% of the cases of child abuse at the Jubilee Hospital in the North West Province were the
result of inflicted burns. Similarly, more than 50% of all burn victims under 10 years of age
were found to be abused in South Africa, and abuse was suspected in another 4% of the
cases (Stone, 1994.90).

Most victims of burns are under four years of age. Infants and toddiers are at the highest
risk, with abuse peaking in the 13 - 24 months’ range (Hight, 1994:69). Families of children
with inflicted burns are characteristically from the lower economic classes, although probable
reporting bias must be kept in mind. Researchers such as Balalar (1991), Moore (1993) and
Hight (1994) have documented a high incidence of broken homes, absence of a primary
caregiver, severe environmental stress, inappropriate expectations of children and poor
parent-child relationships in families of burn victims.

The high number of inflicted burns occurring during the toddler period and the family
characteristics noted above suggest that such injuries may result when an unsupported and
highly stressed parent is faced with a child who is developmentally unable to meet the
parent’s unrealistic demands (Mouzakitis, 1995:43).

- Intentional poisoning

Shnaps (1991:120) argued that intentional poisoning as a form of child abuse has received
littie attention in the literature. This is probably due to lack of recognition, but recent studies
by Dine (1998.34) suggest that abuse by poisoning is common.

Child abuse by poisoning is likely to occur during the pre-school years and is usually
carefully planned and manipulative. In many cases, the poisoning has been going on for
several months and is continued by the abuser, usually the child’s mother or caretaker after
the child is hospitalised for treatment of symptoms. The mother is frequently described as
co-operative with the hospital staff, pleasant and concerned about the child’s symptoms.

A high incidence of serious mental disorders has been noted in these parents and Shnaps
(1991:121) suggested that chemical abuse may represent an escape from the parent's own
problems and a means of eliciting attention and support that the parent is unable to obtain
elsewhere.

- Child factors
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activities with children, namely:

- The adults’ position of dominance;
- bribes of material goods;
- threats of physical violence; or

- misrepresentation of moral standards.

Children often co-operate out of need for love, affection, attention or a sense of loyalty to the
adult perpetrators. Dulton (1995:25) suggested that children may engage in sexual activities
with adults to defy parental figures or to express anger about chaotic home lives. De Vine
(1992:78) indicated lack of adequate supervision by parents and the failure to set proper
controls for children’s behaviour as contributing factors to sexual abuse. To this end, De
Francis (1999:129) indicated that about 41% of the families in his study of the causes of

sexual abuse showed behaviour indicative of psychosocial disturbances.

Costel (1995:86) suggested that sexual abuse offences against children and adolescents
occur both in circumstances where the offenders’ behaviours are expressions of abnormal
sexual preferences and in situations where normal preferred sexual outlets are thwarted. In

situations where normal preferred sexual outlets are thwarted, incest often results.

Adolescents can also perpetrate non-familial sexual abuse (Mouzakitis, 1995:83). Two
profiles emerge from the offences committed by adolescents against other children, as
indicated below:

in the first type of adolescents, offenders may show signs of immature psychosexual
development and do not progress beyond childhood sexual play and exploration. Their
sexual activity with other children is an extension of earlier permissible developmental sexual
curiosity and play.

The other type of adolescent offenders is classified in a more serious light. In these cases,
their sexual behaviour may be an early manifestation of paedophilia or aggressive sexual
behaviour. Typical responses of these offenders are force, control and aggression, which by
adult sexual assault standards are typically classified as rape (Mouzakitis, 1995:84).

3.3.3.2 The causes of familial sexual abuse

Pettet (1997:26) argued that familial sexual abuse refers to abuse within the nucleus and
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extended family and may involve relatives such as uncles, grandparents, siblings, parents,
adoptive parents or foster parents. Incest is the most emotionally charged and socially
intolerable form of sexual abuse. It is the one type of sexual abuse that is the most
threatening, difficult to understand, accept and detect because it tends to remain a family

secret by its nature. Incest can take various forms such as:

- Sibling incest or sexual activity among young children.

- Incest between older children which is indicative of dysfunction in heaithy
social and emotional development.

- Incest between children and adults particularly parental figures (Mouzakitis,
1995:84).

The discussion of the causes of incest will be limited to members of the nucleus family, i.e.
the father, mother, daughter and son as indicated below:

- Father-daughter incest

According to May (1998:99) father-daughter incest is the most frequently reported type of
incestuous relationship, as well as the most researched, discussed and treated form of
sexual abuse. There are many factors that contribute to the development of father-daughter

incest sufficient to cause the incest.

it is generally recognised that in father-daughter incest, a triad of participation occurs among
the father, mother and daughter. Each has a role to play in the development and
perpetration of the incest without which the incest would not occur. The examination of the

triad describes how and why father-daughter incest occurs (Mouzakitis, 1995:84):

*  The father

incestuous fathers are characterised as average to below average in intelligence, very timid
and cautiously passive in social relationships outside their families (Mouzakitis, 1995:85).
Spencer (1998:585) reported that a high number of incestuous fathers are from lower socio-
economic levels. This finding supports the earlier research of Weinberg (1995:99) whereby it
was indicated that 65% of the families investigated were in the low socio-economic bracket,
and the work of Kaufman (1994:266) which noticed that the incestuous fathers came from

poverty backgrounds typically characterised by inadequate housing and little education.
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- The guise of sex education,;

- the guise of personal hygiene;

- the mother who is shut off from the world and turn to her son for human
contact;

- little age discrepancy between mother and son;

- the lack of other sexual objects available to the son;

- a general history of incest in the family;

- serious emotional disturbance; and

- alcoholism.

In son-initiated incest the son is almost always classified as seriously emotionally disturbed,
brain damaged or psychotic.

- Father-son incest

Mouzakitis (1995:89) argued that father-son incest is rarely recognised but it is the most
common form of homosexual incest reported. Rare accounts of father-son incest may be
due to the double stigma it causes, namely: incest and homosexuality. Characteristic traits
of the father which generally suggest that he is the one who almost always initiates the

sexual behaviour are as follows:

- He may be alcoholic or using alcohol to justify the behaviour,
- he may have had strong homosexual desires since childhood;
- he may have experienced incest or witnessed incest during early childhood;

and

- he has unresolved adolescent sexual conflicts (Mouzakitis, 1995:89).

The incestuous son does not resist the father, despite damaged feelings. Father-son incest
is usually short-lived, ending when the son begins to develop strong negative feelings
towards his father and their relationship.

- Mother-daughter incest
Mother-daughter incest occurs but is rare (Merselman, 1998:102). Female homosexual

relationships within the nucleus family are the most understudied area of incest. The
occurrences of mother-daughter incest focuses on the speculation that the mother is
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Merselman (1998:107) argued that brother-sister incest occurred in families where children
lack adult supervision, particularly with regard to their sex play. In this family type, the father
is either physically or symbolically absent, i.e. he lacks the ability to control his adolescent
son due to his own weak personality structure, alcoholism or old age. When this occurs, the
oldest son is often deviated to the role of father and the ensuing sexual activities, which

occur with his sister, are clinically comparable to actual father-daughter incest.

Weinberg (1995:111) described families in which brother-sister incest occurs as exhibiting
little regard or concern for the children’s sex play. In these families, parents speak openly
about sex with their children and do little to prevent children from seeing them engage in
sexual intercourse, The sexual knowledge and overt stimulation is manifested in children

attempting to replicate the adult sexual activity.
*x  Brother-brother incest

Finkelhor (1999:15) argued that brother-brother incest is rarely reported and little is known
about the behaviour. Speculations exist that brother-brother incest results from either prior

sexual stimulation by the father or homosexual interests between the brothers (Cory,
1993:232).

*  Sister-sister incest

Reported cases of incest between sisters are extremely rare. Cory (1993:235) offers two

theories as rationale for the absence of information on sister-sister incest, namely:

- Affection and physical contact between sisters is more acceptable and therefore
carries less stigma and psychological trauma resulting in fewer actual cases reported.

- Incestuous activities between sisters is a rare occurrence and therefore relatively
unreported in the literature.

- Child pornography

Child pornography is defined as films, photographs, magazines, books and motion pictures
which depict children under a certain age involved in sexually explicit acts, both heterosexual
and homosexual (Mouzakitis, 1995:95).
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alternative child care arrangements. Poor households have less space and this may lead to

neglect.

Pelton (1991:103) took the position that poverty is one of the major causes of neglect. He
maintained that neglectful families are overwhelmingly poor and have multiple problems.
Polansky (1992:712) argued that poverty does expose parents to additional stress that may

impair their capacity to care for children.

3.3.4.3 Social context

The social context of neglect refers to the interactions between parents and their
environment (Mouzakitis, 1985:58). According to research conducted by Wolock (1992:17)
neglecting parents saw their neighbourhood as more unfriendly, crime-ridden and rundown.
There was lack of support for parents and their chaotic lives led to substantial stress and
disrupted relationships.

Giovannoni & Billingsley (1990:99) concluded that severely deficient income and material
resources caused great parental stress and these stresses may have deterring effects upon

their capacities to care adequately for their children.

3.3.4.4 Early life experiences

The childhood of neglecting parents, particularly the mother, have been filled with distress
and unhappiness. Substitute caretakers have raised these parents. Raised partly out of the
natural home, living on welfare, having no or few clothes, being hungry, physically beaten,
severely beaten, sexually abused and neglected, feeling unwanted, not sure of being wanted
and the presence of a heavy drinker in the home (Mouzakitis, 1995:59).

3.3.4.5 Parental knowledge

Cantwell (1994:67) pointed out that neglect is caused by parental lack of knowledge,
judgement and motivation. Parents may:

- Be unaware that a young infant has o be fed every three to four hours;

- have no knowledge of how to prepare a meal;

- not know the nutritional content of foods;
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Authors such as Goldstein (1995:42) and Vondracek (1995:12) agree that ego psychology
deals with the relationship of personality to reality with the basic goal of supporting and
strengthening the clients’ ego so that they can function and cope more effectively with their
problem areas. Goldstein (1995:42) gives the aims of ego psychology regarding parents of
child abuse cases as follows:

- Helping parents function more comfortably in their role as parents;

- better control of behaviour and feelings;

- improving parent-child, and other interpersonal relationships;

- developing better coping skills when problems arises;

- remedying early parental developmental defects that may be part of the
pattern of child abuse;

- acquiring greater understanding of the children’s needs; and

- learning better ways of managing the children’s needs.

Ego psychology can be provided through the provision of information, advice and direction

and can focus on the following aspects:

- Child development;
- child rearing techniques;
- special problems; and

- parents’ needs.

- Crisis intervention

Crisis intervention is defined by the New Dictionary of Social Work (1995.16) as an approach
in social work which is directed towards the restoration and promotion of the social
functioning of individuals who experience a crisis as a result of an unexpected and disruptive

event and who do not have the problem solving abilities and resources to cope with the
increased level of tension and anxiety.

Baas (1994:4) argues that child abuse is a crisis to many individuals and requires the
intervention of a social worker through the employment of crisis intervention.

Authors such as Baas (1994:5) and Furniss et al ., (1994:866) agree that the employment of
crisis intervention in child abuse cases is aimed at the following:
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- The environmental model which take account of external factors as causing

child abuse. This model includes the following factors;

*  Occupational stress;
*  poor education;

*  poverty,

* alcohol abuse;

* drug abuse;

«  overcrowding;
*  poor housing;
*  unemployment; and

*  social isolation.

- The biosocial model which considers the causes of child abuse from the
standpoint of child factors such as the inferior health status of the child or
child handicap.

- The psychosocial system model which regards child abuse as resulting from
a combination of various stress factors, e.g. the interaction of the

psychodynamic and environmental factors.

The following factors from different models has been indicated as the main and
contributory causes of child abuse:

- Lack of mothering imprints;

- excessive expectations from the child;
- parental role reversal,

- scapegoating;

- immature parents;

- mental iliness;

- lack of child rearing skills;

- poverty;

- poor education;

- occupational stress;

- alcohol abuse; and
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6.3.1 ldentification

Child abuse must be identified before intervention of any kind can be rendered.
Identification includes interviewing people involved in child abuse, e.g. the child,
parents, all the adults in the home and withesses with a view of understanding the

situation.

The following is a guideline for what the social workers should do when interviewing

the parents. They should:

- Select interviews appropriate to the situation;

- conduct the interview in private;

- tell the parents why the interview is taking place;

- be direct, honest and professional,

- tell the parents that the interview is confidential,

- reassure the parents of the support of the program;

- tell the parents if a report has been made or will be made; and

- advise them of the worker’s legal responsibilities to report.

The social workers should not:

- Try to prove abuse or neglect by accusations or demands;
- display horror, anger, or disapproval of parents, child or situation;
- focus on family matters unrelated to the specific situation; and

- place blame on the parents or child.

When interviewing the child who can understand the interview, the social workers
should:

- Make sure the interviewer is someone the child trusts;

- conduct the interview in private;

- sit next to the child, not across the table or desk;

- tell the child that the interview is confidential;

- conduct the interview in the language that the child understands;

- ask the child to clarify words or terms that are not understood; and
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become targets of abuse or neglect. Normal developmental tasks of this period such
as separation and toilet training can over stress the inadequate parent, resulting in
abuse. Precocious separation or hyper maturity is sometimes secondary to abuse

and neglect and may mask a significant lack of depth in interpersonal relations.

Latency or school age children who presented developmental delays or personality
traits such as difficult toilet training and negativity in their pre-school period may now
manifest refusal to attend school. At this stage problems such as school failure, poor
peer relations and cranky behaviour at home play a role in abuse. Childhood
depression is another prevalent result of abuse and neglect. The social worker is
dealing with children at this age who may defend the parent out of fear of loyalty and
may be guarded.

Adolescents are more likely to report abuse or neglect than younger children either to
the school authority, police or social workers. These adolescents want help but not
at the expense of alienating parents or destroying the family. They are more subject
to guilt feelings about the effects of the report on their parents. Changing their minds
or their stories regarding abuse manifests this ambivalence. The adolescent may be
out of control and actually be of an age to victimise the parents but whatever the

provocation for parental abuse, the abusing parent is also out of control.

The function of investigation is performed in service rendering concerning child
abuse as indicated by the findings of the study. The performance of this function

should be enhanced as it is necessary for planning intervention.

8.3.3 Intervention

Intervention is defined as professional behaviour of a social worker to bring about
change in the person-environment situation to achieve the objectives of the
agreement of co-operation, which has been entered into with the client, e.g. the
parents.

The goal of intervention with such parents is to assist them to deal with a range of
problems associated with child abuse, Various methods of intervention that can be

used in service delivery concerning child abuse has been identified as follows;
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- Saocial work with the individual;
- social work with the family;

- social work with the group;

- social work with the community;
- social work research; and

- an integrated application of these methods.

Social workers who are rendering services concerning child abuse can choose
among these intervention methods or integrate them in consideration with the

specific case being dealt with.

The following is a guideline for the employment of the methods of intervention in

rendering services concerning child abuse;

6.3.3.1 Bocial work with the individual

The New Dictionary of Social Work (1895:8) define social work with the individual as
a method of social work aiming primarily at helping individuals on a person-by-person
basis to attain the fullest degree of social functioning. Sccial work with the individual
in child abuse cases encompasses a broad range of intervention aimed at restoring,
maintaining and enhancing the individual's personal and sccial functioning. The
following is a guideline for the benefits of employing social work with the individual for
parents:

- To enhance their ego functioning, particularly in the areas of impulse control
and judgement;

- to acquire better coping skills;

- to develop the self-esteem and empathy that are so essential to good
parenting;

- to improve role functioning and interpersonal relationships;

- to learn better child management techniques,

- to develop more realistic and age appropriate expectations of children;

- to modify long-standing behaviour patterns;

- to compensate for early developmental arrests;

- to gain greater self-awareness; and

- to improve relationships with the community .
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Social workers involved with individuals in rendering services concerning child abuse
can employ various intervention approaches which are mostly employed in rendering

services concerning child abuse.
The following is a guideline for approaches which can be employed:

- Problem solving;

- behaviour modification;
- cognitive restructuring;
- ego-psychology; and

- crisis intervention.

These approaches overlap and must be used flexibly with the individuals involved.
A choice can be made among these approaches. A discussion of the above given

approaches follows below:

- Problem solving

The basic assumption of this approach is that human existence is a continual
problem solving process. This approach is aimed at helping the person to solve
whatever problems he cannot solve at the present moment and the by-product is that
he will be able to solve future problems.

The major emphasis of the problem solving approach is the training of parents in
problem solving skills following specific steps. The following is a guideline for the
steps to be followed:

- Identifying the problem of child abuse;

- generating alternative solutions to solve the problem;

- exploring the consequences of each proposed alternative;

- choosing the best plan and implementing it; and

- evaluating the outcomes of the plan and its relevance with similar future
situations of child abuse.

The findings of this study indicated that the problem solving approach is being
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employed with the parents when rendering services concerning child abuse. The
employment of this approach should also be employed with any person who is
involved in child abuse, e.g. the child as victim, the abuser or child's family.

- Behaviour modification

The behaviour modification approach is predicated on a theoretical proposition that

maladaptive behaviour is learned and can be unlearned under controlled situations.

Child abuse is argued to be the result of inadequately or inappropriately learned
parenting behaviour and much intervention with parents/caregivers of abused
children had led to the contemporary approaches to training parents/caregivers in
developing more effective parenting strategies.

Intervention focuses on cbservable behaviour, the context in which these behaviours
occur, with the objective of modifying the behavioural interchanges among persons in
the target system. Focus is on the individual child who has been abused, the
identification of child abuse, the antecedents toc child abuse and the consequences
that followed the occurrence of child abuse.

An assessment of the child’s behaviour in its context relative to the parents
directives and responses to that behaviour is done. Intervention therefore focus on
the training of parents to modify the manner in which they gave instructions to their

children and the enhancement of the parent’s skills in child management.

This intervention can affect the parent’s attitudes towards their children positively and
produce positive changes in the behaviour of siblings of the abused child as parents
will generalise their new skills to the siblings.

Different techniques of intervention may be employed for various behavioural
objectives, namely:

- Direct instruction, role-playing or modelling can be used to train parents in
parenting skills; and

- relaxation training or communication exercises can be used for the
development of social skills, reduction of stress, assertiveness training or

anger control training.
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Behaviour changes achieved are maintained after termination through strategies
such as cognitive testing regarding the level of understanding which the individuals
have concerning the processes by which they have acquired their new skills. Follow-
up is made at predetermined intervals focussing on identifying any regression in the
acquired behavioural skills (Furniss et al, 1994:869; Lutzker et al, 1994:69 and
Brunk, 1997:180).

According to the findings of this study the behaviour modification approach is being
employed when rendering services concerning child abuse. The employment of this
approach should be encouraged to continue as child abuse can be seen as negative
behaviour which is learned and can be unlearned.

- Cognitive restructuring

According to authors such as Fennel {1992:129), Vondracek (1995:120) and Palmer
(1996:77) the cognitive restructuring approach focuses on changing the incorrect
thought patterns, beliefs and attitudes of the clients which it is believed to lead to

lasting behaviour change.

Child abuse is addressed in terms of incorrect premises and a proneness {o distorted
imaginable experiences, which lead to incorrect emotions and responses {o external
events. One of the features which is common to the acts of abuse is the underlying
emotion of anger. Anger is therefore the most evident parental response to what is
seen as the child’'s provocative behaviour. The aims of the cognitive restructuring
approach is therefore to alleviate parental anger in the face of perceived provocation

by children, and to improve child management skills.

The following is a guideline for skills which parents can learn:

- Desirable coping skills to cope with provocation;

- the ability to give a less negative meaning to the provoking child, e.g. taking
provocation as unintentional;

- relaxation techniques to have the means to alleviate the intense pressure of
provocation towards immediate and impulsive action engendered by the

physiological arousal accompanying the experience of anger; and
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- problem solving entailing more effective ways of preventing and ameliorating

perceived provocations than impulsive actions.

It appears as if the cognitive restructuring approach is not employed on a regular
basis in rendering services concerning child abuse. This can have a negative impact
on service delivery as child abuse is mostly perpetrated by parental anger which can

be dealt with by the employment of the cognitive restructuring approach.

- Ego psychology

Authors such as Goldstein (1995:42) and Vondracek (1995:12) agree that ego
psychology deals with the relationship of personality to reality with the basic goal of
supporting and strengthening the clients’ ego so that they can function and cope
more effectively with their problem areas. The following is a guideline for the aims of

ego psychology in service rendering concerning child abuse with parents:

- Helping parents function more comfortably in their role as parents;

- better control of behaviour and feelings;

- improving parent-child, and other interpersonal relationships;

- developing better coping skills when problems arises;

- remedying early parental developmental defects that may be part of the
pattern of child abuse;

- acquiring of greater understanding of the children’s needs; and

- learning better ways of managing the children’s needs.

Ego psychology can be provided through the provision of information, advice and
direction and can focus on the following aspects:

- Child development;
- child rearing techniques;
- special problems; and

- parents’ needs.

The findings of this study showed that ego psychology is employed on a regular
basis when rendering services concerning child abuse. The employment of this

approach should be encouraged to continue and to include all the role players in
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child abuse with a view of supporting their ego and helping them to function and

cope more effectively with their problem areas.

- Crisis intervention

Crisis intervention is defined by the New Dictionary of Social Work (1995:16) as an
approach in social work which is directed towards the restoration and promotion of
the social functioning of individuals who experience a crisis as a result of an
unexpected and disruptive event and who do not have the problem-solving abilities
and resources to cope with the increased level of tension and anxiety.

The following is a guideline for the aims of crisis intervention:

- Ending the abuse through the removal of the abuser or the victim of abuse
from the abusive situation;

- helping the victim to deal with his emotions;

- strengthening the parents’ ability to protect the child; and

- assisting the abuser, victim and other family members to establish
appropriate role boundaries.

According to the findings of this study crisis intervention is not employed on a regular
basis in rendering services concerning child abuse, which can have a negative
impact to service rendering concerning child abuse as child abuse is regarded as a
crisis which needs intervention through crisis intervention. Social workers rendering
services concerning child abuse need to employ crisis intervention in order to render
effective services concerning child abuse.

6.3.3.2 Social work with the family

The New Dictionary of Social Work (1995:25) define social work with the family as
the treatment of a client involving all the members of the family in interaction, in an
effort to change the problem behaviours with a view of promoting the client’s and the
family’s social functioning.

In service delivery concerning child abuse, the entire family system including the
abused child, non abused siblings and parents is affected by the abuse of a child and

is seen together by the social worker. The family is thus seen as a unit of attention
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and intervention will address the family as a whole. The following advantages can be

achieved by seeing the family as a unit:

- The social worker can assess family interactions and the roles family
members take

- with one another;

- the family’s interaction can help the parents to learn to communicate more
directly;

- to solve problems jointly, and to empathise with other family members
including the abused child; and

- the family can learn and experiment with more effective child management
technigues.

Social work with the family focuses on two goals regarding child abuse, namely:

- Support of adaptive functioning whereby the social worker can support
instances of good child rearing practices on the part of parents that could help
prevent or modify the abuse of the child, e.g. helping the child to do
homework rather than blaming the child for not doing homework.

- Help in problem solving in which parents are taught to solve problems.

In abusive families, members are often not able to solve problems but instead
become frustrated, angry and abusive. Parents usually attack the child when he
made a mistake. The social worker can help the family to listen to one another
instead of attacking each other. The family is helped to solve the problem together
by following the steps of the problem solving model.

The following is a guideline for the steps to be followed in the problem solving

approach:

- Identifying the problem, e.g. child abuse;

- generating alternative solutions to solve the problem;

- exploring the consequences of the proposed alternatives;

- choosing the best plan and implementing it;

- evaluating the outcomes of the plan and its relevance to similar future
situations of child abuse;

- overt behavioural change whereby the social worker intervenes directly when

abusive parental behaviour occurs, e.g. a mother who hits her child in
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Appendix 3: Letter of information

43 Magodielo Street
Atteridgeville

0008

01/07/2000

The Assistant Director

Dept. of Health and developmental Welfare
Moretele District

HAMMASKRAAL

0400

Dear Sir/Madam

RESEARCH ON CHILD ABUSE

Kindly be informed that a study on child abuse in the North West Province-Moretele
District has been planned. Focus will be on parents/caregivers whose children were
abuse during 1995-1999 and the social workers rendering services concerning child
abuse.

The aim of the study is to formulate guidelines for social workers rendering services
concerning child abuse.

On this note, it is requested that a list of parents/caregivers and of social workers
together with their addresses be compiled for the researcher’s assistance. These

names will be treated with strict confidentiality.

The researcher will be visiting your District on dates that will be sent to you at a later
sfage.

Your co-operation in this regard will be appreciated.

Faithfully

MS.SJ NKUNA



Appendix 4: Programme of study
43 Magodielo Street

Atteridgeville
0008
01/08/2000

The Assistant Director

Dept.of Health and developmental Welfare
Moretele District

HAMMASKRAAL

0400

Dear Sir/Madam

RESEARCH ON CHILD ABUSE

As previously informed that | am studying child abuse in your District, | will be
interviewing parents/caregivers and social workers from 8h00 to 16h30 on the
following dates:

-Social workers from 01/10/2000 to 06/10/2000.

-Parents/caregivers from 07/10/2000 to 30/11/2000.

Your co-operation in this regard will be appreciated.

Faithfully

SJ NKUNA

315



Appendix 5: Confirmation of programme

43 Magodielo Street
Atteridgeville

0008

01/08/2000

The Assistant Director
Dept.of Health and developmental Welfare
Moretele District

HAMMASKRAAL
0400

Dear Sir/Madam

RESEARCH ON CHILD ABUSE

In follow-up to the programme sent to you, dated 01/08/2000,1 would like to confirm
my visits as scheduled in that programme.

Your co-operation in this regard will be appreciated.
Faithfully

SJ NKUNA
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Appendix 6: Signatures for voluntary participation
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NR | SURNAME AND NAME | |steNATURE
26 | Kekana, Violet ﬁﬁ@aﬂ(}; VPaie i
27 | Khoza, Christina ' MKRGM C.. ‘
28 | Kgomo, Caroline W @;?g,‘/%
29 | Kgotha, Cecilia J’&g}cﬁk-ﬁ“«
30 Kodise, Lazarus fj %&S@
31 | Komane, Makia "m\_l@@\aw,
32 Lebese, Johannah L\e\:f\\ A
33 | Lebese, Martin Lebese. N\C{:—JM{
34 | Lebedi, Mirriam » Leledy -
35 | Lebethe, Matilda Q’/@%‘J
36 Lefaladi, Koketso 1:7{//‘(%&&&1(& k/
37 | Letswalo, Andrew KL/&&%M»@/
38 |Lldle, Florah Lo, o
39 | Maaga, Maria ‘ b\%uwm
40 | Mabunda, Elizabeth ‘ /M{L//
41 | Mabunda, Francinah I&\i i B ~f?&:o,£m<\
42 | Mabusela, Johannah - HrtmeseieT
43 | Macheke, Annah \%@\”M
44 | Macheke, Elizabeth | tzty
45 Madikologa, Mmapula | R DO Oﬁ
46 Madiko]ogé, Stevens ‘ MQ\{/@;{_; %ﬁd@,
47 | Mahlangu, Linch ﬂ/ﬁf% -
48 | Makwaeba, Johannes s /]%fé{/u @i
- 49 Makwela, Annah (\ }\( olo
50 | Makwela, Brenda (qﬁ;)\/w
51 | Makwela, TIsaac Maresero T Saac
52| Makwela, Michael e Dot~

R












NR | SURNAME AND NAME | SIENATURE

134 Sebaféane, Phillemon gfé jaeg(gm

135 | Sedibe, Ellen Elieos

136 | Sehode, Evelyn J@L\ggﬂe,f'

§137 Sehode, Joyce cm@

?138 Seleke, Elsie ‘5:“:2,\?'“3‘ Baste

139 | Selokela, Selina ‘&/g)@(, ne,

§14O .Semenya, Norah Mc’ﬁ“?fc?lm

141 | Shabangu, Geoffrey

22142 Shabangu, Johannah :jgg,, U Gl

143 | Sokane, Maggie m‘g Ofe e

%144 Taje, Morris Worry  1s <te

145 | Tladi, Mary Thous

2146 Tloubatla, Constance TDrehsibo

%14?’ Tsele, Deborah D Teeve

%148 Tsotetsi, Emmah i

i ) ' a9y

;149 Vilakazi, Johannes [ LgZ@KO“Z? "’(/
Vukela, Dorah il N kela Boqu
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Respondent Number

Card Number

1.

5.

SECTION 1: PERSONAL DETAILS OF RESPONDENT

Sex

Male

Female

SECTION 2 : DETAILS ON SERVICE DELIVERY

At which area are you rendering social work services?

For how long have you been rendering such services in that
area?

years

How many cases of child abuse are you handling
presently?

1-5

6-10

11-15

16 - 20

21 and more

Which social work function do you perform in your service
delivery in child abuse?

Identification

investigation

Intervention

Prevention

Other (specify)

A

V2

V3

V4

V5

V6

V7

V8
V9
V10

V11
V12
V13
V14
V15

10
11
12
13

14
15
18
17
18

7-8

1-3












