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Foreword

This textbook may raise more questions than it answers. It presents multiple views 
of the role of institutions/residential centers/orphanages/group care or any other 
name you want to give to the care of children outside of family care that live in 
group settings with other children. Globally, as you will read throughout these 
chapters, poverty, civil unrest/social upheaval, and economic insecurity drive child 
welfare systems, making the most vulnerable children even more at risk – for nega-
tive life outcomes, placement outside of their birth family or kinship network, and 
a host of other negative short-term and long-term impacts. Every country and com-
munity develops a way to care for and manage their children who cannot remain in 
their families. Residential care is an efficient intervention, but many concerns have 
been raised about its effectiveness in maximizing optimal development of children. 
In fact, in some countries and locations, there is compelling evidence that residen-
tial care for children is deleterious to child development, particularly for infants 
and toddlers. At the same time, others have demonstrated that institutions can also 
have protective factors. These contradictory findings present a quandary for policy-
makers and humanitarians.

It is clear that deprivation early in life creates increased risk for psychopathology 
and negative adult outcomes. It doesn’t matter where that deprivation occurs – North 
America, Central/South America, Europe, Africa, Asia, or Oceania. It also doesn’t 
matter if children experience deprivation in the family or in residential care, although 
the nature of deprivation in residential care is more insidious. Residential care clearly 
poses significant risks for infants and toddlers but may pose different risks and differ-
ent protections for older children. On the one hand, residential care facilities are not 
always or mostly safe places for adolescents. Several studies have documented physi-
cal abuse, sexual abuse, and emotional abuse or trauma from witnessing abuse or 
maltreatment, usually perpetrated by another resident but sometimes also by the staff 
who are supposed to care and protect them. On the other hand, living in the birth fam-
ily or an extended family may not protect children from experiencing maltreatment if 
the family also experiences social disorganization with poverty, transient living, sub-
stance abuse, mental illness, or health epidemics; then  institutions become a safer 
place to live, have access to medical and social services, and achieve academically.
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Given that this is a reality of life for many children worldwide, what can or 
should be done if this is the only or major intervention for at-risk children? The few 
scientifically evaluated intervention approaches all aim at improving the care-
giver–child relationship and enriching the caregiving environment to mitigate 
harm. Some interventions may not be cost-effective or sustainable given the low 
level of resources (training, oversight, foster family availability, or inclination to 
foster) or the high cost of the alternative models of family care that are created such 
as some models of foster care. This raises a question of whether resources should 
emphasize comprehensive family support practices and family alternatives to insti-
tutionalization. Interventions that have focused on improving the economic situa-
tion of the family through cash transfer and conditional cash transfer programs 
have experienced a great deal of success in keeping children in families, getting 
children documented (e.g., birth certificate, healthcare card), improving compli-
ance with inoculations, and enrolling children in education programs. But cash 
transfer programs are not a panacea and in low resource countries are not sustain-
able in the long term.

Group facilities are perpetuated around the world and most are tied to faith com-
munities. The argument used to justify the proliferation is post hoc, ergo propter 
hoc; since as soon as you build an institution it becomes full, then there was a need 
for the institution. Families make rational choice; they can keep their children and 
feed them once a day or send them to a residential center where they can get three 
meals a deal. They can keep their child without sending them to school because of 
the hidden costs of a “free education” or place them where they will be taught. They 
can care for them without access to medical care or put them in a center where 
someone will provide basic medical care.

There is no one “best solution” for at-risk children. Government and organiza-
tions, secular and faith-based, need evidence-based interventions that support chil-
dren in the least restrictive setting. Drawing from the Convention on the Rights of a 
Child, a child has a right to be raised in a safe family setting. There is a great need 
for social and economic development to work together so families and communities 
can care for themselves and for each other. This book continues a dialog about the 
role of residential care in the life of children, how group care impacts children, and 
models of intervention to mitigate any negative impact, as well as evidence-based 
interventions for families parenting children with a history of institutionalization.

Victor Groza
Mandel School of Applied Social Sciences
Case Western Reserve University
Cleveland, OH, USA

Foreword
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Research studies and investigations of separated or orphaned children who have 
resided in group or congregate care settings (other terms used to define such settings 
are orphanages, care institutions, institutional care facilities, residential care facili-
ties, and long-term residential centers) over the past several decades have provided 
valuable information and continue to provide a growing knowledge base for many 
fields within the social sciences, such as psychology and social work, or medical 
sciences, in particular neuroscience. Through ongoing research, we have gained a 
deeper understanding about the experience of living in institutions, including out-
comes that effect children’s development in many domains, which often last a 
lifetime.

In addition, many countries in recent years have moved toward a goal of reducing 
or eliminating institutionalization and replacing it with other forms of caregiving, 
mainly foster care, all of which have their own limits. However, even as numbers of 
institutions are reduced in some countries, many types of group or congregate care 
settings are still in operation. There are also many children, youth, and adults who 
have experienced life in institutions and are now either integrated into society as 
adults in their home countries or as adoptees across the globe. The sad truth is that 
many of those who have experienced institutionalization, especially early in their 
lives, cannot integrate well into society to lead productive and independent lives. 
Many of these adult alumni live in institutions for adults or become homeless. Thus, 
the topic of institutionalization of children remains a relevant topic, as varying types 
of institutional care settings continue to be the main source of caregiving for many 
children around the world.

The topic of maltreatment (i.e., neglect; emotional, physical, and sexual abuse) 
of institutionalized children has been studied very little compared with maltreat-
ment of children with no histories of institutionalization. However, in recent years, 
the knowledge base about institutionalized child abuse has steadily grown to the 
point where we feel that it would be useful to create a resource that brings this infor-
mation together, from sources around the globe, into one place. Child Maltreatment 
in Residential Care: History, Research, and Current Practice is a compilation of 
this knowledge, and this textbook was designed to benefit researchers, practitioners, 
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policy-makers, adoptive parents of previously institutionalized children, and others 
with interest in this topic. Thus, to improve the well-being of children who experi-
ence institutionalization, including application of appropriate interventions, there is 
a need for researchers, practitioners, and policy-makers to look carefully at a com-
prehensive body of work being produced by researchers across the globe that focus 
not only on the outcomes of institutionalization (that most often by default imply 
various forms of neglect) but also abuse, bullying, exploitation, and polyvictimiza-
tion of children placed in long-term residential centers.

For this book, we assembled a team of chapter authors from around the world 
who are leading researchers of institutionalized children, many of whom took part 
in important seminal research studies that are cited in peer-reviewed publications 
and textbooks in psychology, social work, and medical sciences around the globe, 
and whose research has been used to improve social policy for children and families 
in various countries.

Child Maltreatment in Residential Care: History, Research, and Current Practice 
is meant to provide a global perspective on institutionalization with a focus on mal-
treatment of institutionalized children and to appeal to a worldwide audience. 
Multiple research teams and authors wrote chapters about societal and institutional 
changes which have affected institutionalized children’s lives or literature reviews 
and research reports meant to reveal and explain the magnitude of maltreatment or 
its consequences on various areas of human development. Among the countries in 
which child protection systems and institutionalized children, adolescents, and 
alumni were reviewed, studied, and presented in our book are Latin American and 
Caribbean, African, Asian, Middle-Eastern, and Western and Eastern European 
countries, as well as the United States of America. Specifically, authors that focused 
on a specific country or countries summarized previous and current problems of 
institutionalized children and their lives in that specific country or countries. 
Additionally, this textbook highlights various child welfare systems; theoretical 
frameworks regarding the child/childhood and socioeconomic, political, and cul-
tural factors’ impact on child welfare systems; how child protection systems have 
been changed over time; factors that trigger such changes; and preventative inter-
ventions aimed at increasing care quality and preventing maltreatment in institu-
tional care.

Child Maltreatment in Residential Care: History, Research, and Current Practice 
provides a substantive examination of important aspects of institutionalization 
focusing especially on maltreatment in group or congregate care settings across the 
globe. We hope that it will be of interest to (1) researchers and professors, including 
their graduate and undergraduate students (for courses in social work, psychology, 
and child development, historians of childhood, and sociologists); (2) social work-
ers and psychologists, counselors, and psychotherapists who work with children 
having a history of institutionalization and their caregivers, adoptive, or foster fami-
lies; (3) adoption agencies and those providing a variety of services within the adop-
tion field; (4) family service agencies, family court judges, lawyers, medical 
personnel, child advocates, and policy-makers; and (5) those in the general popula-
tion with an interest in this topic.

Introduction
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Interested readers can find more supplemental information about the topic of 
maltreatment of institutionalized children and adolescents, as well as about authors 
of the chapters, by following the weblink provided here: https://sites.google.com/
view/child-maltreatment-texbook/home. Additionally, we would like to receive 
your comments and recommendations by writing to us at the following email 
address: institutional.maltreatment@gmail.com.
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Chapter 1
An Introduction to Maltreatment 
of Institutionalized Children

Adrian V. Rus, Sheri R. Parris, Ecaterina Stativa, Anca Bejenaru,  
Rebecca D. Webster, Jeremy Wente, and Stefan Cojocaru

1  Defining Child Maltreatment: Early Developments

This section of the chapter presents a short history of the emergence of common 
definitions of maltreatment. In early research, child maltreatment was simply 
described based on information gained from case studies of maltreated children. 
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Childhood should be carefree, playing in the sun; not living 
a nightmare in the darkness of the soul.

(Pelzer, 1995, p. 98)
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Over time, comparisons were made between maltreated and non-maltreated chil-
dren. In 1979, a book emerged that was titled Defining Child Abuse and that dealt 
solely with discussions of maltreatment and development of definitions (Giovanni 
& Becerra, 1979). Then, in 1981 the National Study of the Incidence and Severity of 
Child Abuse and Neglect was published. This was the first national study (in the 
United States) that provided an operational definition of maltreatment for the pur-
pose of collecting data on its prevalence (National Center on Child Abuse and 
Neglect, 1981). Later, Zuravin (1991) and Barnett, Manly, and Cicchetti (1993) 
provided further discussion of defining maltreatment, and in 1991 (volume 3, Issue 
1), the journal of Development and Psychopathology published an issue devoted to 
defining maltreatment (see Cicchetti, 1991). The cumulative conclusion from con-
tributors and editors of that issue was that, for definitional purposes, evidence of 
harmful treatment rather than harm to the child should be sought (see also Hamarman 
& Bernet, 2000).

In 1993, the National Research Council (NRC, 1993) published their recommen-
dations to improve clarity and precision in maltreatment research. Researchers still 
struggle with some ambiguity, but progress has been made. Improvements in defin-
ing and operationalizing the term maltreatment are vital in order to bring compara-
bility across studies and improve researchers’ ability to combine and build upon 
each other’s knowledge. The NRC reported that there were no clear, reliable, valid, 
and useful definitions of child abuse and neglect. In finding a definition, the NRC 
cited difficulties such as lack of consensus regarding (a) acceptable parenting prac-
tices; (b) whether to base definitions on adult characteristics, adult behavior, child 
outcomes, environmental context, or some combination; (c) whether standards of 
endangerment or harm should be included; and (d) whether definitions should vary 
based on use for scientific, legal, or clinical purposes (for a complete review of the 
historical evolution of maltreatment definitions, see Herrenkohl, 2005). Even to the 
present time, the effort to provide an operational definition of maltreatment is 
ongoing.

However, four general categories of child maltreatment have emerged that have 
been widely accepted by researchers. These include (a) neglect (failure to provide 
minimum standards of care or adequate supervision); (b) emotional maltreatment 
(persistent and extreme thwarting of a child’s basic emotional needs); (c) sexual 
abuse (sexual contact or attempted sexual contact between a caregiver or other 
responsible adult and a child, for the purposes of the caregiver’s sexual gratification 
or financial benefit); and (d) physical abuse (injuries by non-accidental means) 
(Cicchetti & Valentino, 2006).

One effort to produce a widely applicable description of maltreatment resulted in 
the development of the Maltreatment Classification Scheme (MCS; Barnett et al., 
1993). The MCS provides a systematic method to capture data from Child Protective 
Services records, but the “ultimate goal was to integrate multiple informants and 
multiple sources of information within a developmental psychopathology frame-
work to capture aspects of children’s experiences that would be likely to impact 
their development” (Manly, 2005, p. 427). Since its creation, the MCS has been 
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applied to CPS records, clinical treatment records, medical records, foster care 
placement histories, and records from other organizations.

In developing their initial working definition for maltreatment within the 
Maltreatment Classification System, Barnett et al. (1993) determined that three pri-
mary components must be addressed: conceptualization of the phenomenon, sub-
types, and severity range. They stated that creating specific definitions for the 
different types of maltreatment, including neglect, is important in order to have 
objective means to determine when it is necessary to intervene in family’s lives, 
which can have life-changing effects for children and families. Definitions also pro-
vide criteria for meeting societal goals of ensuring the physical and emotional well- 
being of future generations. Where a society draws the line between maltreatment 
and non-maltreatment, including neglect and non-neglect, has a significant effect on 
services provided by health-care professionals, social scientists, law enforcement, 
and legal professionals. However, defining maltreatment has been difficult in part 
because cultural norms change over time, and changing political and economic con-
ditions can also influence societal views regarding what should be considered 
maltreatment.

In addition, Barnett, Manly, and Cicchetti (1991) developed an assessment sys-
tem based on six subtypes of maltreatment (i.e., physical abuse, sexual abuse, physi-
cal neglect, lack of supervision, moral/legal/educational maltreatment, and 
emotional maltreatment). For each subtype, they developed measures for six dimen-
sions that can impact developmental functioning: (1) severity, (2) frequency, (3) 
chronicity, (4) developmental stage, (5) perpetrator, and (6) separations or place-
ments outside the home. However, they recommend the use of this scale as a guide 
and not to create definitive, immovable standards that would apply universally. 
Instead, they conclude that researchers should consider these guidelines while also 
considering other factors that may impact the population they are studying, such as 
cultural norms. These guidelines can also be used in the ongoing development of 
theoretical and empirical knowledge, including issues of classification and mea-
surement regarding psychological maltreatment.

English and LONGSCAN investigators (1997) proposed the Modified 
Maltreatment Classification System (MMCS) (a modification of the Maltreatment 
Classification System; Barnett et  al., 1993) used in the Longitudinal Studies of 
Child Abuse and Neglect (LONGSCAN; English, Bangdiwala, & Runyan, 2005), 
where neglect is presented in detail. The MMCS describes four categories of mal-
treatment, which are physical abuse, sexual abuse, emotional abuse, and neglect. 
Neglect is divided into two categories: failure to provide (i.e., food, hygiene, cloth-
ing, shelter, and medical) and lack of supervision (i.e., environment, substitute 
care). Other child maltreatment measurement tools include Adverse Childhood 
Experiences (ACEs), Adverse Childhood Experiences International Questionnaire 
(ACE-IQ), Child Abuse and Neglect Inventory Schedule (CANIS-R), Checklist for 
Child Abuse Evaluation (CCAE), Checklist of Sexual Abuse and Related Stressors 
(C-SARS), Child Maltreatment History Self-Report (CMHSR), and many others 
(for a complete list of measurement tools and references, see Meinck et al., 2016).

1 An Introduction to Maltreatment of Institutionalized Children
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2  Defining Child Maltreatment: Recent Developments

2.1  United Nations and World Health Organization

In 1989, the General Assembly of the United Nations adopted the Convention on the 
Rights of the Child (UNCRC), which was an effort to achieve global consensus and 
participation in addressing the issue of violence toward children. The UNCRC 
obliges governments, “to protect the child from all forms of physical or mental vio-
lence, injury or abuse, neglect or negligent treatment, maltreatment or exploitation, 
including sexual abuse…” (General Assembly of the United Nations, 1989, Part 1, 
Article 19.1). Furthermore, the World Health Organization (WHO, 1999) developed 
a definition of child maltreatment to improve assessment and intervention efforts. 
They defined it as “all forms of physical and/or emotional ill-treatment, sexual 
abuse, neglect or negligent treatment or commercial or other exploitation, resulting 
in actual or potential harm to the child’s health, survival, development or dignity in 
the context of a relationship of responsibility, trust or power” (p. 16). This definition 
not only provided the categories of maltreatment (i.e., physical and emotional abuse, 
as well as neglect and negligent treatment) but also highlighted the context of it.

2.2  Diagnostic and Statistical Manual and International 
Classification of Disease

For the first time, the latest edition of the Diagnostic and Statistical Manual (DSM- 
5; American Psychiatric Association, 2013) separates maltreatment into four sepa-
rate categories: physical abuse, sexual abuse, neglect, and psychological abuse. 
Previously, only three categories were identified, with psychological abuse being 
the newest addition. Also for the first time, the DSM-5 includes definitions for each 
category, including delineations between threshold and suboptimal but non-abusive 
parenting (Slep, Heyman, & Foran, 2015). Importantly, the WHO is developing 
definitions for neglect and other forms of maltreatment for inclusion in the next ver-
sion of the International Classification of Disease (ICD-11) (see  http://www.who.
int/classifications/icd/en/).

2.3  Trauma

In recent years, there has been a growing body of research that identifies the various 
forms of maltreatment as either single or ongoing instances of trauma. Complex 
trauma has been described as “recurrent interpersonal trauma perpetrated by care-
givers early in life” (Greeson et al., 2011, p. 92) and includes physical, sexual, and 
emotional abuse, neglect, and domestic violence (Greeson et al., 2011). Youth with 

A.V. Rus et al.

http://www.who.int/classifications/icd/en/
http://www.who.int/classifications/icd/en/


5

histories of complex trauma have significantly higher rates of internalizing prob-
lems, posttraumatic stress, and clinical diagnoses than those who have experienced 
other types of trauma. Trauma screening measures may be helpful for assessing 
children who have been, or may have been, exposed to maltreatment. Commonly 
used trauma screening measures include the Childhood Trauma Questionnaire 
(CTQ) and Childhood Trauma Questionnaire Short Form (CTQ-SF). These mea-
sures screen for emotional and physical neglect, emotional abuse, physical abuse, 
and sexual abuse (Bernstein et al., 1994, 2003). The Childhood Trauma Interview 
includes questions for respondents about whether they have experiences that fall 
into the categories of emotional neglect, emotional abuse, physical abuse, and/or 
sexual abuse (Vrshek-Schallhorn et  al. 2014). In one study, Fusco and Cahalane 
(2013) found that neglect was the maltreatment type most strongly associated with 
trauma symptoms. Another study found that posttraumatic stress symptoms are 
found at comparable rates in both neglected children and those who have experi-
enced other forms of abuse (Kolko et al., 2010). Thus, the link between trauma and 
maltreatment should be considered as part of the ongoing research and practice 
regarding maltreatment.

3  Child Maltreatment and Sociocultural Issues

It is recognized that an abuse is experienced as a trauma by the person suffering it, 
no matter their nationality, ethnicity, or religion (Hoff, 2009). Sociocultural factors, 
however, play an important role in determining the causes that lead to and support 
violent behavior and the response to the abuse. Maltreatment is seen, in this per-
spective, as a predominantly “social phenomenon” (Hoff, 2009; Olson, Stroud, & 
NRC, 2012) or “a public health problem” (IOM & NRC, 2013) with strong effects 
at individual and social levels (Hoff, 2009).

The focus on sociocultural factors directs attention to issues related to valuing 
children within each society; parenting styles that are accepted and further transmit-
ted within different ethnic, racial, and religious groups (IOM & NRC, 2013); the 
maltreatment practices and rituals perpetuated within some cultures; the availability 
of resources; the status of minority/majority; etc. For instance, there are societies 
such as Guatemala, who value children less than adults, and among children in Peru 
or India, little girls have a lower status than boys (Carson, Foster, & Tripathi, 2013; 
WHO, 2009). In many African and some Middle Eastern countries, genital 
 mutilation of young girls is accepted as a cultural custom (Shetty, 2014). Using 
punishments in children’s education is widely accepted in some countries (see, e.g., 
Turkey, Ethiopia, India) (Deb, 2006; WHO, 2009), while in other countries these 
behaviors are accepted among a preponderance of some racial or ethnic groups 
(Lee, Guterman, & Lee, 2008). Research regarding maltreatment practices and of 
social and cultural factors that may influence the prevalence, personal consequences, 
and social response to it has increased over the last 30 years. Furthermore, analyses 
have gone from single, isolated factors to complex, multifactorial, and multilevel 
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analyses. Sociocultural and developmental factors have been included in ecological 
models (Belsky, 1980) and later the focus of attention was directed on the interac-
tion between these factors, defining the transactional models (Cicchetti & Rizley, 
1981). Currently, ecological-transactional models are frequently used to capture 
simultaneously the interaction of multiple risk factors and their influence on child 
development. Specifically, an ecological-transactional model explains how trans-
acting cultural, community, and family factors (i.e., macro-, exo-, and micro- 
systems), in conjunction with characteristics of the individual, exert reciprocal 
influences on each other and shape the course of child development (Cicchetti, Toth, 
& Maughan, 2000, p. 695).

Currently, the empirical studies that test these models and show the role of each 
factor in different constellations are still limited (MacKenzie, Kotch, & Lee, 2011). 
However, the utility and the complexity of the ecological-transactional model are 
internationally recognized. Many countries have developed and currently use risk 
assessment tools built on this model. For example, England has developed the 
Framework for the Assessment of Children in Need and their Families containing 
three dimensions of assessment: (1) the developmental needs of children, (2) the 
capacities of parents or caregivers to respond appropriately to those needs and the 
impact of wider family, and (3) the environmental factors on parenting capacity and 
children (Department of Health, Department for Education and Employment and 
Home Office, 2000). These dimensions are analyzed and evaluated in interaction 
with each other, in the process of decision-making. The adoption of a sociocultural 
perspective brings changes to the development of interventions. Therapeutic models 
are considered to be effective if they are integrated into broader intervention strate-
gies that include social intervention, are culturally adapted, and are implemented at 
different levels (NRC, 1993).

4  Consequences of Child Maltreatment

It is well documented that maltreatment has a relatively early impact on a wide 
range of domains that effect children’s well-being (i.e., behavioral, neurological, 
and molecular) and can have lasting effects on biological, psychological, academic, 
and social functioning into adolescence and adulthood. For instance, studies have 
shown an association between early-life maltreatment and adolescents’ school 
absenteeism and anticipation of attending college, as well as high levels of aggres-
sion, anxiety/depression, dissociation, posttraumatic stress disorder symptoms, 
social problems, thought problems, and social withdrawal (Friedrich, Urquiza, 
Bilke, 1986; Lansford et  al., 2002; Livingston, 1987). In addition, a large study 
spanning across eight eastern European countries found that adverse childhood 
experiences were associated with health-harming behaviors into young adulthood 
(e.g., smoking, physical inactivity, multiple sexual partners, engagement in early 
sexual activities, drug abuse, problematic alcohol use, and attempted suicide) (Bellis 
et al., 2014).
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Regarding specific types of childhood abuse and their effects into adulthood, 
physical abuse, physical neglect, teasing, and father’s level of care have shown to be 
significant predictors of antisocial personality disorder symptomologies, with phys-
ical abuse and physical neglect predicting the greatest variance in APD symptoms 
(Krastins, Francis, Field, & Carr, 2014), and physical and sexual abuse are associ-
ated with increased risk of suicide attempts (Hardt et al., 2008). Sexual abuse has 
been associated with hypertension and insomnia and has shown to induce or exac-
erbate any psychiatric disorder (Goodwin & Stein, 2004; Lind, Aggen, Kendler, 
York, & Amstadter, 2016; Suglia, Clark, Boynton-Jarrett, Kressin, & Koenen, 2014; 
Yuce et al., 2015). Research conducted by Raghavan and Kingston (2006) indicates 
an association between child sexual abuse in the general population and early sub-
stance use. Childhood sexual abuse is also associated with the increased risk of 
adult revictimization and other forms of trauma in adulthood. While those who 
experience sexual abuse at one point during their lifetime have an increased inci-
dence of adverse mental health outcomes, those who experience sexual abuse at 
multiple points during their lifetime have an even higher incidence of such adverse 
outcomes, including depression, disassociation, avoidance, intrusions, anxious 
arousal, and impaired self-reference (Banyard, Williams, & Siegel, 2001). Traumatic 
sexualization, a term used by Finkelhor and Browne (1985), is a negative outcome 
specific to childhood sexual abuse. This term refers to developmentally inappropri-
ate expression of sexual feelings, attitudes, and behaviors.

Neglect is also associated with many pervasive, long-term consequences, includ-
ing physical injury; toxic ingestions; illness; psychosocial problems; cognitive/
developmental delays; problems with physical and social-emotional development, 
including internalizing and externalizing behavior problems and greater difficulties 
in relationships than other children; and even death (APSAC, 2008; Egeland, 
Sroufe, & Erickson, 1983; Smith & Fong, 2004). Relative to children who have 
experienced physical abuse, neglected children have been found to have more severe 
cognitive and academic deficits, social withdrawal and limited peer interactions, 
and internalizing behaviors (Hildyard & Wolfe, 2002). In severe cases, young chil-
dren who have experienced global neglect exhibit nonorganic failure to thrive syn-
drome (NFTT) or psychosocial dwarfism (PSD) (also called psychosocial short 
stature [PSS] or Kaspar Hauser syndrome). NFTT is characterized by children (1) 
who have fallen below the fifth percentile in weight, and often height; (2) who were 
once within the expected norm for height and weight; and (3) who demonstrate 
delay in psychomotor development (Crosson-Tower, 2002). Children with PSD 
may exhibit disturbances in growth, development, speech, and social relationships 
(Faller et al., 1981 as cited on page 73 of Crosson-Tower 2002). The type and sever-
ity of outcomes due to neglect are linked to many variables, such as the duration and 
severity of neglect, age of child, resilience of child, or availability of other caring 
adults in the child’s life (Shaughnessy, 2014). In one study, even after controlling 
for other types of abuse, adults who experienced emotional abuse or emotional 
neglect in childhood had high rates of psychopathology, depression, anxiety, and 
posttraumatic stress symptoms and higher rates of health-care utilization and con-
tinued to experience high rates of lifetime trauma exposure (e.g., Bernet & Stein, 
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1999; Spertus, Yehuda, Wong, Halligan, & Seremetis, 2003). In addition, because 
children who experience physical and sexual abuse often experience concurrent 
emotional abuse and neglect, the latter should not be overlooked even when the 
other more outwardly severe forms of abuse are present (Spertus et al., 2003).

Childhood maltreatment has also been associated with neurological, musculo-
skeletal, cardiovascular, and respiratory diseases in adulthood as shown by a meta- 
analytic review (for more information, see Wegman & Stetler, 2009). It can also 
affect brain structure and function, including deficits in brain volume, gray and 
white matter, neural network abnormalities, and deficits in memory and attention 
(for more information see Hart & Rubia, 2012) and lead to dysregulation of the 
stress system (e.g., Twardosz & Lutzker, 2010). For a more thorough review of 
neurobiological effects, see Grassi-Oliveira, Ashy, and Stein (2008). In addition, 
maltreatment has an effect at the molecular level. For instance, early severe social 
deprivation of institutionalized children has been linked to shorter telomere length 
in middle childhood and adolescence (e.g., Drury et al., 2012; Humphreys et al., 
2016), and physical maltreatment has shown to change gene expression leading to 
the onset of mental and physical disorders (e.g., Romens, McDonald, Svaren, & 
Pollak, 2015). However, in some instances the risk for chronic health conditions in 
adults who experienced childhood trauma may be mediated by having good mental 
health and adequate socioeconomic status (Mock & Arai, 2011). In sum, the conse-
quences of abuse are far reaching, and this section provides just a sampling of the 
growing body of literature in this area.

5  Maltreatment of Children Placed in Long-Term 
Residential Centers

In this section of the chapter, we present the forms of maltreatment as defined by the 
World Health Organization (WHO, 1999) (i.e., neglect and negligent behavior; 
emotional, physical, and sexual abuse; witnessing violence) and how they were 
manifested within various long-term institutional settings around the globe. We 
should note that institutional settings where separated or orphaned children receive 
care are described by various terms: orphanages, care institutions, institutional care 
facilities, residential care facilities, and long-term residential centers. These terms 
are often used interchangeably in the literature.

5.1  Neglect and Negligent Behavior in Institutional Settings

The World Health Organization (1999) adopted a broad definition of neglect and 
negligent behavior, describing it as “the failure to provide for the development of the 
child in all spheres: health, education, emotional development, nutrition, shelter, 
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and safe living conditions, in the context of resources reasonably available to the 
family or caretakers and causes or has a high probability of causing harm to the 
child’s health or physical, mental, spiritual, moral, or social development. This 
includes the failure to properly supervise and protect children from harm as much 
as is feasible” (p. 15). The terms neglect, privation, and/or deprivation are often 
used interchangeably, though in certain contexts meanings may have slight varia-
tions. Neglect is considered chronic if (a) one or more needs basic to a child’s 
healthy development are not met, (b) it is perpetrated by a parent or caregiver, and 
(c) it happens on a recurring or enduring basis (Child Welfare Information Gateway, 
2013).

As a form of maltreatment, institutional structural neglect (or the neglect experi-
enced by children placed in long-term residential centers) can be considered one of 
the most prevalent forms of chronic neglect and has been described as a very harsh 
living condition that “includes minimum physical resources, unfavorable and unsta-
ble staffing patterns, and socially and emotionally inadequate caregiver-child inter-
actions” (van IJzendoorn et al., 2011, p. 8). Gunnar (2001) described four categories 
of needs and stated that levels of neglect children experience correspond with how 
these needs are met (or not) in institutional settings. The four categories of needs are 
(1) health and nutrition (the most basic needs); (2) physical and mental stimulation 
which support sensorimotor, cognitive, and language development; (3) adult-child 
and child-child social stimulation; and (4) stable and consistent relationships. In 
addition, studies have defined three levels of privation that could be found within 
institutions. First, global privation occurs when the entire range of needs are not 
met (Rutter, 1998). In this category, we could include some Romanian orphanages 
in the 1990s (McCall, 2011). Second, some institutions provide acceptable health 
and nutrition, but fail to provide stimulation and relationships. These can be called 
psychologically depriving institutions. Rosas and McCall showed that among insti-
tutions described in the literature, nearly all lack adequate socioemotional environ-
ments, with children having many caregivers that continually change and who 
provide impersonal, perfunctory caregiving with little talking, sensitivity, or respon-
sivity to children (Rosas & McCall, 2009 as cited in McCall et al., 2010). Finally, 
some institutions meet all needs except the need for long-term relationships with 
consistent caregivers (Gunnar, 2001). With this third level of care, or quality institu-
tions, children only lack a regular family life embedded in a regular social environ-
ment (van IJzendoorn et al., 2011). An example of such institutions would be some 
SOS Children’s Villages (as presented by van IJzendoorn et al., 2011).

Romanian institutionalized children were often presented in scientific literature 
as experiencing one of the most severe forms of institutional structural neglect 
(including global privation) soon after the collapse of the communist regime 
(December 1989) when volunteers, researchers, and adoptive parents could visit, 
adopt, or work with them. It should be highlighted that for a long time, especially 
during the communist regime (1947–1989), these residential care facilities were 
closed to the general public. However, the levels of privation in these Romanian 
institutions, as described above, were almost always indirectly documented. That is, 
many of the observed conditions were not quantified, but they were published 
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accounts that were qualitative in nature, such as eyewitness and incidental reports, 
stories, and descriptions of the living conditions (witnesses were sometimes 
researchers, but most often adoptive parents, western adoptive parents, and volun-
teers working temporarily with children in these institutions) (e.g., Castle et  al., 
1999; Children’s Health Care Collaborative Study Group, 1992; Johnson et  al., 
1992; Misca, 2003; NACPA & UNICEF, 2004; Rutter et  al., 2007; Stephenson 
et al., 1993) (for a quantitative description of the neglect in Romanian institutions in 
1999, see Chap. 2). Although conditions varied across time periods and institutional 
settings, certain features were often found within long-term residential centers 
(these centers were organized based on children’s age and the presence of a chronic 
diseases; thus, institutionalized children could be housed in nurseries, residential 
centers for preschool-aged and school-aged children, and centers for children with 
severe disabilities). Below we present a list of some characteristics of Romanian 
institutional settings in the 1990s, as reported by various studies or eyewitnesses. 
These characteristics do not describe the current Romanian child protection system 
which has been massively restructured and now includes smaller public and resi-
dential care settings operating according to new standards of care and safety 
(Bejenaru & Tucker, 2014).

Many institutions housed large numbers of children (400–500 children) in relatively 
large buildings until the late 1990s, (NACPA & UNICEF, 2004). These included 
former castles, casernes, and old prisons or old orphanages often in advanced 
states of deterioration, or in relatively new, three- or four-story buildings with 
14–20 bedrooms (about 8–10 beds per room). Typically, even these buildings 
had no personal spaces for children, as well as having communal bathrooms and 
toilets on each floor offering no privacy. Additionally, these buildings were sur-
rounded by fences with an inside courtyard (Misca, 2003; Stativa, Anghelescu, 
Palicari, Stanescu, & Nanu, 2002). Overall, these buildings were inadequate for 
the purpose they served. Thus, many children experienced overcrowding (Stativa 
et al., 2002); sparse access to toys and educational activities (Rutter et al., 2007); 
only subsistence levels of clothing, shelter (Johnson et  al., 1992), and food 
(McMullan & Fisher, 1992); as well as high ratios of children to caregivers 
(Ames & Carter, 1992; McMullan & Fisher, 1992; NACPA & UNICEF, 2004; 
Rosenberg, Pajer, & Rancurello, 1992). Based on our observation, children’s 
clothes were purchased without asking for their preferences regarding colors, 
styles, or sizes. Thus, most often children’s clothes had dark colors (i.e., blue and 
gray). During late 1990s, children’s alimentation was controlled in terms of its 
calories and proteins, and children had three meals and two snacks during a day, 
but it lacked variation. Children had to take their meals using aluminum or 
 enameled plates and bowls and use tables with no tablecloths, all of this suggest-
ing disrespect for children (Stativa et al., 2002).

Additionally, heating, plumbing, bathing, and washing facilities were often inade-
quate (Groze & Ileana, 1996; Morrison, 2004). There were also deficiencies in 
the provision and preservation of administrative records, such as birth dates, 
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medical information, and personal information about the biological parents 
(Groze & Ileana, 1996).

Inconsistency in caregivers was due to work schedules with rotating shifts. Also, 
caregivers had little interaction with children during meals and playtime (Smyke, 
Zeanah, Fox, & Nelson, 2009; Zeanah et al., 2003). Thus, caregivers also had a 
lack of psychological investment in the children due to their minimal communi-
cation with them (McMullan & Fisher, 1992; Rutter et al., 2007).

There was little interaction between children and their peers, with toilet training and 
meal time severely restricted (Johnson et al., 1992), and sparse individualized 
developmental programming (Children’s Health Care Collaborative Study 
Group, 1992; Groze & Ileana, 1996).

Until 1997, the management of institutions was led by medical personnel (Castle 
et al., 1999), particularly in nurseries (cradles) housing children 0–3 years of age, 
yet there was a lack of nonmedical specialists (psychologists, physical therapists, 
or social workers) (Rosenberg, Pajer, & Rancurello, 1992; Stephenson et  al., 
1993; Williams, 1990) and teachers for children placed in institutions for school- 
aged children. This organizational culture was facilitated by the abolishment of 
social work (1969), sociology, psychology, and pedagogy (1977) as academic 
disciplines across all Romanian universities by the communist regime due to 
political and ideological reasons until 1989 (Universitatea Babes-Bolyai, 
Facultatea de Psychologie si Stiinte ale Educatiei, n.d.; Universitatea Bucuresti, 
Facultatea de Sociologie si Asistenta Sociala, n.d.).

Additionally, many institutionalized children experienced not only deprivation but 
also high levels of physical abuse (Gavrilovici & Groza 2007; Stativa et  al., 
2002), including severe punishment and beatings by orphanage staff (Rus et al., 
2013; Stativa et al., 2002), children being witness or forced to do various chores 
or odd jobs, steal, beg, and give away personal belongings (e.g., money, food, 
clothing, school supplies) for the benefit of older institutionalized peers (Rus 
et al.,2017; Stativa et al., 2002), or children being aware or victims of sexual 
abuse in institutions (Stativa et al., 2002).

Even though attempts were made to describe and classify institutional neglect as 
a heterogeneous phenomenon, it is still difficult to conceptually define or measure, 
and researchers follow different theoretical approaches and employ different instru-
ments to measure institutional neglect (e.g., Embleton et al., 2014; Groark, McCall, 
& Fish, 2011; McCall, Groark, & Fish, 2010; St. Petersburg-USA Orphanage 
Research Team, 2008; Tirella et al., 2008). Thus, we can find variation in children’s 
quality of life across the globe and time periods. In addition to the Romanian institu-
tions of the 1990s, institutions have also shown to provide inadequate care in recent 
times. For instance, institutions in Central America have been found to provide very 
little warm, sensitive, responsive, and contingent caregiver–child interaction and a 
limited amount of furniture, toys, and organized activities beyond routine care 
(Groark et al., 2011). Moreover, relatively recent studies have presented long-term 
residential settings as having lower quality conditions for children than family set-
tings in countries like Romania, Greece, and Ukraine (e.g., Dobrova-Krol, van 
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IJzendoorn, Bakermans-Kranenburg, & Juffer, 2010; Smyke et  al., 2007; Stativa 
et al., 2002; Vorria et al., 2003), even though Embleton et al. (2014) in Kenya and 
Davidson-Arad and colleagues in Israel (Davidson-Arad, Dekel, & Wozner, 2004) 
showed the opposite trend. These two studies show that children had better life con-
ditions in these institutions than children reared in biological families. Other chil-
dren (21.2% of those studied) were presented as experiencing some levels of neglect 
regarding their clothing, medical care, nutrition, and supervision in Kazakhstan 
(Haarr, 2011) or having good physical environments, toys, and equipment as well as 
acceptable medical care, sanitation, and nutrition in orphanages in the Russian 
Federation (St. Petersburg–USA Orphanage Research Team, 2005, 2008).

Both chronic neglect and institutionalization can occur over a period of years, 
thus dramatically effecting children’s development. In the majority of cases of non-
institutionalized children, neglect is characterized by “subthreshold” events and 
chronic conditions that do not produce “critical events” that would trigger a response 
from child protective services or law enforcement. Therefore, it is the chronicity of 
this type of maltreatment that causes long-term damage to children (APSAC, 2008). 
Regarding institutionalized children, there is strong evidence that having this type 
of personal history (i.e., some type of deprivation) is associated with social, thought, 
and attention problems (Gunnar & van Dulmen, 2007), externalizing (Juffer & van 
IJzendoorn, 2005), and psychiatric disorders (Zeanah et  al., 2009) among many 
other health-related issues (for more information about psychopathology following 
severe deprivation, see also Chap. 6). Additionally, for more information about 
institutional neglect and/or its consequences on children’s development, see also 
Chaps. 11, 12, 14, 15, 16, and 19.

5.2  Emotional Abuse in Institutional Settings

Another form of child maltreatment is emotional abuse which

Includes the failure to provide a developmentally appropriate, supportive environment, 
including the availability of a primary attachment figure, so that the child can develop a 
stable and full range of emotional and social competencies commensurate with her or his 
personal potentials and in the context of the society in which the child dwells. There may 
also be acts towards the child that cause or have a high probability of causing harm to the 
child’s health or physical, mental, spiritual, moral or social development. These acts must 
be reasonably within the control of the parent or person in a relationship of responsibility, 
trust or power. Acts include restriction of movement, patterns of belittling, denigrating, 
scapegoating, threatening, scaring, discriminating, ridiculing or other non-physical forms 
of hostile or rejecting treatment. (WHO, 1999, p. 15)

Furthermore, the American Professional Society on the Abuse of Children (APSAC, 
1995) has described psychological (emotional) abuse as a “repeated pattern of care-
giver behavior or extreme incident(s) that convey to children that they are worth-
less, flawed, unloved, unwanted, endangered, or of value only in meeting another’s 
needs.” They further list six types of psychological maltreatment, including (a) 
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spurning (verbal and nonverbal hostile rejecting/degrading), (b) terrorizing (behav-
ior that threatens or is likely to harm the child physically or place the child or the 
child’s loved objects in danger), (c) exploiting/corrupting (encouraging the child to 
develop inappropriate behaviors), (d) denying emotional responsiveness (ignoring 
child’s needs to interact, failing to express positive affect to the child, showing no 
emotion in interactions with the child), (e) isolating (denying child opportunities for 
interacting/communicating with peers or adults); and (f) mental, health, medical, 
and educational neglect (ignoring or failing to ensure provision for the child’s 
needs). In sum, all forms of abuse, whether or not they include physical contact, can 
lead to significant adverse consequences for children as well as long-term conse-
quences into adulthood.

Another definition of emotional abuse was proposed by Glaser (2011), who 
highlighted five categories and their descriptions, commonly known in Europe as 
the Framework for the Recognition and Management of Emotional Abuse and 
Neglect (FRAMEA):

 1. Emotional unavailability, unresponsiveness, and neglect. This category reflects 
the violation of the child’s basic need and right to have her/his existence 
acknowledged.

 2. Interacting with the child with hostility, blame, denigration, rejection, or scape-
goating. This interaction is usually directed at a particular child and is often 
based on the belief that the child deserves this response due to basic negative 
attributions to the child. This category reflects the violation of the child’s basic 
need and right to be valued and loved for what he/she is.

 3. Developmentally inappropriate or inconsistent interactions with the child. These 
include expectations beyond or below the child’s developmental capacity, harsh 
and inconsistent discipline, and exposure to confusing or traumatic events and 
interactions, in particular domestic violence. This category reflects the violation 
of the child’s basic need and right to be considered at their particular age/devel-
opmental stage.

 4. Failure to recognize or acknowledge the child’s individuality and psychological 
boundary between the parent and the child. There is inability to distinguish 
between the child’s reality and the adult’s beliefs and wishes; the child is used for 
the fulfillment of the parents’ needs as a virtual extension of the parent (e.g., 
involving children in parental disputes, fabricated or induced illness [Munchausen 
by Proxy]). This category reflects the violation of the child’s basic need and right 
to be recognized or acknowledged as a unique individual with their own feelings 
and perceptions.

 5. Failing to promote the child’s socialization. Includes active mis-socialization or 
corruption (e.g., isolation, failure to provide adequate stimulation and 
 opportunities for learning). This category reflects the violation of the child’s 
basic need and right to be able to function progressively outside the family.

Reports of emotional abuse of institutionalized children include staff personnel, 
caregivers, and others depriving children of authentic emotional relationships (by 
not talking to them); keeping them in a permanent state of insecurity and uncer-
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tainty (by using blackmail and threats); punishing them for behaviors that are nor-
mal behaviors for their age; setting unreasonable rules and requirements; using 
ridicule and humiliation (including when the child has enuresis); ignoring children’s 
performances; making them wear inappropriate clothes for their age; denial of 
leaves, family visits, recreational activities, or trips; denying children of their favor-
ite toys; and/or not providing opportunities for children to make their own choices 
and decisions (Rus et al., 2013; Stativa et al., 2002). Similar behaviors have been 
reported in many other institutional settings across the globe including Botswana 
(Morantz & Heymann, 2010) and Israel (Attar-Schwartz, 2011) and include verbal 
humiliation, insults, ridicule, and being cursed at by staff. For more information 
about emotional abuse on institutionalized children, see also Chaps. 3 and 13.

5.3  Physical Abuse in Institutional Settings

The World Health Organization has described physical abuse of a child as “that 
which results in actual or potential physical harm from an interaction or lack of an 
interaction, which is reasonably within the control of a parent or person in a posi-
tion of responsibility, power or trust. There may be a single or repeated incidents” 
(WHO, 1999, p. 15).

Child physical abuse in institutional settings is characterized by moderate to 
severe behaviors directed at residents by staff. Moderate behaviors can include 
grabbing, pushing, pinching, spanking, kicks, punches, and/or ear or hair pulling, 
and severe abuse includes the use of instruments to physically punish children 
(Attar-Schwartz, 2011; Haarr, 2011; Rus et al., 2013; Stativa et al., 2002). These 
actions can lead to serious physical consequences including head injuries, internal 
injuries, broken bones, broken teeth, and black eyes (Haarr, 2011). In a review of 
existing research, Malinosky-Rummell and Hansen (1993) report that one long- 
term consequence of physical abuse is violence and aggression in adolescence and 
adulthood. Specifically, research indicates that victims of physical abuse are at risk 
for perpetrating violence toward family members and nonfamily members. 
Childhood physical abuse also increases the risk of arrest for violent and nonviolent 
crimes and negatively impacts school performance and job success (Lansford et al., 
2007). For more information about physical abuse on institutionalized children, see 
also Chaps. 3 and 13.

5.4  Sexual Abuse in Institutional Settings

Sexual abuse, as defined by the World Health Organization, is

The involvement of a child in sexual activity that he or she does not fully comprehend, is 
unable to give informed consent to, or for which the child is not developmentally prepared 
and cannot give consent, or that violate the laws or social taboos of society. Child sexual 
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abuse is evidenced by this activity between a child and an adult or another child who by age 
or development is in a relationship of responsibility, trust or power, the activity being 
intended to gratify or satisfy the needs of the other person. This may include but is not lim-
ited to: The inducement or coercion of a child to engage in any unlawful sexual activity; The 
exploitative use of child in prostitution or other unlawful sexual practices; The exploitative 
use of children in pornographic performances and materials. (WHO, 1999, pp. 15–16)

Thus, child sexual abuse can occur under certain conditions, which include a matu-
rational or age difference, when the adult caregiver is in a position of authority, and/
or when the child is tricked or violence is used (Finkelhor, 1999). Importantly, 
though sexual abuse is often thought of as sexual behavior that involves contact, the 
definition includes noncontact behaviors such as exposing a child to pornographic 
performances and materials. Thus, these behaviors can include exhibitionism and 
voyeurism (Bode & Goldman, 2012).

In institutional settings, sexual abuse can be perpetrated on children by staff at 
the facility, by other adults with whom the child has contact, or by their peers (other 
residents/children) at the institution as documented in various studies (e.g., Attar- 
Schwartz, 2014; Euser, Alink, Tharner, van IJzendoorn, & Bakermans-Kranenburg, 
2013, 2016; Gavrilovici & Groza, 2007). Also, children in institutionalized care 
may have experienced sexual abuse prior to placement (due to risk factors present 
before placement), as well as during placement in such settings. Research on the 
traumatic experiences of children prior to placement in residential facilities indi-
cates that these children have experienced significant trauma before placement 
(Collin-Vezina, Coleman, Milne, Sell, & Daigneault, 2011). Childhood sexual 
abuse has an impact throughout the development of an individual. For instance, 
children and youth who experienced institutionalization as well as sexual abuse 
have shown a high occurrence of mental health issues, including depression, post-
traumatic stress disorder, obsessive compulsive disorder, and anxiety (Spröber 
et al., 2014). For additional descriptive information about sexual abuse in institu-
tions, see also Chaps. 3, 8, 9, and 13.

5.5  Witnessing Violence in Institutional Settings

As a form of maltreatment, the World Health Organization defines witnessing 
domestic violence as “any form of verbal or physical violence between a caregiver 
and his or her adult partner or ex-partner” (as cited in Meinck et al., 2016, p. 6). It 
is obvious that institutionalized children do not have such experiences, but there is 
evidence that they witness a lot of institutional abuse. Specifically, reports show that 
19% of children in Kazakhstan orphanages have witnessed staff using harsh verbal 
abuse with other children, 16% of children have reported witnessing staff engage in 
psychological abuse of other children, 22% of children have reported witnessing 
staff perpetrating moderate physical violence to children, and 22% have reported 
witnessing perpetration of severe physical violence by staff to other children. 
Another study (Stativa et  al., 2002) showed that institutionalized children had 
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witnessed their peers being forced to do various chores, steal, beg, and give away 
various personal belongings. Additionally, Gavrilovici and Groza (2007) showed 
that institutionalized children were witnesses of a large variety of abusive behaviors, 
including children being threatened; slapped, hit, punched, or pushed; beaten; 
stabbed or attacked with a knife; or sexually abused. For additional descriptive 
information about abuse witnessing in institutions, see also Chap. 3.

6  Conclusion

Unfortunately, even though institutional settings should offer care and protection to 
children, as documented above, children placed in different types of care settings 
across many countries, with different political, socioeconomic systems and cul-
tures, have experienced either singular or multiple forms of maltreatment perpe-
trated by staff and/or peers over short or long periods of time.

Bullying is one way to conceptualize the widespread peer victimization in insti-
tutions. While specific details among definitions may vary, bullying is considered an 
aggressive, physically or emotionally abusive behavior (either physical or emotional 
abuse) perpetrated by peers that violates the victim’s rights (Craig & Pepler, 2007). 
Examples of bullying include ridicule or name-calling; ignoring or exclusion from 
a group of friends; hitting, kicking, pushing, shoving, or threatening; spreading lies 
or false rumors; sending mean notes; or doing other hurtful things (Solberg & 
Olweus, 2003; Solberg, Olweus, & Endresen, 2007). In addition, bullying among 
adolescents may include threats to take away or destroy another’s belongings or do 
unpleasant things to them, or using derogatory names with sexual or racial meaning 
(Kyriakides, Kaloyirou, & Lindsay, 2006). Thus, children in institutional settings 
may be exposed to peers who utilize verbally or physically abusive behaviors to 
punish, harm, or control them or force them to do various chores, steal, beg, and 
give away various personal belongings such as money, food, clothing, and school 
supplies (e.g., Attar-Schwartz & Khoury-Kassabri, 2015; Rus et al., in press; Sekol 
& Farrington, 2013).

Furthermore, even though we presented each type of maltreatment separately as 
defined by WHO (1999), in reality many children and youth in residential care have 
experienced multiple forms of abuse (e.g., Collin-Vézina, Coleman, Milne, Sell, & 
Daigneault, 2011; Cyr et  al., 2012; Gray et  al., 2015; Segura, Pereda, Abad, & 
Guilera, 2015; Van Vugt, Lanctôt, Paquette, Collin-Vézina, & Lemieux, 2014), 
which has been defined as poly-victimization by Finkelhor and colleagues 
(Finkelhor, Ormrod, Turner, & Hamby, 2005). Also, because children who 
 experience physical and sexual abuse often experience concurrent emotional abuse 
and neglect, the latter should not be overlooked even when the other more out-
wardly severe forms of abuse are present (Spertus et al., 2003). For additional infor-
mation about bullying, exploitation, or poly-victimization, see Chaps. 3, 7, and 13.

Maltreatment, whether experienced in one or multiple forms, is associated with 
negative consequences on the well-being of institutionalized children and adoles-
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cents (e.g., Collin-Vézina et al., 2011; Gunnar & van Dulmen, 2007; Hermenau, 
Hecker, Elbert, & Ruf-Leuschner, 2014; Hermenau et  al., 2011; Juffer & van 
IJzendoorn, 2005; Segura, Pereda, Guilera, & Abad, 2016; Whetten, Ostermann, 
Whetten, O’Donnell, & Thielman, 2011; Zeanah et al., 2009).

6.1  Contributing Factors of Institutional Maltreatment

Many long-term residential centers have shown to have organizational characteris-
tics and culture that facilitate neglect and abuse by staff and peers. Specifically, 
dysfunctional organizational features that may explain the prevalence of victimiza-
tion include poor management of hiring, training, scheduling, and supervision of 
staff; inadequate management and systems of accountability; inadequate cultural 
and organizational features to support disclosures of abuse; lack of resources 
(Colton, 2002; Monks et al., 2009; Rus et al., in press); as well as ineffective imple-
mentation of policies regarding violence, referrals of residents, capturing children’s 
reports of peer violence, and ensuring appropriate physical characteristics of living 
spaces (Barter Renold, Cawson, & Berridge, 2004). Additionally, in such settings, 
vulnerable children are consistently exposed to their perpetrators and are unable to 
have privacy (Baker, Cunningham, & Male, 2002).

Violence among institutionalized children can be shaped by rules that residents 
create among themselves, perceptions, justifications, and group dynamics where 
dominant members exercise control through violence. Such factors can contribute 
to a peer culture that facilitates aggression, deprivation, stigmatization, and frustra-
tion and poor relationships with staff (Barter et al., 2004; Sekol, 2013). It is likely 
that children in some long-term residential institutions have opportunity to organize 
gangs with their own hierarchy, rules, norms, and dynamics and that can’t be con-
trolled by staff. In addition, lack of educational activities and individualized devel-
opmental programs, and inconsistency in caregiving with little interaction between 
staff and children may also facilitate peer exploitation and bullying (Rus et al., in 
press).

Another facilitating environmental factor can be the transitional nature of both 
staff and peers in institutions. The institutional structure often includes staff that 
work varying shifts and have high turnover. In addition, residents are also moved in 
and out of various institutions, influencing the consistency of the environment 
(Euser et al., 2013). Thus, the victimization of children in residential care should be 
understood as a complex phenomenon related to individual characteristics and insti-
tutional factors (e.g., group dynamics, institutional culture, and ineffective staff) 
(for more information, see Timmerman & Schreuder, 2014). Additionally, societal 
factors that increase the risk of abuse in institutional settings include the low priori-
tization of these children when it comes to governmental policy (Pinheiro, 2006) 
and community attitudes about children placed in residential care (Colton, 2002), or 
various societal assumptions about the rights of children (Spröber et al., 2014).
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7  Summary

There is a growing body of research showing that maltreatment affects development 
and can have long-term adverse psychological, behavioral, cognitive, and health 
effects. This is especially true for children living in institutions, who likely experi-
ence maltreatment both before and during their institutionalization. To provide 
improved preventive and intervention practices, there is a need to develop consistent 
and universally accepted definitions that can become a common language for 
researchers, policy-makers, and practitioners. While there is currently no universal 
consensus on specific definitions of maltreatment, there are some common areas of 
agreement, and some standardization is occurring due to the development of scales 
that are beginning to be used consistently in research, practice, and policy-making 
regarding maltreatment of institutionalized children.

Questions for Discussion
 1. In what specific ways has the information in this chapter expanded your under-

standing about how maltreatment is defined in general or applied to institutional-
ized children? Name three things that stood out for you and explain why.

 2. Think about one of the definitions regarding maltreatment of children, with or 
without a history of institutionalization, described in this chapter and the context 
in which this definition was derived. What modification to the definition could 
you recommend and why?

 3. Choose two of the definitions of maltreatment, abuse, or neglect in this chapter. 
How are these definitions the same as and different from each other? Summarize 
your reasoning for these similarities and differences.
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In determining the scope of children’s rights, ultimately, there 
are just two questions. First, are children persons deserving 
of respect? The answer to this question is unequivocally yes … 
Second, what interests must be protected for a child to be (as a 
child) and become (as an adult) a meaningful participant in 
community life and, in so doing, to develop and express her or 
his unique personality?
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1  Introduction

The World Health Organization (WHO, 1999) adopted a comprehensive definition 
of neglect, describing it as “the failure to provide for the development of the child in 
all spheres: health, education, emotional development, nutrition, shelter, and safe 
living conditions, in the context of resources reasonably available to the family or 
caretakers and causes or has a high probability of causing harm to the child’s 
health or physical, mental, spiritual, moral, or social development. This includes 
the failure to properly supervise and protect children from harm as much as is fea-
sible” (p. 15). It is not uncommon to see the terms neglect, privation, and/or depri-
vation used interchangeably without any delineation as to differences that may or 
may not be inferred by the use of these terms. Neglect is considered chronic if one 
or more needs basic to a child’s healthy development are not met, it is perpetrated 
by a parent or caregiver, or it happens on a recurring or enduring basis (Child 
Welfare Information Gateway, 2013).

Institutional structural neglect has been described as a very harsh living condi-
tion that “includes minimum physical resources, unfavourable and unstable staffing 
patterns, and socially and emotionally inadequate caregiver-child interactions” 
(van IJzendoorn et al., 2011, p. 8). In the same vein, Gunnar (2001) proposed four 
categories of developmental needs and four levels of neglect that correspond with 
how these needs are, or are not, met in institutional settings: (1) health and nutrition; 
(2) physical and mental stimulation which support sensorimotor, cognitive, and lan-
guage development; (3) adult-child and child-child social stimulation; and (4) stable 
and consistent relationships in which emotional attachments could form (adequate 
physical and mental stimulation cannot take place without social stimulation or con-
sistent relationships). Subsequently, three levels of privation were delineated within 
institutions. First, global privation/deprivation occurred in institutions when the 
entire range of needs were not met (Gunnar, 2001; Rutter & the ERA Study Team, 
1998). Second, most of the institutions presented in published literature (psycho-
logically depriving institutions) provided acceptable health, nutrition, safety, and 
toys, but failed to provide stimulation. Third, some institutions met all of the chil-
dren’s developmental needs except for the need for long-term relationships with 
consistent caregivers (Gunnar, 2001). Regarding such relationships, it was proposed 
that quality institutions could provide stable and consistent caregiving, yet there 
would still be deprivation of a regular family life embedded in a regular social envi-
ronment (van IJzendoorn et al., 2011). Even though Gunnar’s model of the develop-
mental needs of institutionalized children and, subsequently, the three levels of 
institutional privation have merit, they do not present all needs or challenges expe-
rienced by institutionalized children. Additionally, Gil (1982) expands the origins of 
the institutional maltreatment of children to the social system in its entirety and 
defines it “as involving … any system, programme, policy or procedure or individ-
ual interaction with a child in placement that abuses, neglects or is detrimental to 
the child’s health, safety or emotional and physical well-being, or in any way 
exploits or violates the child’s basic rights” (p. 458).
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In the 1990s, Romania had a negative reputation abroad for how children were 
cared for in long-term residential institutions, and shocking images presented in the 
media highlighted serious neglect of their needs. The consequences of neglect on 
children’s development were highlighted in scientific literature as well, especially 
through the study of children adopted from Romanian care institutions in the early 
1990s (Ames & Carter, 1992; Groze & Ileana, 1996; Johnson et al., 1992). However, 
by 1999 there were not any empirical studies that measured children’s quality of life 
in Romanian institutions. Consequently, in this chapter we present:

 1. Relatively recent studies of international institutional neglect
 2. Background about the caregiving context in Romania
 3. Data collected during the cross-sectional Survey on Child Abuse in Residential 

Care Institutions in Romania (SCARCIR; Stativa, Anghelescu, Palicari, Stanescu, 
& Nanu, 2002), which helped to design a scale to evaluate institutionalized chil-
dren’s rearing conditions in accordance with the United Nations Convention on 
the Rights of the Child (UNCRC; UN General Assembly, 1989)

 4. The extent of how well children’s rights were upheld within four types of 
Romanian long-term residential centers in late 1990s (i.e., nurseries, centers for 
preschool, school-aged, and severely handicapped/disabled children)

1.1  Institutional Neglect

1.1.1  International Empirical Assessments of the Quality 
of Institutional Care

Even though various studies have tried to provide a description of children’s life in 
residential care institutions, as a heterogeneous phenomenon, institutional neglect 
incorporates different facets making it quite difficult to define conceptually and to 
measure. However, relatively recent attempts were made to empirically measure 
institutional rearing conditions, following different theoretical approaches in vari-
ous places and showing variability in the quality of institutional settings when com-
pared with family environments.

As anticipated, some relatively recent empirical assessments of children’s rear-
ing, including their physical and relational environment, showed that institutions 
had lower-quality conditions than family settings in countries like Romania, Greece, 
and Ukraine (Dobrova-Krol, van IJzendoorn, Bakermans-Kranenburg, & Juffer, 
2010; Smyke et  al., 2007; Vorria et  al., 2003). A similar picture was offered by 
Groark and colleagues (Groark, McCall, & Fish, 2011) who studied the characteris-
tics of three Central American orphanages and found them to be sparse (very limited 
amount of furniture and toys), with specified playtimes and a limited amount of 
organized activities beyond routine care. While caregivers talked and listened to 
children, with occasional displays of warmth and affection, this occurred mainly 
during routine caregiving activities. At other times, caregivers’ behavior toward 
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children demonstrated lack of availability, responsiveness, support, and empathy. In 
short, children experienced very little warm, sensitive, responsive, and contingent 
caregiver-child interaction (Groark et al., 2011).

Alternatively, other studies found that institutional settings had better quality 
care when compared with family care. In Kenya, Embleton et al. (2014) compared 
different models of care (i.e., institutional care, family-based care, community- 
based care, and self-care) with respect to their ability to uphold children’s rights 
(according to the United Nations Convention on the Rights of the Child framework) 
and provide basic material needs. The authors found that children in institutional 
care had more of their basic material needs met (provided an adequate standard of 
living) in comparison to those in family-based care. In Israel’s residential care facil-
ities, children’s quality of life was assessed (Davidson-Arad, Dekel, & Wozner, 
2004) by residents and staff from the perspective of the systemic life quality model 
(Shye, 1989). Even though some similarities of perception of quality of life between 
residents and staff were found (e.g., residents’ compatibility with the cultural expec-
tations of the facility, their integrity and values, and possession of cultural roots, 
ability to get along with the staff and their sense of belonging, ability to organize 
their physical environment as they wished), this study showed that resident’s per-
ceptions of their quality of life were higher with respect to their cultural (e.g., such 
as writing, music, and art) and social expressiveness (e.g., social influence and sta-
tus and to their having close friends), physical conditions (e.g., food, clothing, liv-
ing quarters), sense of physical health, and their sense of security from physical 
harm. As reported by the authors (Davidson-Arad et al., 2004), the higher evalua-
tion of residents’ quality of life may be attributed to the fact that children came from 
lower socioeconomic backgrounds, and, therefore, their lives in residential care 
were significantly improved regarding these features. Similarly, orphanages in the 
Russian Federation were shown (St. Petersburg–USA Orphanage Research Team, 
2005, 2008) to have good physical environments, toys, and equipment as well as 
acceptable medical care, sanitation, and nutrition. However, these settings were of 
lesser quality than US early care and education environments.

Comparing the quality of children’s life placed in institutional settings across the 
globe with a different socioeconomic, politic, cultural, or religious background can 
be difficult because of different criteria for defining the quality of life or various 
methodologies for measuring it.

1.1.2  Caregiving Context in Romanian Long-Term Residential Centers 
in the 1990s

Until 1966, Romania did not face the problem of the unwanted abandoned child as 
abortion and birth control methods were liberalized so that every woman/family 
could decide on the size of their family as they wished. Abortion was practiced on a 
large scale and was most important means of fertility control. After the implementa-
tion of the 1966 pronatalist decree (770/1966), children began to be abandoned in 
maternities and pediatric hospitals. Since the old system for the protection of minors 
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was regulated under the Government Decision no. 809/1954 on the protection of 
children without parents or lacking the possibility to be raised by the family and 
could not cover the new issues that appeared following the pronatalist decree, in 
1970, the government passed Law 3 on the protection of certain categories of 
minors. This law allowed parents to leave their children in state care without any 
sanctions for such abandonment, if the parents decided that they could not provide 
proper conditions to raise them at home.

During this period of the communist regime, 1966–1989, very little was known 
to the general public about institutionalized children, including the number or chil-
dren’s quality of life in those long-term residential centers (or orphanages). 
Professionals working within the health system (maternities wards and pediatric 
hospitals) were in part aware of the phenomenon of abandonment of children at 
their birth or in their infancy, and the abandonment was blamed on the extremely 
unpopular pronatalist policies of Ceausescu’s communist regime (for more infor-
mation about this, see Chap. 5). This policy created a situation in which many 
unwanted children were abandoned and left in the care of the state, especially if they 
were born with low weight or had health problems. Thus, since there were no social 
services available, because the communist state denied the existence of the social 
problems and implicitly the necessity of such social services, the maternity wards 
and pediatric hospitals took the responsibility of taking care of newborn abandoned 
children. The medical staff of these health units facilitated the placement of aban-
doned children in residential institutions created under Law 3/1970. During this 
time, Romania gathered in its institutions thousands of very young children without 
anyone considering the major risks to which children were exposed by early 
institutionalization.

For abandoned children under 3 years of age, who were placed within nurseries, 
which were subordinated to the Health Ministry, the standards of care were only 
related to food support (quantity and quality) and hygiene rules to prevent disease 
outbreaks that would lead to any deaths. Infant mortality was very closely moni-
tored from the perspective of attaining the targets of pronatalist policy. Nurseries 
were identical to pediatric hospitals not only in terms of the physical appearance but 
also in terms of the routine activities. The children in the nurseries were medically 
examined every day even if they were healthy, but they did not enjoy nurturing 
interactions that were vital for their cognitive or emotional development. These 
children were simple objects of work for the employed staff made up of physicians, 
nurses, and medical support personal. In 1997, there were 58 nurseries in the 
Romanian child protection system which housed 9309 children (DPC & EU/
PHARE, 1997).

For older children placed in long-term residential institutions for preschool- and 
school-aged children (“case de copii”), the care standards highlighted the impor-
tance of food safety regulations and children’s enrollment in various forms of mass 
and special education (i.e., kindergarten and school). That is why there was no dif-
ference between a school boarding house and a residential institution for school- 
aged children. In 1997, a large number of children over 3 years of age (35,165) lived 
in 267 long-term residential institutions (DPC & EU/PHARE, 1997). The personnel 

2 Institutional Neglect in Romania’s Long-Term Residential Centers in the 1990s…



32

of these institutions were made up of teachers as these institutions were subordi-
nated to the Ministry of Education and the school inspectorates, and just like the 
medical personnel in the nurseries, they had no special training to deal with the 
emotional need of the institutionalized children. Thus, these children lived their 
lives without security and affection in an institutional culture dominated by violence 
and abuses administered by peers and caregivers. This organizational culture was 
facilitated by the abolishment of social work (1969), sociology, psychology, and 
pedagogy (1977) as academic disciplines across all Romanian universities by the 
communist regime due to political and ideological reasons until 1989 (Universitatea 
Bucuresti, Facultatea de Sociologie si Asistenta Sociala, n.d.; Universitatea Babes- 
Bolyai, Facultatea de Psychologie si Stiinte ale Educatiei, n.d.).

Residential institutions for children with disabilities were units for the protection 
of children 3 years of age and up with chronic diseases and severe “irrecoverable” 
handicaps (which functioned under the Law 3/1970). In 1997, there were 33 such 
centers accommodating 4473 children (DPC & EU/PHARE, 1997). The staff was 
made of physicians, nurses, and medical support personnel.

As specified above, the Romanian public knew very little about the institutional-
ized children during the communist regime and shortly after. A proof of that is also 
the fact that although the abolition of the pronatalist decree was the second legisla-
tive measure adopted by the revolutionary government after the fall of Ceausescu’s 
regime in December 1989, the population was not informed about the large number 
of unwanted children placed in institutions, but people learned about the approxi-
mately 10,000 women who died following a clandestine abortion (Stephenson, 
Wagner, Badea, & Serbanescu, 1992). Shedding light on the image and the life 
conditions of these institutionalized children, even after 1990, cannot be fully 
understood because the historical information is incomplete. The December 1989 
revolution in Romania was broadcast “live” to the whole world via television. The 
wave of sympathy Romania enjoyed from countries in different parts of the world 
garnered immediate material and humanitarian support. During the very first days 
of the revolution, numerous convoys brought food, medicines, and other strictly 
necessary products which had been scarce in the country for a long time. The 
Romanian authorities guided most of these goods to the pediatric hospitals and resi-
dential institutions where children lived, especially to the centers for children with 
severe disabilities and chronic diseases. The foreigners accompanying such convoys 
entered these institutions and were shocked by the conditions in which children 
were living, and so they widely publicized them. Touching images came from the 
settings where children with chronic diseases and severe handicaps labeled as “irre-
coverable” in the communist years lived. Mention must be made of the fact that the 
images of children in these residential settings were incorrectly projected and gen-
eralized for all the children in all types of long-term residential institutions in 
Romania where, although children had modest life conditions, these could not be 
compared to the deeply inhuman conditions of those placed in institutions for severe 
chronic diseases and handicaps.

Given the fact that these children were presented as abandoned in the foreign 
media, a great interest for their adoption emerged. The national legislation on 
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 international adoption was unclear after the fall of the communist regime, and the 
state authority exercised via its institutions was weak because it was still attributed 
to a provisional government. Consequently, children could be easily adopted as ille-
gal Romanian, and foreign networks for adoption had already developed within a 
couple of weeks after the collapse of the communist regime. There was no control 
of the adoption process, and there was nobody to protect children’s interests 
(Zugravescu & Sandell, 1991). The first law regulating adoption after 1989 was 
Law 11 of June 30, 1990. This law provided that adoption must be made in the 
child’s interest and that it must be decided in the court in the presence of two judges 
and one prosecutor. The Law 11/1990 emerged after a wave of international adop-
tions had already been performed without much regulation and without observing 
some relevant international conventions. In 1990, about 3000 Romanian children 
were adopted, and in the first 2 months of 1991, about 1300 more children were 
adopted (Denechere & Scutaru, 2010). In the first quarter of 1991, a total of 2000 
children left the country for adoption purposes. This figure represents more than a 
third of the global number of all international adoptions for that period (Jaffe, 1995). 
In this context, we must mention the idea that, although the dramatic images of the 
institutionalized children were real, there was also the hunch that this excessive 
publicity sometimes served to manipulate sentiment through images and facilitate 
public pressure for promoting international adoptions. In Romania, hundreds of 
organizations dealing with international adoptions were set up, and there was always 
the suspicion that many of these are performed without respecting international 
agreements. This idea was also reiterated by the baroness Emma Nicholson, Special 
Rapporteur for Romania’s EU accession 1999–2004, who recommended that the 
Romanian government institute a moratorium on international adoptions, which 
was implemented on October 2001 (Iusmen, 2014).

Under the same auspices of doubt, many persons who knew the situation of 
Romanian institutionalized children wondered why only the Romanian children had 
been so publicized, whereas the institutionalized children of Ukraine, Belarus, or 
Russia were in very similar if not identical situations. The images of the Romanian 
institutionalized children impressed the entire world by focusing on the precarious-
ness of the material conditions in which children were living. There were also other 
numerous aspects less “spectacular” but with very serious consequences for all the 
children in the protection residential system. One of the serious issues was the very 
protection system that allowed the placement of young children in residential insti-
tutions for unlimited period of times. As statistics show, 80% of the children placed 
in nurseries came from among the children abandoned upon birth in maternities 
(DPC & EU/PHARE, 1997), and their development was compromised by the total 
lack of caregiver-child interaction. In fact, these were the most serious problems of 
the Romanian protection system, and their importance exceeded the precariousness 
of material conditions. They also proved to be difficult to solve; successive waves of 
reforms were necessary to create new institutions, services, laws, procedures, and 
standards so that these conditions could be changed fundamentally. Despite all that, 
while conditions are much better, they are still not perfect today.
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Early institutionalization and inadequate models of care, especially in terms of 
caregiver-child interaction, deeply affected the development of these children. The 
first who identified this problem were the parents from different foreign countries 
who adopted children. They encountered “unexpected” mental and behavioral prob-
lems among the children and resorted to specialists in order to understand them. 
This spurred an interest for taking a scientific approach to problems related to 
chronic neglect at early ages, especially regarding Romanian institutionalized chil-
dren. Following their studies, researchers had evidence that early institutionaliza-
tion had extremely serious consequences on children’s development (Nelson, Fox, 
& Zeanah, 2014). Studies on the causes of children’s institutionalization were con-
ducted in 1991 and 1996 in Romania as well, focusing on the problems of children 
from the perspective of finding solutions that would facilitate the removal of chil-
dren from the residential system and prevent the perpetuation of long-term institu-
tionalization from an early age (Ministry of Health, Institute for Mother and Child 
Care & UNICEF, 1991; Stephenson, Anghelescu, Stativa, & Pasti, 1997).

The signing of the UN Convention on children’s rights had a special importance 
for the improvement of life of the Romanian children because it was the first step 
toward later efforts to progressively implement all the provisions of the convention 
into the national legislation and to observe children’s rights. The rights strictly per-
taining to institutionalized children referred to the protection against abuses and 
neglect. But changes did not occur immediately. The UNICEF representative in 
Romania, USAID, the European Union Funds (Phare technical assistance for the 
Romanian government for the institutional reform in the field of protection of chil-
dren’s rights 1993–1997), and nongovernmental organizations invested many 
resources so that the Romanian state might, through the ratification of the 
Convention, take steps for the improvement of the condition of institutionalized 
children. Thus, ever since the beginning of the 1990s, important resources have 
been allocated for the training of the personnel working in the protection 
institutions.

The basic concepts defining quality of care had to be turned into practices and 
implemented by care workers. In addition, generally accepted practices in the social 
services fields for meeting children’s developmental needs were almost unknown to 
the Romanian protection institutions’ personnel. That is why institutional staff did 
not perceive the need for such training. For instance, a study conducted in 1992 in 
nurseries, in relation to the training needs of nursery personnel, found that most 
professionals wanted to train in the medical field and less perceived the need to train 
in domains focusing on the care and development of institutionalized children 
(Stephenson et al., 1993).

Despite the fact that the communist regime was abolished in 1989 and that 
Romania had ratified the UN Convention on children’s rights (1989), the quality of 
children’s life had changed very little due to the Romanian state ignoring and even 
denying the extremely serious problems of the children living in its protection insti-
tutions and preserving them under the Law 3/1970. An essential legislative regula-
tion portraying in spirit the rights of children as provided in the UN Convention 
emerged for the first time 7 years after the fall of communism and the ratification of 
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the Convention. These are the Emergency Ordinances 25 and 26/1997. Their imple-
mentation represented the first profound structural reform in the field of protection 
of children’s rights. This regulation repealed Law 3/1970 on the protection of cer-
tain categories of minors. Two years after the beginning of the structural reform in 
the field of protection of children’s rights, the life quality of institutionalized chil-
dren was still in deficit from the perspective of child’s rights even if some things had 
changed, especially at the level of infrastructure of the protection institutions. Most 
children were still living in the same conditions in terms of the relationships with 
their caregivers and peers as there were not any internal mechanisms or mechanisms 
at the level of competent authorities by which neglect or abuses might have been 
identified and sanctioned. These conditions were affirmed by the two country 
reports that Romania had to send to the UN Committee for the period 1992–1997 as 
a signatory state of the Convention, as well as by the Committee recommendations 
and by the numerous inquiries of some NGO and foreign press agencies (NACPA & 
UNICEF, 2004).

1.2  Background and Objectives of the Current Study

The data for the present study were collected in 1999 (see the study Survey on Child 
Abuse in Residential Care Institutions in Romania; SCARCIR; Stativa et al., 2002), 
2 years after the reforms had begun in the field of protection of children’s rights in 
Romania. The study was strongly supported by the government installed in 1996; by 
the Director of DPC EU/Phare Bridging Programme, 1998–1999; and UNICEF. This 
is the first Romanian study analyzing institutional neglect and abuses in institutions 
by using the only authentic and available reference at that moment in Romania, 
namely, the UN Convention on children’s rights.

In this period, following the Government Ordinances 25 and 26/1997, child pro-
tection institutions were decentralized, and special legislation was adopted to create 
alternatives to institutionalization and regulate adoption procedures. Measures were 
also taken to prevent institutionalization by providing support to families and clos-
ing the large institutions (Government Ordinance 25/1997, Government Ordinance 
26/1997, Law 108/1998, Law 87/1998). However, despite these reforms, at the time 
data were collected, long-term residential centers were places where children’s 
physical, psychological, and emotional needs were still not fully addressed and 
many children continued to experience some form of neglect and abuse (Gavrilovici 
& Groza, 2007; Rus et al., 2013; Rus et al., in press; Stativa et al., 2002). The delay 
in obtaining positive results can be explained by the fact that the standards of care 
in institutions were created only after Law 272/2004 was promulgated. Using as a 
reference the UN Convention on children’s rights (UN General Assembly, 1989), 
this study is a more thorough analysis of the extent to which children’s basic human 
rights were upheld within Romanian long-term residential centers. Consequently, 
our research had two objectives, namely, to (1) assess how well the items asked in 
SCARCIR grouped together and matched up with the UNCRC criteria (UN General 
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Assembly, 1989) using exploratory factor analysis and (2) measure how well chil-
dren’s rights (i.e., identity, personal history, free expression, information, periodic 
review, protective measures and legal status, have a family, health, education, per-
sonalized care, and quality care) were defended across each of four types of long- 
term residential centers (i.e., nurseries, residential centers for preschool-aged and 
school-aged children, and centers for children with severe disabilities).

2  Method

2.1  Participants

We performed a secondary analysis of data used for the SCARCIR (Stativa et al., 
2002). The data for the sampling base was acquired from the Directorate for Child 
Protection – EU/Phare – Bridging Programme for 1999 (data for long-term residen-
tial centers for preschool- and school-aged children) and the State Secretariat for 
Persons with Disabilities (SSPH, data for residential institutions for children with 
disabilities). According to this data, in 1999 there were 267 long-term residential 
centers for preschool- and school-aged children with 37,000 children and 35 resi-
dential institutions for children with disabilities with 3455 children out of 5.6 mil-
lion children in Romania between 0 and 18 years old.

The original dataset included a national representative sample of 3164 (1701 
boys and 1463 girls) children in residential care institutions between 0 and 19 years 
of age (M = 9.45; SD = 5.39), representing 7.8% of the entire population of institu-
tionalized Romanian children in 1999. Specifically, 739 (23.4%) children resided in 
16 nurseries (cradles); 414 (13.1%) children resided in 13 long-term residential 
centers for preschool-aged children; 1703 (53.8%) children resided in 43 long-term 
residential centers for school-aged children; and 308 (9.7%) children resided in 8 
residential institutions for children with disabilities which were commonly located 
in isolated places (see Table 2.1). Children in long-term residential centers for pre-
school- and school-aged children were those determined to be “normal” or without 
severe neuropsychiatric or physical problems, and residential institutions for chil-
dren with disabilities housed mainly children with intellectual deficiencies, as well 
as those with psychiatric, physical, and sensory problems (Stativa et al., 2002) (for 
a complete description of these types of Romanian institutions and their internal 
organization, see Rus et al., 2013).

Mean age at child’s first placement within an institution was 48.92 months (SD 
= 50.85) which ranged from 0 to 218 months. Children had siblings residing either 
in the same institution (30.8%) or in another long-term residential center (5.6%), 
and many reported having at least some contact with their parents (68.6%) during 
the year when data were collected (see Table 2.1). Most of the children (42.2%) 
resided in the institution where they were received directly from their biological 
families, 38.8% were transferred from another long-term residential center, and 
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Table 2.1 Frequencies and percentages of child and institution characteristics

Overall

Type of long-term residential center

DisabledNursery
Preschool 
aged School aged

N % n % n % n % n %

Child levela

Number of children 3164 100 739 23.4 414 13.1 1703 53.8 308 9.7
Gender
  Male 1701 53.8 395 53.5 230 55.6 913 53.6 163 52.9
  Female 1463 46.2 344 46.5 184 44.4 790 46.4 145 47.1
Sibling(s)
  Placed in the 

same center
976 30.8 88 11.9 139 33.6 736 43.2 13 4.2

  Placed in another 
center

177 5.6 40 5.4 23 5.6 104 6.1 10 3.2

  No sibling 1537 48.6 423 57.2 203 49.0 698 41.0 213 69.2
  No information 474 15.0 188 25.4 49 11.8 165 9.7 72 23.4
Visited by parents this year
  Yes 1972 68.6 376 56.0 265 70.7 1173 75.4 158 57.5
  No 904 31.4 295 44.0 110 29.3 382 24.6 117 42.5
Provenience of the child
  From family 1343 42.4 202 27.3 183 44.2 885 52.0 73 23.7
  From a different 

center
1228 38.8 43 5.8 197 47.6 779 45.7 209 67.9

  From a center for 
disabled

33 1.0 10 1.4 6 1.4 1 0.1 16 5.2

  From a medical 
institution

518 16.4 470 63.6 18 4.3 22 1.3 8 2.6

  From street 17 0.5 6 0.8 5 1.2 5 0.3 1 0.3
  Other 5 0.2 4 0.5 1 0.2 0 0 0 0
  Unknown 20 0.6 4 0.5 4 1.0 11 0.6 1 0.3
Institution size
  Small (1–100 

children)
637 20.1 126 17.1 164 39.6 300 17.6 47 15.3

  Medium 
(101–200 
children)

1476 46.6 409 55.3 78 18.8 788 46.3 201 65.3

  Large (201–300 
children)

553 17.5 88 11.9 172 41.5 233 13.7 60 19.5

  Very large 
(301–400 and 
more children)

498 15.7 116 15.7 0 0 384 22.4 0 0

Institution levelb

Number of 
residential centers

80 100 16 20.0 13 16.2 43 53.8 8 10

aChild level shows the number of children in each type of institution
bInstitution level shows the number of long-term residential centers corresponding to the type of 
institution
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16.4% were received from a medical institution (see Table 2.1). The ratio of chil-
dren for each caregiver during the daytime ranged from 3 to 32 children (M = 9.89, 
SD = 4.81). Institutions (see Table 2.1) were grouped as (a) small (up to 100 chil-
dren, 20.1% of children), (b) medium (101–200 children, 46.6% of children), (c) 
large (201–300 children, 17.5% of children), and very large (301 to over 400 chil-
dren, 15.7% of children). Further descriptions of the purpose of SCARCIR, as well 
as the sampling methods, data collection procedure, participants, and the character-
istics of the resultant dataset, are presented elsewhere (for a complete review, see 
Rus et al., 2013; Stativa et al., 2002).

2.2  Procedures

Data for the SCARCIR study was collected in October and November of 1999, 
approximately 2 years after the national child protection system began reforms. The 
sample was designed and stratified with independent samples for the eight regions 
of Romania. The distribution of the samples by region was calculated by weighting 
the number of institutionalized children in a particular region against the total sam-
ple size. These numbers were structured by the types of institutions in each region. 
The total sample, weighted by region and type of institution, was also structured and 
distributed according to age groups and gender within the sample. Consequently, 
each regional group, or type of institution, was weighted by age group and gender 
within each age group. An institution’s size determined whether one or several insti-
tutions of the same type were included in the sample. All of these factors were 
considered in the construction of an appropriately structured total sample.

Fourteen researchers collected data for this study. All researchers had extensive 
experience collecting data and interviewing children in residential care institutions. 
For the purpose of the SCARCIR study, the researchers received an additional 4 
days of training. To produce a sample appropriately weighted by age group and 
gender, two researchers per institution made random selections from the personal 
files that were kept for all institutionalized children. All files were arranged alpha-
betically and kept within locked cabinets at each institution. The researchers chose 
randomly from these files until they had obtained the appropriate structure of the 
sample for that particular institution. Data was then extracted from the documents 
in each file, and interviews were conducted with the children whose files were 
selected.

2.3  Measures

All quantitative data were collected through an original instrument created by one 
of the authors (Stativa et al., 2002) after visiting numerous long-term residential 
centers where maltreatment was noticed. Consequently, the measure of 
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maltreatment became not only important for revealing the magnitude of abuse and 
neglect across residential care institutions but also as a tool for policy-makers in 
their effort to prevent and reduce these incidences. At the time (late 1990s), 
Romanian centers lacked standards, regulations, or specific laws that could ensure 
quality care for children (e.g., institutional guidelines did not specifically require 
that caregivers interact with children or provide an enriched environment for them). 
Because there was no instrument to measure maltreatment (i.e., abuse and neglect) 
of institutionalized children, the benchmark used to assess maltreatment in 
Romanian long-term residential centers was the UNCRC (UN General Assembly, 
1989). As noted earlier, the Romanian government had agreed to abide by these 
rights, and they became the foundation for many changes in the Romanian child 
welfare system. Thus, the SCARCIR consisted of two sections that captured infor-
mation about the life experiences of institutionalized Romanian children. The sec-
ond section consisted of survey questions for children over 7 years of age, about 
their experiences regarding acts of neglect and physical, emotional, and sexual 
abuse in institutions (this information was not assessed for the present study). Most 
importantly, the first section was designed to collect information about respect for 
children’s rights. Thus, articles from the UNCRC (UN General Assembly, 1989) 
were considered meaningful within the context of institutionalized children and 
were adapted into various rights and items in order to quantify how well they were 
respected within the institutional care system.

2.3.1  The Right to Legal Identity

This right was adopted by considering Article 7 of the UN Convention, stating “the 
child shall be registered immediately after birth and shall have the right from birth 
to a name…” (UN General Assembly, 1989, p. 3) and was measured by the absence 
or presence (no vs. yes) of a valid identification document such as a birth certificate 
or identity card (for children over 14) within the child’s files (see Table  2.2). 
Ensuring this right became a priority of the authorities in the late 1990s after a high 
number of abandoned children were found to have no identification documents in 
the early 1990s. A common reason for this often stemmed from the difficult and 
sometimes impossible task of identifying or locating the children’s parents.

2.3.2  The Right to Personal History

This right (see Table 2.2) was measured by an item that assessed the possibility of 
retracing the child’s personal history (where child lived from birth until data were 
collected) and is linked with Article 8 stating “…the right of the child to preserve his 
or her identity…” (UN General Assembly, p.  3). The possibility (no vs. yes) of 
retracing each child’s personal history was evaluated in our survey through analysis 
of the documents in their personal file (e.g., identity documents, medical records, a 
summary social investigation record concerning the living conditions of the family, 
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Table 2.2 Factor loadings and Cronbach’s alpha for the items indicating children’s rights

UN rights of 
the childa

The name of the right and the 
item(s) associated with it

N
Total

n
Yes %

Factor 
loading

Cronbach’s 
alpha

Article 7 The right to legal identity
The child’s identification 
document

3164 3084 97.5 (na) (na)

Article 8 The right to personal history
The possibility of retracing the 
child’s personal history (where 
child lived from birth until 
when data were collected)

3164 1771 56.0 (na) (na)

Article 12 The right to free expression of 
opinionsb

The child’s opinion on the 
protective measure was recorded

1453 95 6.5 (na) (na)

Article 17 The right for informationb

The child received a written text 
about his protection measure

1395 294 17.3 (na) (na)

Article 25 The right for a periodic 
review of the protective 
measure
The child received a reevaluation 
during the current year

3164 872 27.6 (na) (na)

Article 8, 20 The right for protective 
measure and legal status

0.797

The child currently has 
protective measure

3164 3110 98.3 0.834

The child had protective measure 
when placed in institution

3164 3108 98.2 0.814

The child currently has legal 
status

3164 3097 97.9 0.793

The child had legal status when 
placed in institution

3164 3069 97.0 0.737

Article 8 & 9 The right to have a family 0.617
In this institution, there are 
records of relatives’ visits

3121 2945 94.4 0.654

There is an accommodation space 
for parents during nighttime

3120 941 30.2 0.606

In this institution, there are 
records of correspondence 
between parent/institution

3118 950 30.5 0.596

In this institution, there is an 
accommodation space for 
parents during daytime

3122 2308 73.9 0.587

In this institution, there are 
records of parents’ visits

3122 3025 96.9 0.564

In this institution, there are 
records of phone calls between 
parent/institution

3050 659 21.6 0.552

(continued)
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decisions by authorities concerning protective measures implemented, etc.). 
Previous studies (Ministry of Health, Institute for Mother and Child Care & 
UNICEF, 1991; Stephenson et al., 1997) highlighted the lack of documentation in 
children’s personal files; thus, retracing children’s origins, their life along with bio-
logical parents, or their routes through child protection services were very difficult 
tasks. This situation was worsened by the fact that when children were transferred 
to a different center, the child’s file (or a copy of it) was not transferred to the new 
institution; thus, many of institutionalized children grew up not knowing their per-
sonal history. Later, this issue was addressed by two laws (Governmental Ordinances 
69/2004 and 288/2006) which established minimum standards regarding case man-
agement in the child protection system.

2.3.3  The Right to Free Expression of Opinions

In order to evaluate the observance of this right (see Table 2.2), we checked whether 
(no vs. yes) the opinions of children ages 7 years and older were recorded in the 
report on their protective measure. This is linked with Article 12 stating that the 
child “…is capable of forming his or her own views and the right to express those 
views freely in all matters affecting the child…” (UN General Assembly, p. 4).

Table 2.2 (continued)

UN rights of 
the childa

The name of the right and the 
item(s) associated with it

N
Total

n
Yes %

Factor 
loading

Cronbach’s 
alpha

Article 24 The right to health 0.610
The treatment and rehabilitation 
needs are written in child’s 
medical file

1363 1141 83.7 0.738

The child receives general 
medical assistance

3069 2993 97.5 0.699

The child’s record showed that 
a general medical examination 
was done

2900 1506 51.9 0.611

The child receives the treatment 
written in his/her medical file

1300 941 72.4 0.606

The child had the anthropometric 
measurements done

2909 1934 66.5 0.591

Article 28 The right to education 0.592
The child has free access to the 
library

2833 1394 49.2 0.841

The child has personal space for 
doing homework/study

3062 1850 60.4 0.831

The child is included in a form 
of education

2248 2081 92.6 0.515

aThis column shows the United Nations Convention on the Rights of the Child (UN General 
Assembly, 1989) which can be related with the items constructed in this study
bOnly school-aged children’s information was reported
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2.3.4  The Right for Information

Children over 10 years old had the right to be informed (see Table 2.2) in written 
form about the protection measure concerning their own person that was imple-
mented (no vs. yes) by the Committee for Child Protection, and the observance 
of this right was mandatory. It is linked with Article 17 stating that “…the child 
has access to information and material from a diversity of national and interna-
tional sources, especially those aimed at the promotion of his or her social, spiri-
tual and moral well-being and physical and mental health” (UN General 
Assembly, p. 5).

2.3.5  The Right to Periodic Review of the Protective Measure

This measure is linked with Article 25 of the UNCRC which recognizes the right 
of a child “… to a periodic review of the treatment provided to the child and all 
other circumstances relevant to his or her placement” (UN General Assembly, 
1989, p. 8), and it was measured by an item regarding whether the child received 
(no vs. yes) a reevaluation during the year when the study was conducted (see 
Table 2.2). The obligation to review the protection measures concerning children 
in difficulty was first introduced in Romania by Emergency Ordinance no. 26/1997. 
According to the provisions in that ordinance, the protection measures need to be 
reviewed at least every 3 months, and they had to either be revoked or replaced in 
order to serve the best interests of each child. The protective measure review was 
done by an interdisciplinary team. Children may have benefited from the review, 
for example, by a change in placement to an extended or different family or 
improved access to medical or educational services. Reviewing is one of the key 
elements of the reform initiated in 1997, because its implementation triggered sig-
nificant changes in the child protection system, including a reduction of the num-
ber of children in residential care institutions, as well as the time spent by the 
children in those institutions.

2.3.6  The Right of the Protective Measure and Legal Status

This right is linked with Articles 8 and 20 of the UNCRC and was measured by four 
items (see Table 2.2). Two items assessed whether (no vs. yes) there was a protec-
tion measure (e.g., placement, custody, educational measure, emergency placement, 
placement with termination of parental rights, etc.) decided by a governmental 
authority regarding admission of the child to the institution. The other two items 
assessed whether (no vs. yes) the child had a legal status (e.g., child having parent/s, 
guardians, etc.). Importantly, the protection measure and legal status were measured 
both at the time of placement within the institution and when data were collected 
because the SCARCIR study sought to evaluate whether the interest of the child was 
addressed by the child’s protective measure.
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2.3.7  The Right to Have a Family

In order to evaluate how institutional settings respected this right, six items (see 
Table 2.2) measured whether or not institutions had records of relatives and parents’ 
visits, accommodation space for parents during night- and daytime visits, and 
records of written correspondence and phone calls between parents and the institu-
tion. This right is linked with Articles 8 and 9 of the UNCRC stating that the child 
has the right to preserve his/her relationship with the family on a regular basis (UN 
General Assembly, 1989 p. 3).

2.3.8  The Right to Health

This measure is linked with Article 24 of the UNCRC which recognizes“… the right 
of the child to the enjoyment of the highest attainable standard of health and to 
facilities for the treatment of illness and rehabilitation of health…” (UN General 
Assembly, 1989, p. 7), and as shown in Table 2.2, it was measured by five related 
items measuring whether or not the child (a) had treatment and rehabilitation needs 
recorded in his/her medical file, (b) received general medical assistance, (c) had 
records of general medical examinations, (d) received the treatment written in medi-
cal file, and (e) had anthropometric measures (i.e., height and weight) completed.

2.3.9  The Right to Education

This measure is linked with Article 28 of the UNCRC (UN General Assembly, 
1989) and was measured by three items (see Table 2.2) to determine whether or not 
the child had free access to the library, personal space for doing homework or study, 
and was included in an age-appropriate form of education.

2.3.10  The Right to Personalized Care

This measure is linked with Articles 20, 23, 25, and 39 of the UNCRC (UN General 
Assembly, 1989) and was measured by five items (see Table 2.3) assessing whether 
or not the child had a written personalized plan and whether or not the plan con-
tained information about the institution/s where the child lived, a personalized edu-
cation/socialization program, a personalized development program, and information 
about time spent in the current institution.

2.3.11  The Right to Quality Care

This measure (see Table 2.3) is linked with article 27 of the UNCRC, “… the right 
of every child to a standard of living adequate for the child's physical, mental, spiri-
tual, moral and social development…” (UN General Assembly, 1989, p. 8) and was 
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Table 2.3 Factor loadings and Cronbach’s alpha for the items indicating children’s rights 
(continued)

UN 
rights of 
the 
childa

The name of the right and the 
item(s) associated with it

N
Total

n
Yes %

Factor 
loading

Cronbach’s 
alpha

Article 
20, 23, 
25, and 
39

The right for personalized care 0.761
The personalized plan contains 
information about other 
institution(s) where child has 
resided

3164 219 6.9 0.747

There is a written personalized 
drafted plan for the child

3164 634 20.0 0.747

The personalized plan contains a 
personalized educational/
socialization program

3164 1154 36.5 0.723

The personalized plan contains a 
personalized development 
program

3164 1136 35.9 0.714

The personalized plan contains 
information about time spent in 
the current institution

3164 454 14.3 0.696

Article 
27

The right for quality care

(a) Child appearance 0.596
The child is unkempt/sloppy 3029 320 10.6 0.633
The child is dirty 3026 186 6.1 0.625
The child’s hair is shaved/closely 
cut (lack of individualization)

3025 26 0.9 0.625

The child is barefoot 3028 44 1.5 0.619
The child does not have 
appropriate clothing according to 
his/her gender

3012 241 8.0 0.543

Difficult to distinguish child’s 
gender by his/her physiognomy 
(lack of individualization)

2993 226 7.6 0.538

(b) Child personal items 0.633
The child has his/her own cabinet 3087 2008 65.0 0.861
The child has his/her own 
personal items

3085 2633 85.3 0.861

(c) Child hygiene 0.701
The child uses fully functional 
toiletsb

3015 796 26.4 0.880

The child uses unsanitary toilets 2972 483 16.3 0.880
(d) Child recreation 0.678
The child has free access to the 
club/playroom

2987 2376 79.5 0.882

(continued)
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measured by six subscales, each containing a couple of items (see Table  2.3). 
Specifically, the quality of care was measured through items that were related with:

 (a) Child’s appearance (i.e., six items measured whether or not at the time of 
assessment the child was found unkempt/sloppy, dirty, having his/her hair 
shaved/closely cut as expression of the lack of individualization, barefooted, 
and not having appropriate clothing according to his/her gender and whether or 
not the evaluator had difficulties distinguishing child’s gender by his/her physi-
ognomy which showed a lack of individualization)

 (b) Possessions of personal items (i.e., two items measuring whether the child did 
or did not have a cabinet and/or personal items such as clothes, books, or per-
sonal hygiene items)

 (c) Child’s hygiene (i.e., two items measuring whether the child had access to fully 
functional and/or unsanitary toilets)

 (d) Child’s recreation (i.e., three items measuring whether or not the child had free 
access to the club/playroom, gym/playground, and a personal space for play 
and/or recreation within dormitory)

Table 2.3 (continued)

UN 
rights of 
the 
childa

The name of the right and the 
item(s) associated with it

N
Total

n
Yes %

Factor 
loading

Cronbach’s 
alpha

The child has free access to the 
gym/playground

2995 2041 68.1 0.842

The child has a personal space for 
play and/or recreation in 
dormitory

3087 1898 61.5 0.623

(e) Child relationships 0.746
The children are placed in the 
same room according to personal 
affinity

3036 1208 39.8 0.869

The children are placed in the 
same room according to their agec

3018 1301 43.1 0.813

The children are placed in the 
same room with siblings (brothers 
together, sisters together)

3048 2156 70.7 0.758

(f) Optimal child-staff ratio 0.689
The optimal child-staff ratio is 
met during morning

3164 1768 55.9 0.872

The optimal child-staff ratio is 
met during daytime

3164 1901 60.1 0.870

The optimal child-staff ratio is 
met during night

3164 410 13.0 0.577

aThis column shows the United Nations Convention on the Rights of the Child (UN General 
Assembly, 1989) which can be related with the items constructed in this study
b,cThe items were reverse coded
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 (e) Child’s relationships (i.e., three items measuring whether or not children were 
placed in the same room according to personal affinity, their age, or with their 
siblings)

 (f) Child-staff ratio (i.e., three items determining whether or not the optimal child- 
staff ratio was met during morning, daytime, and nighttime). For more informa-
tion about these standards, see AAP, APHA, and NRCHSCCEE, 2011.

To complete this section, information was obtained from children’s social files, 
medical records, and other records available in the institutions or made available by 
either the management or the educational, social, and medical personnel. The instru-
ment was piloted with a sample of 120 children in five institutions within three 
Romanian counties. The final version was completed based on information gathered 
during the pilot study. Children included in the pilot study were not included in the 
SCARCIR sample. In addition to the quantitative data collected through this instru-
ment, qualitative data were collected from 18 case studies, 9 focus group sessions 
with institutional staff (totaling 66 educational staff and caregivers), 5 interviews 
with managers of the specialized public services, and 7 focus group sessions with 
children in residential care (totaling 48 children). However, the information obtained 
from case studies, interviews, and focus groups were not analyzed for the current 
study. Importantly, the measurement of all items related with children’s rights had a 
binary distribution (no = 0 versus yes = 1).

2.4  Data Analysis Plan

Data were analyzed using IBM SPSS version 19 (IBM, 2010). Items that were con-
sidered for analysis were from children’s records. No data from children’s inter-
views were used in the current analysis. All item responses were in a yes or no 
format. Some records contained missing items and analysis was done on available 
data. Scores were computed using person-mean imputation (Bono, Ried, Kimberlin, 
& Vogel, 2007; Downey & King, 1998). Statistical analysis included principal 
exploratory factor analysis, reliability analysis, descriptive analysis in the form of 
frequencies and percentages, and cross tabulations.

3  Results

3.1  Exploratory Factor Analyses

A series of exploratory factor analyses were conducted separately on each set of 
items identified to represent the various rights of children. For each factor analy-
sis, items with factor loadings below 0.50 were removed, one at a time, with the 
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item with the lowest loading removed first. Items were removed one at a time to 
allow for the adjustment of item loading values with the reduced number of items. 
Once a set of items with loadings above 0.50 was identified for each right, the 
reliability coefficient was computed for each right. The factor loadings and 
Cronbach’s alphas are presented in Tables 2.2 and 2.3. The reliability coefficients 
range from 0.592 to 0.797. All items were measured on a yes or no scale. Due to 
the dichotomous nature of each of the individual items, the reliability coefficients 
were deemed acceptable (Cortina, 1993). The total number of responses, number 
of yes responses, and percent of yes responses are shown for each of the items in 
each factor.

3.2  Children’s Rights Across Institutional Settings

Next, sum scores were computed for each right. Prior to the sum computation, 
recoding was conducted as needed so that items within the same factor were 
positively correlated. An examination of the distribution of the sum scores indi-
cated severe skewness of most of the rights. Thus, scores for each of the rights 
were dichotomized into low vs. high scores. Missingness was addressed using 
person-mean imputation such that scores were given if children had at least half 
of the items making up the scale score. Thus, if the child had at least half of the 
items, the mean of the items was computed and then multiplied by the total num-
ber of items in the scale to derive a sum score (Bono et al., 2007; Downey & 
King, 1998).

The first two columns of Table 2.4 show the frequencies and percentages of chil-
dren with high and low scores for each of the rights. The remaining columns show 
the results of a series of cross tabulations of children’s rights.

3.2.1  Nurseries

The descriptive analysis (see Table 2.4) revealed that 99.5% of children placed in 
nurseries had their right to identity respected. The same very high percentage 
was observed regarding the rights to protective measure (97.2%) and health 
(94.2%). Additionally, a high percentage of children (67%) had their right to 
quality care/recreation respected. Furthermore, a relatively high proportion of 
children had their rights upheld (institution respected more their rights) regard-
ing personalized care (47.4%), personal history (45.7%), personal items (36.8%), 
have a family (30.7%), and periodic review (27.6%). A relatively small percent-
age of children had their rights regarding quality care respected in nurseries, such 
as relationships (16.5%), appearance (14%), child-staff ratio (11.5%), and 
hygiene (10.8%), and a very low proportion of children had their right to educa-
tion (2.8%) respected.
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Table 2.4 Frequencies and percentages of children’s rights by type of institution

Overall
Type of institutional organization

DisabledNursery Preschool aged School aged
The right to N % n % n % n % n %

Legal identity

  No (0) 80 2.5 4 0.5 21 5.1 53 3.1 2 0.6
  Yes (1) 3084 97.5 735 99.5 393 94.9 1650 96.9 306 99.4
Personal history

  No (0) 1393 44.0 401 54.3 142 34.3 696 40.9 154 50
  Yes (1) 1771 56.0 338 45.7 272 65.7 1007 59.1 154 50
Periodic review

  No (0) 2292 72.4 535 72.4 252 60.9 1205 70.8 300 97.4
  Yes (1) 872 27.6 204 27.6 162 39.1 498 29.2 8 2.6
Protective measures

  Low (0–3) 141 4.5 21 2.8 25 6.0 71 4.2 24 7.8
  High (4) 3023 95.5 718 97.2 389 94.0 1632 95.8 284 92.2
Have a family

  Low (0–3) 1754 55.8 512 69.3 129 31.2 806 47.8 307 99.7
  High (4–6) 1392 44.2 227 30.7 285 68.8 879 52.2 1 0.3
Health

  Low (0–3) 1071 37.1 43 5.8 181 49.6 722 49.0 125 40.6
  High (4–5) 1812 62.9 694 94.2 184 50.4 751 51.0 183 59.4
Education

  Low (0–1) 1311 43.1 706 97.2 133 32.3 217 13.5 255 86.4
  High (2–3) 1728 56.9 20 2.8 279 67.7 1389 86.5 40 13.6
Personalized care

  Low (0) 1739 55.0 389 52.6 254 61.4 828 48.6 268 87.0
  High (1–5) 1425 45.0 350 47.4 160 38.6 875 51.4 40 13.0
Appearance

  Low (0) 2412 79.7 635 86.0 272 66.7 1305 82.3 200 67.6
  High (1–6) 616 20.3 103 14.0 136 33.3 281 17.7 96 32.4
Personal items

  Low (0) 1122 36.3 467 63.2 186 45.0 312 19.1 157 51.3
  High (1–2) 1967 63.7 272 36.8 227 55.0 1319 80.9 149 48.7
Hygiene

  Low (0) 2138 70.7 659 89.2 372 83.8 946 59.5 206 67.1
  High (1–2) 887 29.3 80 10.8 63 16.2 643 40.5 101 32.9
Recreation

  Low (0–1) 808 26.5 244 33.0 28 6.8 367 22.8 169 58.1
  High (2–3) 2245 73.5 495 67.0 385 93.2 1243 77.2 122 41.9
Relationships

  Low (0–1) 1582 51.9 617 83.5 137 33.2 650 40.4 178 61.6
  High (2–3) 1466 48.1 122 16.5 276 66.8 957 59.6 111 38.4
Optimal child-staff ratio

  Low (0–1) 1548 48.9 654 88.5 138 33.3 645 37.9 111 36.0
  High (2–3) 1616 51.1 85 11.5 276 66.7 1058 62.1 197 64.0

Notes: Because of how missing was dealt with, decimals were possible. Everything 0.5 and lower 
was rounded down. Above 0.5 was rounded up
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3.2.2  Centers for Preschool-Aged Children

As shown in Table 2.4, more than 93% of children placed in long-term residential 
centers for preschool-aged children had their rights to identity, protective measure, 
and quality care/recreation respected. Additionally, regarding the rights to personal 
history, have a family, health, education, and some quality care subscale items (i.e., 
personal items, relationships, and child-staff ratio), more than 50% of children had 
these rights respected or had high scores for these rights (institution respected more 
their rights). Less than 50% of children had their rights to periodic review, personal-
ized care, and some quality care subscale items (i.e., appearance and hygiene) 
respected.

3.2.3  Centers for School-Aged Children

Regarding the children placed in long-term residential centers for school-aged chil-
dren, the results (see Table 2.4) showed that more than 80% had their right to iden-
tity, protective measures, education, and quality care (i.e., personal items) respected 
or had high scores for these rights (institution respected more their rights). 
Additionally, between 51% and 77.2% of children had their right to personal his-
tory, have a family, health, personalized care, and quality care (i.e., recreation, rela-
tionships, and child-staff ratio) respected or had high scores for these rights. For two 
aspects of the right to quality care (i.e., appearance and hygiene), only 17.7% and 
40.5% of children had high scores for these rights. Finally, 29.2% percent of chil-
dren had their right for periodic review respected.

3.2.4  Centers for Disabled Children

As shown in Table 2.4, 92.2% and 99.4% of children placed in long-term residential 
centers for children with disabilities had their rights to identity and protective mea-
sures respected. Furthermore, between 50% and 64% of children had their rights to 
personal history, health, and quality care (i.e., child-staff ratio) respected. 
Additionally, a relatively high proportion of children had their rights upheld or had 
high scores for these rights regarding personal items (48.7%), recreation (41.9%), 
hygiene (32.9%), appearance (32.4%), and relationships (38.4%). A low or very low 
percentage of children had their rights to education (13.6%), personalized care 
(13%), periodic review (2.6%), and have a family (0.3%) respected or had high 
scores for these rights.

The rights to free expression of opinions and for information were not included 
in Table 2.4 because they measured only older children (placed mainly in centers for 
school aged).
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4  Discussion

The results (see Table  2.4) were mixed showing that each type of institution 
respected children’s rights, with some rights being better respected, meaning that 
these rights covered a larger number of children. Each type of institution (i.e., nurs-
eries, centers for preschool- and school-aged and disabled children) had its own 
strengths and weaknesses that manifested in how well they respected the most basic 
human rights of institutionalized children. Many of these differences within each 
type of institution could be attributed to characteristics of children (e.g., age, prove-
nience, closeness of biological parents, etc.) and institutions (e.g., organizational 
structure, staff qualification, size, location, etc.). Thus, the outcomes should be 
interpreted taking in account institutions’ structural differences which focused on 
taking care of a specific demographic section of institutionalized children and, con-
sequently, had specific challenges when data was collected. Hence, future studies 
could investigate the effects of individual and institutional characteristics on the 
extent and types of respect given to children’s basic human rights in each of these 
types of institutions. Instead of testing the differences within each across all four 
types of institutions using the z-test of proportions, we chose only to report the per-
centage of respect for children’s rights in each type of institution as seen below.

4.1  Right to Legal Identity

In the 1990s there had been much talk about the fact that in Romania many aban-
doned children did not have any identity documents. This was true, but it did not 
refer only to the children in residential centers but also to those abandoned in mater-
nities and pediatric hospitals. The lack of identity documents for these children was 
also the reason they spent much time in these hospitals before being placed in pro-
tection residential centers. The Law 119/1996 facilitated the drawing up of civil 
status documents making direct reference to the children abandoned in maternities 
and the procedures and terms that had to be observed in such cases. Even under Law 
3/1970, no child could be admitted to a protection residential center without having 
a birth certificate. Institutionalized children not having identity documents were 
generally those placed in residential centers following a judgment delivered as a 
matter of urgency, due to their risk of being abused in their biological families or 
because they were abandoned. However, child’s legal identity documentation had to 
be clarified in about 30 days after the initial emergency placement. In the case of 
children over 14, having identity documents also meant to have an identity card 
besides the birth certificate. In some cases, the issuing of the identity card was post-
poned as being conditioned on finding the child’s parents and their domicile without 
which the law in force at that time did not allow the issuing of an identity card. 
Mention must be made of the fact that the residential centers did not have any 
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authority in facilitating or procuring children’s identity documents (birth certificates 
or identity cards). This authority belonged to the county directorates for child 
protection.

4.2  Right to Personal History

The right to personal history was one of the most ignored rights of institutionalized 
children. The percentage of children for whom personal history was impossible to 
retrace based on documents existing in their files was very high in all types of 
institutions. For example, we found that for many children in our sample, the place 
where the child came from was not mentioned in their files. As for children in 
nurseries, about 80% came from maternities and hospitals. This was rarely men-
tioned in their files, although the time spent in hospitals was often weeks or even 
months (Stephenson et al., 1997). According to a study carried out in 2003–2004, 
more than 50% of the children abandoned in maternities spent more than 50 days 
in such units until the first protective measure was taken (Stativa, Anghelescu, 
Mitulescu, Nanu, & Stanciu, 2005). Another aspect contributing to the impossibil-
ity to retrace personal history is the manner in which children were transferred 
from one unit to another. Each transfer was made following a decision of the 
Commission for the Protection of Child Rights, and this document was sufficient 
for the child to be admitted to a particular institution. These documents typically 
remained in the institution and were subsequently archived. There were no proce-
dures for the transfer of documents, leading to institutions determining individu-
ally how to proceed. For this reason and as it has already been specified in other 
studies, it is very difficult to retrace children’s pathways from documents 
(Stephenson et al., 1997).

4.3  The Right to Periodic Review

This right began to be respected in 1997, after Government Ordinance 26/1997 was 
approved. The observance of this right was crucial in order to give institutionalized 
children the chance for normal development. After approval of this ordinance, any 
protective measure established for a child had to be reviewed at least once every 3 
months. This review was made on the basis of a complex assessment of the child by 
a multidisciplinary committee. If they noticed that the protective measure was not 
in favor of the child, it had to be changed. At least this is what the law specified. In 
practice, the protective measure was reevaluated, but in order to change the protec-
tive measure, it was necessary to create alternatives to the protective measures. This 
process started only after 2004, following the Law 272/2004 on the protection and 
promotion of child rights.
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4.4  The Right to Protective Measure

The right to protective measure was observed in all types of institutions. The few 
exceptions were probably due to an administrative issue related to the process of 
institution takeover in which they were transferred from the ministries to the new 
county authorities. On this occasion, the protective measures taken under the Law 
3/1970 were canceled, and the new decisional bodies enacted protective measures 
bearing other names.

4.5  The Right to Family

The right to family represents one of the fundamental rights providing the child with 
the environment considered to be the best for their normal development. Ever since 
the early 1990s, it was considered that the breaking of relationships between chil-
dren and their biological parents was the result of administrative deficiencies that 
did not encourage parents’ visits to institutions. Thus, the absence of an arranged 
space for such meetings or the possibility to accommodate parents overnight and the 
lack of procedures for the recording of visits, telephone calls, or mail discouraged 
the relationships between parents and children. The most dramatic situation was in 
residential institutions for children with disabilities because parents were told for 
decades that their children were irrecoverable, and they were not told that such chil-
dren had the same needs as all human beings.

Before Government Ordinance 26/1997 came into effect, many institutions took 
steps to arrange such spaces. Thus, 80% of nurseries, 60% of residential institutions 
for children with disabilities, and 57% of residential institutions for preschool and 
school children had such spaces in place at the beginning of 1997. According to the 
1997 Census data, 50% of the children in nurseries, 26% of the children in residential 
institutions for preschool and school children, and 25% of the children in residential 
institutions for children with disabilities were visited by their parents at least once 
every 6 months (DPC & EU/PHARE, 1997). Mention must also be made of the fact 
that most of the children in these residential institutions had parents who were alive 
and enjoying their full parental rights. In nurseries, 8% of children had only one par-
ent and 0.9% lost both their parents. In residential institutions for preschool and 
school children, 20% of children had only one parent, and 0.2% lost both their par-
ents. In the in residential institutions for children with disabilities, 14% of children 
had only one parent and 3% lost their both parents (DPC & EU/PHARE, 1997).

4.6  The Right to Health

The right to health was differentiated for children according to the type of institu-
tion. In nurseries, almost all children had the right to health observed at several 
levels. This may be due to the medical character of the nurseries through its long 
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appurtenance to the Ministry of Health. On the other hand, the situation with the 
residential institutions for children with disabilities was precarious, although the 
health needs were high. Following the reforms that began in 1997, the development 
of some needed rehabilitation treatments and procedures in these institutions took 
place. But this happened slowly due to the absence of financing and personnel, as 
well as the absence of the mentality that these children had rehabilitation potential. 
Undoubtedly, the right to health could have also been measured by other indicators 
that may have provided other interpretations for this right in the institutional con-
text. Specifically, we refer to healthcare quality indicators with measurable impact 
on children’s development. These would have been useful to capture those models 
of care/recovery of which have been profoundly wrong or deficient and that proba-
bly caused a very high prevalence of growth disorders, emotional, or cognitive in 
children (e.g., see Chap. 5) or even the policies that led to such models of care. We 
refer to those policies that allowed young children to be indefinitely institutional-
ized in long-term residential centers, which decisively contributed to worsening or 
altering their health. Solid scientific evidence has revealed that only an early exit 
from the institutional environment can give young children a chance to a recover 
from their delayed development; otherwise, recovery may be almost impossible 
despite subsequent recovery strategies (Johnson et al., 2010).

4.7  The Right to Education

Children were included very successfully in different forms of education. This was 
a big gain mainly for children over the age of 2 from nurseries and for those in resi-
dential institutions for children with disabilities, as their inclusion in a form of edu-
cation before the 1997 reform was difficult to conceive for the authorities managing 
those institutions. But in this case, as in the case of the right to health, despite the 
fact that most children were enrolled in various forms of education, their later social 
and professional integration was problematic after leaving the institutions. Their 
schooling did not address real-life demands, and consequently in reality their right 
to education was not fulfilled adequately. Lack of concern for developing the life 
skills of institutionalized children made their socio-professional integration and the 
ability to have an independent, productive life extremely difficult (Hope and Homes 
for Children & Organizatia “Salvati Copiii”, 2006; Mitulescu, Mitulescu, & Stativa, 
2005; Onica-Chipea, Baltatescu, Chipea, & Oprea, 2008).

4.8  The Right to Personalized Care

The right to personalized care was a new concept introduced by the legislation of 
the 1997 reform. This is a fundamental right of the institutionalized child especially 
in a system that was recently separated from a protection system conceived to be 
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rough, uniform, and impersonal and which did not take into account the needs of 
every child. The percentage of children who enjoyed customized care in 1999 was 
relatively decent, except for residential institutions for children with disabilities. 
Personalized care relied on a customized plan. It was a new instrument in the culture 
of institutional care, and even if the highest percentage of beneficiaries of such care 
barely exceeded 50% (in the residential institutions for school-aged children), it 
must be considered as a glass half full. Despite that, the percentage of children who 
enjoyed this right in nurseries was surprisingly low. It must be said that orphanage 
managers and personnel received the most training courses during the ninth decade 
of the past century, including issues such as the customized plan and care.

4.9  The Right to Quality Care

The right to quality care was assessed in this study by a couple of items (see Tables 
2.3 and 2.4). These describe elementary aspects of a normal life that most children 
could not enjoy until 1999 in Romanian care settings. The practice of cutting chil-
dren’s hair very short for fear of parasites or of not taking into account their clothing 
preferences was not related to material resources but to the lack of respect toward 
these children. The high percentages of children who did not have this right respected 
across institutions confirmed the lack of interest of institutional staff for children’s 
wishes. The same is true for the observance of their right to have or to keep personal 
items. It was a big gain for children to have personal lockers, and 81% of school- 
aged children had this need met.

The right to recreational activities for institutionalized children meant having the 
opportunity to enter their rooms to relax at any time. Most of the institutions had the 
custom that children were allowed to go to their rooms only after dinner. They 
would enter the room in an orderly line, and they would go out of the room in the 
same way without being allowed to freely use the dormitory. In the 1990s, many 
institutions set up clubs where children could meet and play games or indoor activi-
ties. Our study revealed that this right was protected especially for children in nurs-
eries and long-term residential centers for preschool- and school-aged children and 
less for children in residential centers for the disabled.

As for hygiene, the situation was precarious in almost all protection institutions. 
Very few restrooms were fully functional. Investments had not been made in their 
maintenance, and most institutions had more than a hundred children.

In addition, the quality of care depended a lot on the child-staff ratio. The worst 
situation was that of nurseries where hospital care standards were still being used, 
and these settings also put little importance on child-caregiver interaction, espe-
cially for the young children. The results showed that most of the children, except 
for those placed in nurseries, had this right respected. Overall, the ratio was better 
during the daytime, whereas during the nighttime, institutions lacked enough per-
sonnel to take care of children. During nighttime shifts, usually, children released 
their frustrations accumulated during the day and could become aggressive toward 

E. Stativa et al.



55

others. During this shift, children were supervised by the night guards and supervi-
sors. Most often, these institutional personnel had a low educational attainment 
(e.g., primary school) and lacked any psycho-pedagogical training. In general, each 
supervisor had in their care as many bedrooms as were on one floor of a building. In 
order to manage a large number of bedrooms in institutions for school-aged chil-
dren, supervisors “delegated” some of their tasks and responsibilities to the older 
children, a context in which the later used this power to abuse and exploit younger 
children. This practice seemed to be very generalized across Romanian institutional 
settings. Within nurseries the child-staff ratios were determined by the requirements 
of hospitals and taking into account the rhythms of feeding, hygiene, and care of 
young children, whereas ratios in centers for school-aged children were specific for 
school systems. School-aged children, after attending school in the morning or 
afternoon, were supervised and helped with their homework by teachers. We high-
light that the child-staff ratio can be seen as a true indicator of quality care only if 
the caregivers are able to understand and meet institutionalized children’s needs.

In conclusion, the goal of defending children’s basic rights was ultimately to 
respect children’s human dignity and, consequently, to reduce the disadvantages 
institutionalized children experienced outside of their biological families. Romania 
has gradually reformed the whole child protection system, trying to change or abol-
ish the laws and practices that have proved devastating to children’s development. 
These include the prohibition of placing children under 3 years of age in long-term 
residential institutions, with the alternative being foster families.

Also, preventing children’s institutionalization for economic reasons stood cen-
tral in the protection policies, and social services were set up in all administrative- 
territorial units (communes, towns). More details about care reform are found in 
Chap. 5. However, the media in Romania, following journalistic investigations, 
reveals from time to time abuses to which children are exposed in currently existing 
residential centers, especially from the staff. This suggests that it is still difficult to 
prevent abuses even though the reformed child protection system has in place vari-
ous institutions and mechanisms designed to deal with this phenomenon. Therefore, 
in our opinion, especially for a country like Romania, which is currently classified 
as an upper middle-income country (World Bank, 2017), the best residential institu-
tion will be one that no longer exists.

5  Strengths and Limitations

Our study is the only comprehensive investigation of institutional neglect experi-
enced by Romanian children placed in long-term residential centers, and it expands 
the measurement of institutional neglect by highlighting specific areas where chil-
dren were vulnerable according to the United Nations Convention on the Rights of 
the Child (UN General Assembly, 1989). By using a nationally representative sam-
ple of children and institutions across all eight developmental regions of Romania 
in rural and urban areas, this study offered a fairly accurate image of the extent of 
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adherence to children’s basic rights by residential care institutions. Additionally, for 
the first time in Romania, children’s rights were measured using an empirical tool 
grounded on the United Nations Convention on the Rights of the Child (UN General 
Assembly, 1989).

Still, the present study has some limitations. First, we admit that this study exam-
ined only 14 different facets of children’s rights placed within institutional settings, 
but the list could be much longer (e.g., nutritional, cultural, or other facets of neglect 
were not analyzed in this study). Second, our data only allowed us to examine the 
association between basic human rights of children across various types of institu-
tions (i.e., nurseries, centers for preschool- and school-aged and disabled children), 
and, therefore, the cross-sectional design does not allow us to infer a causal relation-
ship between these variables. Third, the yes/no nature of the items was also a statis-
tical limitation. Greater variance in the item responses would allow for more precise 
grouping of the items in the exploratory factor analysis and more precise reliability 
assessment. However, the collection of more detailed information regarding the 
children was not possible due to the constraints of the original study. Thus, analysis 
was conducted using the available data, and descriptive statistics of each item are 
presented to provide additional detail.

6  Implications for Improving Children’s Care

It is important to realize that the data reported here were collected after an extensive 
governmental effort to scientifically measure the prevalence and forms of maltreat-
ment (i.e., abuse and neglect) within institutions. The first governmental measure-
ment of children’s rights was approved in 1997 (approximately 7 years after the 
collapse of the communist regime that triggered massive social, political, and eco-
nomic changes) and covered the period 1997–2000 although Romania ratified the 
UNCRC (UN General Assembly, 1989) in September 1990 and adopted its own 
national plan of action regarding child protection based on the World Summit for 
Children (UNICEF, 1990) in the mid-1990s. The implementation of this govern-
mental measurement in 1997 marked the beginning of the major reform of the 
Romanian child protection system. Specifically, it triggered the first steps in the 
direction of reform of the regulatory framework regarding child protection, restruc-
turing and diversification of child care institutions, development of an alternative 
type of care (i.e., familial) from the traditional residential care (typical orphanages), 
as well as prevention of child abandonment (“Protecţia drepturilor copilului  – 
experienţa României,” n.d.). Fortunately, the effort to improve the quality of institu-
tional care continued after the study was done, and the Romanian child protection 
system has been drastically changed to include smaller public and residential care 
facilities and new standards of care and safety (Bejenaru & Tucker, 2014).

We hope that this snapshot of children’s quality of life in Romanian institutions, 
taken during a period when institutions were undergoing immense changes, will 
help other authorities across the globe responsible for the residential care of chil-
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dren to identify the most basic human rights and build good quality and efficient 
standards of care for abandoned or orphaned children.

7  Summary

Romanian institutionalized children experienced one of the most severe forms of 
institutional structural neglect during the communist era, but such conditions con-
tinued even after the collapse of the communist regime in December 1989. After 
ratifying the United Nations Convention on the Rights of the Child and adoption of 
its own national plan of action regarding child protection, Romanian authorities 
implemented a massive change of its child protection system, and new standards of 
care were put in place over a period of many years. These reforms gradually 
improved the quality of life as fundamental children’s rights began to be upheld by 
long-term residential centers. However, at the end of 1999 when our data was col-
lected, it was clear that the change was not homogenous, and there was variability 
in the extent of how well children’s needs and basic rights were met.

Questions for Discussion
 1. Read the United Nations Convention on the Rights of the Child (UNCRC; UN 

General Assembly, 1989) by accessing the following web link http://www.ohchr.
org/Documents/ProfessionalInterest/crc.pdf, and delineate how children’s rights 
could be measured within long-term residential centers in your region or country 
taking into account the socioeconomic, historical, political, and cultural 
characteristics.

 2. The quote at the beginning of this chapter comes from an article by Gary Melton 
(2008) titled “Beyond Balancing: Toward an Integrated Approach to Children’s 
Rights.” On page 917 of this article, Melton asks, “Under what circumstances do 
children feel like people? When do they feel that they are meaningful partici-
pants in settings of which they are a part?” Provide your own response to these 
questions within the context of institutionalization.

 3. Name two areas of concern that make, or may make, implementation of rights 
for children more difficult than rights granted to adults. What measures can be 
taken to ensure that these areas of concern are addressed so that implementation 
of children’s rights is not impeded?
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1  Introduction

Despite the responsibility of residential institutions to provide care and protection 
for children, many have harbored conditions where children have become victims or 
witnesses of many types of abuse. This phenomenon is not restricted to geography 
or a country’s level of development, as various types of institutional abuse have rela-
tively recently been reported in European countries such as Romania (Gavrilovici & 
Groza, 2007a; Rus et al., 2013; Stativa, Anghelescu, Palicari, Stanescu, & Nanu, 
2002), Spain (Segura, Pereda, Abad, & Guilera, 2015; Segura, Pereda, Guilera, & 
Abad, 2016), the Netherlands (Euser, Alink, Tharner, van IJzendoorn, & Bakermans- 
Kranenburg, 2013; Euser, Alink, Tharner, van IJzendoorn, & Bakermans- 
Kranenburg, 2014; Euser, Alink, Tharner, van IJzendoorn, & Bakermans-Kranenburg, 
2016), Germany (Spröber et al., 2014), and Croatia (Sekol, 2013; Sekol & Farrington, 
2009, 2013); Middle East countries such as Israel (Attar-Schwartz, 2011, 2013, 
2014; Attar-Schwartz & Khoury-Kassabri, 2015; Khoury-Kassabri & Attar- 
Schwartz, 2014; Pinchover & Attar-Schwartz, 2014); former Soviet Union coun-
tries, such as Kazakhstan (Haarr, 2011); the United States (Rosenthal, Motz, 
Edmonson, & Groze, 1991); South American countries (Luna, Luna, & Brizuela, 
2011); and African and Asian countries such as Cambodia, Ethiopia, India, Kenya, 
Tanzania, and Botswana (Gray et al., 2015; Hermenau, Eggert, Landolt, & Hecker, 
2015; Hermenau, Hecker, Elbert, & Ruf-Leuschner, 2014; Morantz & Heymann, 
2010). Understanding and preventing this widespread phenomenon are important 
because trauma experienced by institutionalized children has significant negative 
consequences on their well-being (e.g., Escueta, Whetten, Ostermann, & O’Donnell, 
2014; Hermenau et  al., 2011, 2014; Segura et  al., 2016; Whetten, Ostermann, 
Whetten, O’Donnell, & Thielman, 2011). Previous studies have found that many 
factors contribute to institutional child abuse, including substandard training, super-
vision, and selection of staff; poor management; inappropriate organizational cul-
tures; failure to identify abusive staff; and lack of responsiveness regarding 
child-on-child abuse (Colton, 2002). Additionally, there is evidence that govern-
ments show a relatively low priority to children in residential care, and they usually 
change existing policies only when extreme problems are exposed and institutions 
have insufficient staffing, monitoring, and oversight or fail to segregate vulnerable 
children (due to age, size, sex, etc.) from dangerous peers (Pinheiro, 2006).

In this chapter, we intend to investigate the prevalence of abuse (i.e., emotional, 
physical, and sexual) by staff and peers experienced by Romanian children in institu-
tional care (note: the terms orphanage, care institution, institutional care facility, and 
long-term residential center are used interchangeably in this chapter). Specifically, we 
will (1) define the concepts of punishments administered by staff, including adminis-
trative personnel, educational/care staff, and night attendants (for convenience hence-
forth referred to as staff), bullying and peer exploitation within the institutional context 
taking into account various conceptual and research-based frameworks, and sexual 
abuse by staff and/or other adults or peers and (2) investigate the prevalence of punish-
ments, peer exploitation, and sexual abuse by staff and/or other adults or peers that 
children were victims of or aware of in institutional settings.
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2  Punishment by Institutional Staff

In Romanian residential care institutions, children experienced a variety of severe 
punishments from institutional staff, including administrative, educational/care 
staff, and night attendants (Rus et al., 2013; Stativa et al., 2002). Specifically, these 
punishments included emotional and/or psychological abuse such as deprivation of 
nurturing relationships (by ignoring the child); promoting insecurity and uncer-
tainty (through blackmail and threats); punishment for behaviors typical for the 
child’s age; setting unreasonable rules and requirements; using ridicule and humili-
ation (including for bedwetting); ignoring children’s performances; making them 
wear inappropriate clothing for their age; delay or cancelation of leaves, family 
visits, recreational activities, or camping trips; denial of favorite toys; and/or not 
allowing children to make their own choices and decisions. Physical abuse by staff 
included moderate (spankings, punches, kicks, or ear and hair pulling) and severe 
physical beatings (including with a plank or a wet rope), washing the child’s face 
with excessive amounts of water and soap, withholding meals or desserts, physical 
isolation (making the child stand in a corner or sit on a chair or isolation from other 
children during playtime), and/or forcing the child to complete humiliating tasks 
such as mopping floors, cleaning toilets and shower rooms, sweeping the dormitory 
and courtyards, watering the flowers, or canteen duty. Some of these activities could 
be seen as normal chores in other situational contexts, but most likely institutional-
ized children were forced to do them. It is important to note also that many of the 
punishments children experienced included emotional and/or psychological abuse 
that could escalate to physical abuse.

A similar study (Haarr, 2011) of institutionalized children and youth in 
Kazakhstan showed that 9% of them declared they were physically attacked and 
hurt by staff, experiencing small and large bruises, scrapes, and cuts, black eyes, 
sprains, broken bones, broken teeth, internal injuries, being knocked out or hit 
unconscious, and head, eye, and ear injuries. Also, Attar-Schwartz (2011) found that 
overall 25% of Israeli institutionalized adolescents reported being maltreated (mod-
erately severe violent acts) by staff during the month prior to the survey (19% were 
grabbed or pushed, 16% were pinched, 12% were slapped, and 11% were kicked or 
punched [some experienced more than one type during the month]). Additionally, 
this study showed that overall approximately 30% of adolescents reported being 
victims of verbal abuse by staff (30% were verbally humiliated, insulted, or 
 ridiculed; 15% were cursed at [some experienced both types during the month]). In 
another study, 25% of children assessed in Botswana reported experiencing both 
verbal and physical punishments by their caregivers (Morantz & Heymann, 2010).

The present study also focused on a subject rarely studied within long-term resi-
dential centers, namely, children witnessing staff using violence against other chil-
dren. A recent report (Haarr, 2011) revealed that 19% of children in Kazakhstan 
orphanages reported witnessing staff using harsh verbal abuse on children/youth (i.e., 
swearing or cursing at children; calling them names such as idiot, stupid, and bastard; 
and using language with the intent to hurt or frighten). Additionally, 16% of children 
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reported witnessing psychological abuse of other children by staff (i.e., restricting 
access to the toilet; destruction of children’s property, e.g., clothes, toys, and personal 
things; acting in a threatening manner to create fear of physical harm; locking children 
in an isolated room/small space for a long time; tying children up; or chaining them to 
something). Furthermore, the report (Haarr, 2011) also showed that almost 22% of 
children witnessed staff administering moderate physical violence to children (i.e., 
pinching, twisting ears and arms), and 22% of children witnessed staff administering 
severe physical violence to children (i.e., shaking; slapping in the face or on the head; 
slapping on the buttocks, back, leg, and arm; grabbing, pushing, or knocking children 
down; hitting or kicking children; hitting children with a hard object or weapon, e.g., 
stick, belt, whip, and ruler; hitting children hard enough to leave marks or injuries; 
burning children with cigarettes or other hot items).

3  Exploitation by Peers

Bullying and aggression among peers has shown to be a widespread problem among 
juveniles in school settings (Burger, Strohmeier, Spröber, Bauman, & Rigby, 2015; 
Chester et al., 2015; Elgar et al., 2015; Harel-Fisch et al., 2011; Smith, Pepler, & 
Rigby, 2004), inmates in prisons (Ireland, 1999; Ireland & Ireland, 2003), patients 
in secure hospitals (Ireland & Snowden, 2002), and adolescents in residential insti-
tutions (Attar-Schwartz & Khoury-Kassabri, 2015; Sekol, 2013; Sekol & Farrington, 
2009, 2013). Yet, little research has focused on peer-on-peer violence in residential 
child care settings (Monks et al., 2009).

Bullying is a complex behavior that can be viewed through multiple theoretical 
frameworks (e.g., ethological, ecological and socioecological, cognitive and social- 
cognitive, genetic and other biologic theories), and describing it becomes more 
complex due to variations in definitions among different languages (Smith, Cowie, 
Olafsson, & Liefooghe, 2002). However, there are three common criteria used to 
define bullying in schools, namely, that it is (1) an intentional aggressive behavior, 
(2) carried out repeatedly and over time, and (3) enacted within an interpersonal 
relationship characterized by an imbalance of power where the victim has difficul-
ties defending himself or herself (Olweus, 2011). Consequently, regardless of the 
variation in definitions, bullying is considered a form of aggressive behavior or 
abuse by peers that infringes on the victim’s rights (Craig & Pepler, 2007; Olweus, 
2011). Examples of bullying may include ridicule or name-calling; ignoring or 
exclusion from a group of friends; hitting, kicking, pushing, shoving, or threaten-
ing; spreading lies or false rumors; sending mean notes; or doing other hurtful 
things (Solberg & Olweus, 2003; Solberg, Olweus, & Endresen, 2007). In addition, 
bullying among adolescents may include remarks about money or other items that 
may be taken away or destroyed, threats to do unpleasant things, or using deroga-
tory names with sexual or racial meaning (Kyriakides, Kaloyirou, & Lindsay, 2006).

The socioecological perspective (Swearer et al., 2006) can help us understand 
bullying and exploitation by highlighting the importance of certain characteristics 
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of individuals and their surroundings. In addition, institutional settings had (and 
may still have in some places) context-specific characteristics that also need to be 
considered. For instance, long-term residential centers in Romania were considered 
a “closed system” that lacked accountability to an external controlling and auditing 
authority. They also lacked resources to assess child abuse or the extent to which it 
occurred, and therefore it was not addressed appropriately. Additionally, many of 
these residential care facilities had an organizational structure and culture that facil-
itated violence (Gavrilovici & Groza, 2007a; Rus et al., 2013; Stativa et al., 2002), 
and the aggressive behaviors were an integral part of a “clan-like” living situation 
(Baker, Cunningham, & Male, 2002), where children were continuously and ines-
capably victims of their aggressors. Additionally, institutionalized children may 
also have experienced an invasion of their personal space, been placed within the 
same residential settings with peers from different backgrounds, experienced 
detachment from external support networks, and been part of an institutional culture 
of nondisclosure of bullying or attacks at night, all of which could increase the 
impact of bullying (Monks et al., 2009).

As prison studies have shown (Ireland & Ireland, 2003), bullying behavior among 
prisoners can be explained by (a) fear of future victimization, (b) “baroning” (when 
the bully and victim enter this relationship voluntarily), (c) a need to achieve status 
among peers, or (d) a need to obtain material goods. Additionally, bullying in prison 
can include behaviors such as shouting at victims during the night or when in their 
cell, stealing property, forcing the victim to swap property or buy canteen for another, 
or taxation of property (Ireland & Ireland, 2003), and some of these practices may 
have also been common among Romanian children placed in institutions.

This study provides a report on whether Romanian institutionalized children 
were witness to or forced to do various chores, steal, beg, and/or give away various 
personal belongings for the benefit of their older peers. Throughout this chapter, we 
refer to these four aggressive behaviors as exploitation because they cannot be fully 
described or explained by current theories that are solely used to measure peer-to- 
peer aggression or juvenile bullying in schools.

4  Sexual Abuse

As very well documented, children in residential care also experienced sexual 
abuse. Specifically, in a study of 448 Romanian institutionalized children (ages 
8–17), Gavrilovici and Groza (2007a) found that 31.2% of males and 27% of 
females reported being sexually abused in the past year. In addition, 44.9% of males 
and 52.8% of females witnessed their peers being sexually abused in the past year. 
However, this study did not identify whether these children were exposed to vio-
lence from their caregivers, educators, teachers, peers, or other individuals.

A high rate of moderately severe sexual violence in residential care settings for 
at-risk children was also found by Attar-Schwartz (2014) in Israel. In this study, 40% 
of the adolescents were victims of at least one act of peer sexual violent behavior in 
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the month prior to the survey, with similar rates for girls and boys, as well as Arab 
and Jewish children. These results are explained by adolescents’ individual charac-
teristics (i.e., adjustment difficulties; self-reported experiences of physical abuse by 
staff, or perception of the antiviolence policy of the care setting) and by the social 
context of the institutional care settings’ characteristics (i.e., percentage of males in 
the institution, average level of adjustment difficulties in the institution, and structure 
of the care setting – group settings or settings with familial elements).

Furthermore, studying the prevalence of child sexual abuse in out-of-home care 
in 2010, Euser and colleagues (2013) found that children in residential care experi-
ence sexual abuse more frequently than children in the general Dutch population. 
Professionals working in residential centers reported a prevalence of 5 per 1000 
sexual abuse cases. However, children with mild intellectual disabilities and placed 
in out-of-home care were more vulnerable to sexual abuse, with a prevalence of 9.7 
per 1000 children. Children in residential care self-reported a much higher preva-
lence at 280 sexual abuse cases per 1000 children (Euser et al., 2016).

The consequences of sexual abuse are dramatic as shown by a retrospective 
descriptive analysis study (Spröber et al., 2014) that measured the magnitude and 
the effects of child sexual abuse occurring between 1950 and 1980 in German reli-
giously affiliated and secular care institutions. Specifically, out of 1050 victims of 
abuse, the majority of participants in this study (with an average age of 52 years) 
reported at least one psychiatric problem (the most common diagnoses reported 
were depressive episodes, post-traumatic stress syndrome, and anxiety or obsessive- 
compulsive disorder).

Thus, the sexual abuse of children in residential care should be understood as a 
complex phenomenon related to individual characteristics (e.g., histories of sexual 
abuse prior to placement or gender) and institutional factors (e.g., group dynamics, 
institutional culture, and unpreparedness of professionals to deal with issues of sex-
uality) (for more information, see Timmerman & Schreuder, 2014) or to societal 
assumptions about the rights of children (Spröber et al., 2014).

5  Purpose and Research Question of the Current Study

Data for this chapter were collected in 1999 during a third phase of reforms within 
the Romanian child welfare system. This third phase occurred between 1997 and 
2000 and sought to reduce the maltreatment of children that had brought negative 
international attention to Romania (for a review, see Rus, Parris, Cross, Purvis, & 
Drăghici, 2011). The reform efforts began in 1990, when the Romanian government 
signed the United Nations Convention on the Rights of the Child (UN General 
Assembly, 1989) and thus undertook the responsibility to comply with these rights. 
Beginning in 1996, children in most institutions were informed of their rights, which 
included a ban on all types of physical and emotional abuse by staff or peers. Also 
during this period, legislation was enacted to create alternatives to institutional set-
tings and to regulate adoptions, provide support for families to prevent children from 
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entering residential care settings, and decentralize or close institutions. After closing 
the large institutions, children were placed in more child-friendly settings, such as 
centers with a family-type organization. Because reforms happened over a period of 
years, when our data was collected in 1999, some traditional-type institutions were 
still in operation as the newer family-type centers were emerging. The traditional 
long-term residential centers or orphanages were eventually eliminated. These tradi-
tional-type institutions housed large numbers of children in large buildings with each 
floor containing 14–20 bedrooms with about 8–10 beds each and no personal space. 
There was also an inconsistency in caregivers, who lacked psychological investment 
in the children, and high levels of abuse (for more information about this type of 
center, see Chap. 2). On the other hand, family-type centers housed fewer children in 
small houses or apartments or in larger buildings organized into autonomous sub-
units of up to 50 children and further divided into modules of up to 10 children. The 
rooms and daily activities were organized to resemble a family model and to provide 
individualized care (Stativa et al., 2002). In addition to the traditional and family-
type long-term residential settings, a third type of setting was also in operation at the 
time of our data collection. These were mixed-type centers where traditional and 
family-type settings coexisted within one building, in varying proportions. In a typi-
cal two-story mixed-type center, one floor contained a family- type setting, and 
another floor contained a traditional-style placement center (Stativa et al., 2002).

Data for this study was derived from the cross-sectional Survey on Child Abuse in 
Residential Care Institutions in Romania (SCARCIR; Stativa et al., 2002) that sought 
information about various types of abuse, including staff and peer victimization and 
awareness of exploitation. Subsequently, our analysis of the data sought to determine 
the magnitude of (1) experience and awareness of 12 types of punishments adminis-
tered by the institutional staff (for a complete list, see Sect. 5.1.5); (2) exploitation 
expressed through four specific behaviors where institutionalized children or/and 
teenagers forced the younger ones to (a) do various chores, (b) steal, (c) beg, and (d) 
give them various personal belongings (i.e., money, food, clothing, and school sup-
plies) or they witnessed (were aware of) such exploitative situations; and (3) experi-
ence and awareness of sexual abuse perpetrated by institutional staff and/or peers. 
Additionally, (4) we wanted to assess the extent of children’s awareness of and vic-
timization through punishments by staff, sexual abuse, and peer exploitation across 
the three different types of residential settings (i.e., traditional, familial, and mixed).

5.1  Method

5.1.1  Survey on Child Abuse in Residential Care Institutions in Romania 
(SCARCIR)

We performed a secondary analysis of data from the Survey on Child Abuse in 
Residential Care Institutions in Romania (SCARCIR) (for a complete review of the 
SCARCIR, including methodology, see Rus et al., 2013; Stativa et al., 2002).
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5.1.2  Participants in the Current Study

The original data set included a national representative sample of 3164 children 
(1701 boys and 1463 girls) in residential care institutions with ages between 0 and 19 
years (M = 9.45; SD = 5.39), representing 7.8% of the entire population of institu-
tionalized Romanian children in 1999. Three criteria were used to include children 
from the original study in the current secondary analysis. First, because the SCARCIR 
survey on punishments was only applied to children (a) over 7 years of age and (b) 
who resided in placement centers for school-aged children (children residing in cra-
dles, placement centers for preschool children, and cămine spital were excluded from 
the survey on punishments; in total N = 1461), all participants in the current study 
were limited to these two criteria (N = 1703). Furthermore, the third criterion was a 
requirement that the children must have both the first part of the survey (files – infor-
mation was obtained from a variety of documents, such as the children’s social files, 
medical records, and other records available in the institutions or made available by 
either the management or the educational, social, and medical personnel) and the 
second part of the survey (interview referring to acts of neglect and abuse in institu-
tions). Consequently, 192 children were excluded from the final sample due to the 
lack of these data. Therefore, participants from the original SCARCIR data set who 
did not meet the three abovementioned criteria were excluded, resulting in a final 
sample for the current study of 1511 children (802 boys and 709 girls) with ages 
between 7 and 19 years (M = 12.67; SD = 2.84) and living in 53 long-term residential 
centers, representing 47.8% of the SCARCIR initial sample. Notably, the sample for 
the current study (N = 1511) represents 88.7% of the original SCARCIR national 
representative sample of children residing in placement centers for school-aged chil-
dren (N = 1703). Further descriptions of the purpose of SCARCIR and research 
methodology are presented elsewhere (for a complete review, see Rus et al., 2013; 
Rus et al., in press; Stativa et al., 2002; Chap. 2).

5.1.3  Measures

One of the coauthors of the present study (Stativa) is an expert who participated in 
the reforms of the Romanian child protection system in the 1990s. She formed the 
idea to measure abuse after extensive discussions with institutionalized children and 
youth and their caregivers. These discussions revealed a variety of abusive experi-
ences endured by institutionalized children from staff and peers. Consequently, a 
preliminary questionnaire was created and then piloted four times on 20–25 chil-
dren from various institutions to check the acceptability of questions by the chil-
dren, the rate of nonresponses, and the length of the interview. During this process, 
the researchers indeed found that punishments by institutional staff and peer exploi-
tation were real issues and were generalized across institutional settings. This find-
ing encouraged the researchers to include questions to capture these behaviors. 
From the beginning, the survey sought to measure atypical abusive or exploitative 
behaviors never before reported in institutional settings. Later, in addition to the 
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quantitative data collected by means of the SCARCIR survey, focus groups held 
with children and staff also confirmed the presence of these behaviors.

5.1.4  Experience and Awareness of Punishments, Exploitation, 
and Sexual Abuse

Assuming that children could underreport the abuse (i.e., punishments, exploitation, 
and sexual abuse) they witnessed or experienced due to fear of negative conse-
quences and, therefore, be reluctant to disclose such sensitive information, they 
were first asked if they had knowledge of, or were aware of, abuse in the long-term 
residential center where they lived. Then, specific questions were asked that inquired 
whether they experienced various forms of abuse.

5.1.5  Experience and Awareness of Punishments

Specifically, children were first asked the following question: “In this institution, are 
there children who are severely punished (including beaten) by the institutional 
staff?” The measurement of this item had a binary distribution (no versus yes). 
Next, children were asked: “Have you happened to be severely punished (beaten) by 
the staff?” The measurement of this item had a binary distribution (no versus yes). 
If yes, they were asked: “If yes (you happened to be severely punished), what was 
the punishment?” Children were given 12 possible responses from which to choose 
including (1) humiliation (humiliating language, attitudes, and gestures), (2) threat-
ening (blackmail), (3) prohibition of family visits, (4) prohibition of recreation 
activities, (5) prohibition of meals, (6) prohibition of leaves, (7) obligatory chores, 
(8) mild corporal punishments (including spankings, punches, kicks, or ear and hair 
pulling), (9) severe corporal punishments (including with a plank or a wet rope), 
(10) physical isolation (making the child stand in a corner), (11) isolation from 
group (isolating the child from other children when they were playing), and (12) 
other punishments (not defined in this study). The measurement of these 12 forms of 
punishments had a binary distribution (no versus yes). Children who answered 
“yes” to any of these items were coded as having been punished by staff. Those who 
answered “no” to all items were coded as not having been punished by the staff. 
Based on these 12 responses, a composite variable was created (i.e., child experi-
ence of being punished by staff) summing up the responses (no versus yes).

5.1.6  Experiences and Awareness of Peer Exploitation

The data from structured interviews contained children’s answers to four sets of 
questions related to their experiences of exploitation by older children and exploita-
tion awareness. This outcome was captured by the following question: “Do older 
children/teenagers in this center exploit the younger ones by forcing them to (1) do 
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various chores, (2) steal, (3) beg, and (4) give them various personal belongings 
(i.e., money, food, clothing, and school supplies)?” Next, children were asked if 
they personally experienced exploitation by asking: “Have you been forced to (1) do 
various chores, (2) steal, (3) beg, and (4) give them various personal belongings 
(i.e., money, food, clothing, and school supplies)?” Those who answered “yes” to 
any of these items were coded as having been exploited by older children or having 
awareness of exploitation in the institution where they lived. Those who answered 
“no” to all items were coded as not having been exploited or not being aware of 
exploitation. Thus, the outcome variables, namely, (a) the awareness of exploitation 
and (b) the experience of exploitation had a binary distribution (no versus yes).

5.1.7  Experience and Awareness of Sexual Abuse

Children were also subjected to sexual abuse by staff and/or other adults or peers 
who were or were not in contact with them through the institution (for more infor-
mation, see Stativa et  al., 2002). This outcome was captured by two questions, 
namely, “In this center, are there children forced (blackmailed) to have sexual rela-
tionships?” and “Has it ever happened to you to be forced by anyone to have such a 
relationship?” The responses to these two questions had a binary distribution (no 
versus yes).

5.2  Analysis Plan

Data from children’s interviews were used in the current analysis. Data were ana-
lyzed using IBM SPSS (Version 23, 2015). All item responses were in a yes-or-no 
format. Some responses contained missing items and analysis was done on avail-
able data. Statistical analysis included descriptive analysis in the form of frequen-
cies and percentages. Also, a series of cross tabulations with chi square tests of 
association were performed to examine differences in children’s experience and 
awareness of various forms of abuse between traditional-type institutions and 
family- type and mixed-type (traditional and family-type) facilities. Cramer’s V sta-
tistics are reported as a measure of effect size.

5.3  Results

5.3.1  Descriptive Analysis

The average time children were institutionalized was 5.71 years (SD = 3.98; Mdn = 
6.0), ranging from 0 to 18 years. The mean age at the first placement was 72.34 
months (SD = 48.09; Mdn = 79.0), ranging from 0 to 218 months. The ratio of 
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children for each caregiver during the day ranged from 3 to 32 (M = 9.76; Mdn = 
9.0; SD = 5.37). As seen in Table 3.1, a slight majority of children had siblings resid-
ing in the same institution (50.1%), and many reported being visited by their parents 
during the year when data were collected (76.2%). For the purpose of the current 
study, these institutions were grouped as (a) small institutions with up to 100 chil-
dren (18.8% of children), (b) medium institutions with 101 to 200 children (43.5% 
of children), (c) large institutions with 201 to 300 (20.3% of children), and (d) very 
large institutions with 301 to 400 children (17.5% of children). Out of 1511 institu-
tionalized children, 60% were placed within 34 institutions that had a traditional 
type of organization, 7.7% were placed within 5 institutions that had a familial type 
of organization, and 32.4% were placed in 14 institutions with a mixed-type model 
of organization. Mixed-type organizations were institutions in which the two previ-
ous models (traditional and familial) coexisted in varying proportions. Out of 53 
institutions, 36 were located in urban areas, comprising 70.2% of the institutions in 
our sample.

Table 3.1 Frequencies and percentages of child characteristics

Type of institutional organization
Overall Traditional Family type Mixed
N % n % n % n %

Child level
  Number of children 1511 100 906 60.0 116 7.7 489 32.4
  Gender
   Male 802 53.1 460 52.3 70 56.5 272 53.5
   Female 709 46.9 419 47.7 55 43.5 236 46.5
  Siblings in institution(s)
   No 594 42.7 361 42.8 56 51.4 177 40.5
   Yes, in this center 696 50.1 430 50.9 42 38.5 224 51.3
   Yes, in another center 100 7.2 53 6.3 11 10.1 36 8.2
  Visited by parents this year
   No 333 23.8 191 22.8 25 22.9 117 25.7
   Yes 1067 76.2 645 77.2 84 77.1 338 74.3
  Institution size
   Small (1–100 children) 284 18.8 225 24.8 5 4.3 54 11.0
   Medium (101–200 children) 657 43.5 338 37.3 79 68.1 240 49.1
   Large (201–300 children) 306 20.3 79 8.7 32 27.6 195 39.9
   Very large (301–400 children) 264 17.5 264 29.1 0 0 0 0

Institution level
  Number of residential centers 53 100 34 66.7 5 7.8 14 25.5

  Institution location
   Rural 17 32.1 10 28.6 4 80 3 23.1
   Urban 36 67.9 25 71.4 1 20 10 76.9

Note: Descriptive percentages not summing to 100% reflect missing data
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5.3.2  Experiences of Punishments, Exploitation, and Sexual Abuse

Overall, as shown in Table 3.2, 44.6% of children reported being victims of at least one 
of the twelve forms of punishments administered by staff listed in the survey. 
Specifically, most of the children reported receiving moderate (34.7%) and severe 
(17.8%) corporal punishments and/or prohibition of recreational activities (10.3%). 
Additionally, they were forced to do chores (8.4%), denied meals (8.2%), humiliated 

Table 3.2 Frequencies and percentages of experience and awareness of various forms of abuse in 
the institution

N No % Yes %

Child experience of punishment, exploitation, and 
abuse
  Child experience of being punished by staff (types of 

punishments)
1457 807 55.4 650 44.6

   Mild corporal punishments 1462 954 65.3 508 34.7
   Severe corporal punishments 1462 1202 82.2 260 17.8
   Prohibition of recreation activities 1462 1312 89.7 150 10.3
   Obligatory chores 1462 1339 91.6 123 8.4
   Prohibition of meals 1462 1342 91.8 120 8.2
   Humiliation 1461 1370 93.8 91 6.2
   Prohibition of leaves 1462 1371 93.8 91 6.2
   Threatening 1462 1375 94.0 87 6.0
   Prohibition of family visits 1462 1424 97.4 38 2.6
   Isolation from group 1462 1432 97.9 30 2.1
   Physical isolation 1462 1440 98.5 22 1.5
   Other punishments 1458 1445 99.1 13 0.9
  Child experiences of exploitation by peers (types of 

exploitation situations)
1415 1000 70.7 415 29.3

   Various chores (odd jobs) 1427 1115 78.1 312 21.9
   Steal 1430 1314 91.9 116 8.1
   Beg 1429 1342 93.9 87 6.1
   Give away belongings 1428 1118 78.3 310 21.7
  Child experience of being forced to have sex 1259 1199 95.2 60 4.8
Child awareness of punishments, exploitation, and 
abuse
  Child awareness of peers being severely punished by 

staff in institution
1451 729 50.2 722 49.8

  Child awareness of peer exploitation (types of 
exploitation situations)

1386 819 59.1 567 40.9

   Various chores (odd jobs) 1434 925 64.5 472 32.9
   Steal 1429 1155 80.8 237 16.6
   Beg 1428 1204 84.3 187 13.1
   Give away belongings 1486 1017 68.4 431 29.0
  Child awareness of peers being forced to have sex 1163 892 76.7 271 23.3

Note: Descriptive percentages not summing to 100% reflect missing data and/or children choosing 
not to respond to the question
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(6.2%), denied leaves (6.2%), threatened (6%), prohibited from family visits (2.6%), 
isolated from the group (2.1%), physically isolated (1.5%), or experiencing other types 
of punishments (0.9%). Furthermore, almost 30% of children reported experiencing at 
least one of the four forms of peer exploitation. Specifically, 21.9% were forced to do 
various chores (odd jobs) for older peers, 8.1% were forced to steal, 6.1% were forced 
to beg, and 21.7% were forced to give up personal belongings. In addition, 4.8% of 
children reported experiencing sexual abuse by staff and/or other adults or peers.

The results also (see Table 3.3) reveal that a significantly higher proportion of 
children in traditional and family-type institutions (49.9% and 53.7%) reported 
experiencing punishments compared to those in mixed-type institutions (33.2%). 
Additionally, a significantly higher proportion of children in traditional and family- 
type institutions (37.1% and 28.5%) reported experiencing peer exploitation com-
pared to those in mixed-type institutions (15.4%). Finally, a significantly greater 
proportion of children in family-type institutions reported being forced to have sex 
(11.4%) compared to children in traditional and mixed-type institutions (4.8% and 
2.7%) by staff and/or other adults or peers who were or were not in contact with 
them through the institution.

5.3.3  Awareness of Punishments, Exploitation, and Sexual Abuse

As seen in Table 3.2, children also were aware that their peers were severely pun-
ished by staff (49.8%), and 40.9% were aware of peers being exploited by older 
peers. Specifically, 32.9% were aware of others being forced to do various chores 
(odd jobs) for older peers, 16.6% were aware of peers being forced to steal, 13.1% 
were aware of peers being forced to beg, and 29% were aware of peers being forced 
to give up personal belongings. Moreover, 23.3% of children reported awareness of 
peers being sexually abused. The results also (see Table 3.3) showed that a signifi-
cantly lower proportion of children in mixed-type institutions (34.3%) reported 
awareness of peers being punished by staff compared to those in traditional and 
family-type institutions (58.2% and 55%). Additionally, a significantly higher pro-
portion of children in traditional and family-type institutions (51% and 43.4%) 
reported awareness of children being exploited by their peers compared to the pro-
portion of children in mixed-type institutions (21.2%). Finally, a significantly higher 
proportion of children in family-type institutions (50%) reported awareness of chil-
dren being forced to have sexual relationships by staff and/or other adults or peers 
(who were or were not in contact with them through the institution) compared to the 
proportion of children in traditional and mixed-type institutions (22.3% and 16.6%).

6  Discussion

Using a Romanian nationally representative sample of institutionalized children, 
out of 1511 children placed in 53 long-term residential centers for school-aged chil-
dren that represented three different organizational types (i.e., traditional, familial, 
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and mixed), nearly five in ten reported experiencing or being aware (45% and 50%) 
of punishments administered by institutional staff (see Table 3.2).

Additionally, nearly three in ten (29%) and four in ten (41%) reported experi-
encing and/or being aware of exploitation practices. Nearly five in one hundred 
(4.8%) declared that they experienced being forced to have sex, but nearly twenty 
in one hundred (23%) declared that they were aware of children being sexually 
abused.

These results are in agreement with previous reports highlighting an increased 
level of violence (i.e., abuse, bullying, or exploitation) children experienced or wit-
nessed within long-term residential centers. Specifically, Gavrilovici and Groza 
(2007a) is one of the only studies we are aware of that measured the magnitude of 
violence perpetrated on Romanian institutionalized youth (N = 448; ages 8–17) in 
Romania (data collected in 2001 from six institutions located in rural, urban, and 
semi-urban settings within Iasi County). The authors found that children residing in 
institutions self-reported being threatened in the past year (68.8% of males and 
63.9% of females), slapped/hit/punched/pushed in the institution (73% of males and 
68.2% of females), beaten up in the institution (45.1% of males and 37.3% of 
females), attacked/stabbed with a knife (12.1% of males and 6% of females), and/or 
sexually abused (31.2% of males and 27% of females). Additionally, children wit-
nessed their peers being threatened (71.6% of males and 69.5% of females), slapped/
hit/punched/pushed in the institution (81.4% of males and 82.4% of females), 
beaten up in the institution (72.6% of males and 72.1% of females), attacked/
stabbed with a knife (26.5% of males and 23.4% of females), and/or sexually abused 
(44.9% of males and 52.8% of females). In another study, Sekol and Farrington 
(2009) measured 601 young (11–21 years of age) people residing in 22 residential 
institutions in Croatia and found that 66.8% of children placed in children’s homes 
and 56.3% placed in correctional homes were victims of bullying.

The analyses showed that children in traditional and, surprisingly, family-type 
institutions reported experiencing and awareness of punishments and exploitations 
in a higher proportion than those in mixed-type institutions. Additionally, a signifi-
cantly higher proportion of children in traditional and, again unpredictably, family- 
type institutions reported experience and awareness of children being exploited by 
their peers compared to the proportion of children in mixed-type institutions. 
Finally, a completely unexpected result showed a significantly greater proportion of 
children in family-type institutions reported experiencing and/or awareness of chil-
dren being forced to have sex compared to children in traditional and mixed-type 
institutions.

Overall, these results do not support the assumption that the reforms designed to 
diminish abuse within the long-term residential system improved children’s living 
conditions by decreasing the level of abuse. Unpredictably, children placed within 
family-type long-term residential settings reported abuse as much as children in 
traditional residential settings.
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6.1  Why Did Children in Traditional-Type Settings Report 
More Abuse?

Because traditional-type institutions had adverse living conditions and organiza-
tional structures (see Rus et al., 2013; Stativa et al., 2002), individualized care of 
children could not be provided. The ill-suited organizational features also facilitated 
staff and peer-to-peer aggression, and the lack of privacy allowed for many children 
to witness aggressive behaviors. As previously shown, these situations could have 
been exacerbated by inadequate management and systems of accountability and 
staff recruitment, training, and supervision (Colton, 2002; Monks et al., 2009); fail-
ure to segregate vulnerable children according to their age, size, or sex, from dan-
gerous peers (Pinheiro, 2006); physical structure and size of residential settings; 
lack of clear placement goals, use of emergency placements, and lack of external 
professional assistance (Monks et  al., 2009); and/or inappropriate staff conduct 
(Freundlich, Avery, & Padgett, 2007).

In addition, there was inconsistency in caregiving and little interaction between 
staff and children (Smyke, Zeanah, Fox, & Nelson, 2009), lack of educational activ-
ities (Rutter et al., 2007), and lack of individualized developmental programs for 
children (Children’s Health Care Collaborative Study Group, 1994) that might have 
contributed to the violence children experienced or witnessed within long-term resi-
dential centers. In addition, peer group cultural norms in residential centers (Barter, 
Renold, Berridge, & Cawson, 2004; Sekol, 2013) may have also contributed to 
awareness of exploitation, facilitated by many factors such as deprivation, stigmati-
zation, frustration, and poor relationships with staff (Barter et  al., 2004; Sekol, 
2013). Violence among peers was shaped by residents’ own rules, perceptions, jus-
tifications, and group dynamics where dominant members used violence to exercise 
control. Due to lack of supervision, children in traditional-type institutions likely 
had greater opportunity to organize gangs with their own hierarchy, rules, norms, 
and dynamics, which could not be controlled by staff.

The culture of violence that permeated these institutions may have contributed to 
their status as closed institutions. Thus, without accountability to an effective exter-
nal controlling authority, and without resources to enable the detection and mea-
surement of child abuse, the extent of the abuse by staff and peers could not be 
determined and, consequently, was not addressed. Considering the sociological 
concept of “total institutions,” Goffman (1961) described how power is constructed 
and performed. He maintained that within total institutions there are two types of 
segregation: (a) between the “managed” group (inmates, in a prison; children, in an 
orphanage) and the “supervisory” staff and (b) spatially (with both inmates in prison 
and children in traditional-type institutions living in restricted areas with limited 
contact to the outer world). For children, all aspects of life (work, play, education, 
sleep) were carried out in the residential institution and often in groups under firm 
scheduling. This regulated system of living helped staff to maintain authority and 
wield control by various means such as restricting opportunities to affirm or exer-
cise agency or personal choices (for more information about total institutions in the 
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Romanian context, see Gavrilovici, 2007b). Consequently, these institutional char-
acteristics might have contributed to the perpetuation of abuse.

Furthermore, the lack of specialists within institutions (psychologists, physical 
therapists, teachers, or social workers) and lack of professional training for staff 
(Stephenson et al., 1993) might have facilitated the culture of abuse. The few spe-
cialists who did work in these institutions lacked special training and thus were 
unable to detect or appropriately address this issue.

As shown by research on violence among prison inmates (Ireland & Ireland, 
2003), the exploitation of children in residential centers can also be explained by a 
mutual relationship between bully and victim (“baroning”) where both enter the 
abusive relationship with different expectations. For instance, the bully may want 
material goods (i.e., money, food, clothing, school supplies) or high status, whereas 
the victim may want protection from other peers.

Given the widespread awareness among the institutionalized children of abuse 
that occurred at the hands of staff members, an open question is how the awareness 
itself affected children’s behavior. One common lay belief is that punishment, espe-
cially of the severe variety, would deter poor behavior among both punished chil-
dren and children who merely observed it. In other words, staff members may 
believe that beating one child for a behavior could deter all the others from doing 
the same thing in the future. A variety of previous research has demonstrated that 
these observations of violence – what we have called “awareness” in the present 
investigation – typically result in negative behavioral and emotional outcomes for 
the child observers. For instance, children in families where domestic abuse occurs 
are often present to observe violence in their environments that they may not be 
directly involved in (e.g., Blair, McFarlane, Nava, Gilroy, & Maddoux, 2015; 
Hamby, Finkelhor, Turner, & Ormrod, 2011), and as a result, they appear to be more 
at risk for a variety of negative mental health outcomes, as well as behavioral 
 problems at home and in school (Kitzmann, Gaylord, Holt, & Kenny, 2003; Lemmey 
et al., 2001; McFarlane, Grof, O’Brian, & Watson, 2003).

In addition to this empirical research evidence, one prominent theoretical per-
spective, Social Learning Theory, would also suggest that punishments (and aware-
ness of them) may have contributed to one of the problems under study in the 
present investigation: exploitation/peer-to-peer violence. Because children who 
observe violent adults tend to be violent themselves, whether this violence has been 
committed against the children or against someone else (Bandura, 1972; Bandura & 
Walters, 1963; Gershoff & Grogan-Kaylor, 2016), observing harsh punishments by 
staff members may actually legitimize peer abuse and encourage violence and mis-
behavior. Some theorists have even gone so far as to suggest that observation of 
violence may give ideas to future perpetrators of ways to maximize the impact of 
the violence while at the same time minimizing the likelihood of detection. In this 
way, social learning may be an important trigger of future criminality as well 
(Burgess & Akers, 1966; Pfohl, 1994; Sutherland, 2009). Rather than curbing poor 
behavior, then, abuse by adult staff members may create conditions conducive to a 
worsening cycle of violence, negative mental health outcomes, and behavioral prob-
lems. In all, this suggests that both victimhood and awareness of abuse may be 
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important predictors of a variety of key outcomes, and they may each be deserving 
of further study and consideration in the research literature.

Additionally, the punishment of children in Romanian long-term residential cen-
ters should be considered within the general context of the cultural norms, beliefs, 
and practices regarding parenting in Romanian society at that time. Discipline meth-
ods in institutions were likely reflective, to some extent, of discipline practices used 
among Romanian parents raising their own children (Browne et al., 2002; Iliescu, 
Preda, Stativa, Vitcu, & Ovedenie, 2007) which often included physical punishments 
(e.g., beating, slapping, ear and hair pulling, and shaking). Importantly for the cur-
rent study, little is known about bullying or exploitation in the general population of 
noninstitutionalized children during the period when the data of the present study 
were collected. However, recently findings showed that more than 50% (Asociatia 
Telefonul Copilului, 2014; Filipeanu, 2012) of children or teenagers interviewed 
reported that they were victims of bullying in school settings, suggesting also that 
this phenomenon might have been present when data of this study was collected.

6.2  Why Did Children in Family-Type Settings Report More 
Abuse?

Undoubtedly, the new types of placement centers (i.e., family-type organization) 
provided more appropriate living conditions for children, knowing that they enjoyed 
individualized care that resembled the family model and lived within modules with 
up to ten children. Specifically, some of those large barracks were transformed into 
smaller and friendly spaces with a smaller number of children in the room, having 
furniture that allowed for personalization of the rooms (e.g., tables or couches), com-
mon spaces for recreation with TV, library, and club activities, and sometimes these 
units had their own kitchens and bathrooms. However, unexpected results in this 
study showed that these children reported as much or more abuse as those placed in 
traditional-type institutions. In comparison to children in traditional and mixed-type 
centers, those in family-type centers reported the highest rate of punishments and 
awareness of punishments as well as sexual abuse and awareness of sexual abuse. 
Regarding peer exploitation and awareness of peer exploitation, they reported a rate 
lower than traditional-type institutions but higher than mixed-type centers. These 
results suggest that policies prohibiting abuse in residential settings in the early 
1990s most probably failed and children were exposed to high levels of abuse.

Due to the nonexperimental research design, this finding allows us only to specu-
late some possible explanations. Thus, one explanation could be that the privacy 
within the family-type institutions could have been greater than the privacy in tradi-
tional type; therefore, the opportunity to offend was possibly greater. Another pos-
sible explanation, children could seek out the caretakers who were less abusive 
within the traditional system, whereas children in a familial institution were not 
afforded this opportunity. Consequently, the latter might have been under greater 
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duress than the former; therefore, the latter reported a higher magnitude of abuse. 
Furthermore, it should be highlighted that, typically, older children were placed in 
such family-type settings and they might have been more likely to experience abuse 
and open to disclose their experience and awareness of the abuse.

However, these results should be interpreted cautiously knowing that the group 
of children placed in family-type settings was much smaller than the other two 
groups (i.e., traditional and mixed type of institutions) representing only about 8% 
of the total number of children studied. Additionally, children were placed in these 
institutions only about 1 year before they were interviewed, and consequently, the 
reforms of the child welfare system were still ongoing and unlikely to show antici-
pated outcomes (reduction of the magnitude of abuse) based on what might be 
anticipated after reforms were fully completed.

6.3  Why Did Children in Mixed-Type Settings Report Less 
Abuse?

Surprisingly, children placed in mixed-type residential centers showed better results 
(less abuse) compared with children in traditional or family-type institutions. It is 
important to note that in mixed-type centers, both traditional and family-type set-
tings coexisted within one building in varying proportions, with some children 
placed in the traditional setting and others in the family-type setting. One possible 
explanation for these results could be that in these mixed-type centers, the adminis-
trative and staff personnel were more motivated to curb the abuse of the children or 
children felt more secure (i.e., decreased fear of retaliation) when reporting abuse. 
Alternatively, some institutional characteristics could have influenced the magnitude 
of abuse, such as our finding reported in another study that the number of the children 
in dorms was associated with peer exploitation victimization (Rus et al., 2017). Future 
multilevel analyses, where both personal and institutional characteristics are analyzed 
simultaneously, could offer a better perspective of protective and risk factors regard-
ing each form of abuse (experienced or witnessed).

7  Strengths and Limitations

Our study is the most comprehensive investigation to measure physical, emotional, 
and sexual abuse within Romanian residential institutions. We used a nationally 
representative sample of children residing in 51 institutions of varying organization 
types. Additionally, the design for the measurement of punishment and exploitation 
was based on children’s feedback provided in focus group discussions, helping us to 
measure several abusive behaviors not previously identified and which are more 
specific to closed institutional systems and could be further explored in future 
research.
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However, there are several limitations with this study. First, we only examined a 
particular subset of staff and peer abuse. Other types of abuse may have occurred in 
this population (perpetrated by both peers and adults). This includes our inability to 
examine in detail children who exploited other children and how exploited children 
may have also exploited others (learned violence). Second, our data only allowed us 
to examine lifetime reports of exploitation and not frequency or trends over time. 
Third, we were limited in our examination of the prevalence of reported abuse. In 
general, both under- and over-reporting are a concern with self-report data, and cor-
roboration of these cases by a staff member would have been preferable. However, 
if these prevalence rates are biased in some way, the most probable direction for 
such bias would be gross underreporting due to fear of reprisal or retribution by 
peers or staff. Underreporting could also be due to a phenomenon in which abused 
children are transformed into abusers over time (especially for those ages 16 and 
older) and are thus motivated to hide their own abusive behavior (Stativa et  al., 
2002). In either case, self-reported data from institutionalized youth have shown 
acceptable reliability in the past (Sekol & Farrington, 2013). Additionally, the sur-
vey questions left open the option to report past or present experiences or some 
combination of these. Although types of organization (i.e., traditional, familial, and 
mixed) may appear to have a causal relationship with children’s exploitation, the 
cross-sectional design does not allow such inferences to be made. Furthermore, the 
wording of the questions regarding especially the experience of punishments, 
exploitation, and sexual abuse could infer that these experiences happened in 
another institution where the child might have been institutionalized prior.

8  Implications for Improving Children’s Care

Even though our data were collected in late 1999, this investigation of staff punish-
ments, peer exploitation, and sexual abuse victimization and awareness has a histori-
cal value due to a lack of published research in this area. This information adds to our 
knowledge of the developmental environment for children in Romanian institutions 
in that time period. Additionally, our results may be of importance to researchers 
studying the anthropology of violence or vulnerable children at increased risk for 
staff and peer abuse and exploitation in short- or long-term institutional settings 
across the globe or other at-risk groups such as foster or street children.

Even though Romanian authorities had enacted policies prohibiting abuse in 
residential settings in the early 1990s, we found that a significant number of chil-
dren still experienced abusive punishment by their caregivers, were victims of or 
had awareness of exploitation by peers, and/or were sexually abused. These abuses 
could be hidden because an older law (Law 3/1970) lacking a requirement for peri-
odic psychological evaluation of the children by a specialist remained in place after 
the establishment of the new protective measure. Without an evaluation to provide a 
baseline and history of children’s status before the new law was enacted, or ongoing 
issues, it was practically impossible to identify or measure abuse in institutions. 
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However, an evaluation requirement was later introduced into the new legal frame-
work (see Ordinance 26/1996), and consequently, children were psychologically 
assessed every 3 months. Today, the child protection system has been reformed, and 
large state-run residential institutions have been closed or transformed into smaller 
facilities which coexist along with private residential homes, both having adequate 
quality standards of care (Bejenaru & Tucker, 2014). In the future, researchers 
investigating Romanian institutionalized children may want to consider whether the 
abusive behaviors identified in the present study have decreased since the reforma-
tion of the child protection care system.

9  Summary

By investigating the prevalence of victimization and awareness of punishments, 
exploitation, and sexual abuse, we found that children and adolescents experienced 
a profound endemic institutional betrayal (Smith & Freyd, 2014). Sadly, these vul-
nerable children and adolescents were not adequately protected at that time by a 
system that likely perpetuated a violent institutional culture that, perhaps, may also 
have been a reflection of the larger Romanian society at the time. In addition, we 
know that institutional rearing has profound consequences on children’s develop-
ment. Our study highlighted various harmful inputs (Humphreys & Zeanah, 2015) 
and further demonstrated the complex milieu that comprised life in institutional 
settings, including awareness and experiences of physical abuse by staff, sexual 
abuse, and exploitation.

Questions for Discussion
 1. Choose one of the types of violence described in this study. Reflect on how this 

type of violence might affect a child in various domains (e.g., social, emotional, 
physical, developmental, academic/cognitive, communication, values/beliefs, 
etc.). Describe in as much detail as possible how this type of violence might affect 
the child in at least two of these domains, including possible long-term effects.

 2. Considering the current state of children’s residential settings in your own coun-
try or region, what policies and practices are currently in place to prevent vio-
lence upon children?

 3. Reflecting on your response to the second question, what additional (or differ-
ent) policies would you recommend to improve upon current policies? Explain 
the reasoning for your response.
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1  Introduction

Undoubtedly, a relatively recent large body of evidence has consistently shown that 
there is a link between maltreatment (i.e., abuse and neglect) of children in their 
biological families and their subsequent educational achievement. Consequently, 
many of the children who experience maltreatment on average receive lower ratings 
of performance from their school teachers, score lower on cognitive assessments 
and standardized tests of academic achievement, are more likely to get suspended 
from school and retained in their grade, have lower grade point averages (GPA), 
have problems completing homework assignments and report less academic engage-
ment, and are less likely to anticipate attending college (Eckenrode & Laird, 1993; 
Egeland, Sroufe, & Erickson, 1983; Kendall-Tackett & Eckenrode, 1996; Lansford 
et al., 2002; Rowe & Eckenrode, 1999; Shonk, Cicchetti, Susan, & Dante, 2001; 
Slade & Wissow, 2007).

In the context of the foregoing, the focus of this chapter is to show that maltreat-
ment is associated with children’s academic performance not only in children living 
in typical communities but also in their institutionalized counterparts. Before we 
begin, we should note that there are many ways to describe the settings where sepa-
rated or orphaned children are cared for: orphanages, care institutions, institutional 
care facilities, residential care facilities, or long-term residential centers (which are 
preferred in this study). These terms are often used interchangeably in the literature. 
In the present study we assessed the relationship between maltreatment and aca-
demic performance of children living within the system of Romanian institutional 
care facilities, once considered one of the worst child-protection care systems in the 
world (see Viacheslav Samoskin, as cited in National Authority for the Protection of 
Child’s Rights & Phare 2003 “Educational Campaign on Child’s Rights”, 2006). As 
far as we know, there are no large empirical studies that have systematically mea-
sured academic performance in Romanian institutionalized children, and, therefore, 
in this chapter we are presenting (1) a brief introduction on the topics of maltreat-
ment and educational performance of institutionalized children and (2) an investiga-
tion of children’s experience of punishments by staff, as well as other individual and 
institutional risks and protective factors that may be associated with Romanian chil-
dren’s academic performance.

2  Maltreatment and Educational Performance 
of Institutionalized Children

As shown by a large body of evidence accumulated in recent years, institutionaliza-
tion in long-term residential centers is often accompanied by the experiencing and/
or witnessing of abuse (i.e., emotional, physical, or sexual) by staff and/or peers 
(Attar-Schwartz & Khoury-Kassabri, 2015; Attar-Schwartz, 2011, 2013, 2014; 
Euser, Alink, Tharner, van IJzendoorn, & Bakermans-Kranenburg, 2014, Euser, 
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Alink, Tharner, van IJzendoorn, & Bakermans-Kranenburg, 2016; Gray et al., 2015; 
Haarr, 2011; Hermenau, Hecker, Elbert, & Ruf-Leuschner, 2014; Hermenau et al., 
2011; Rus et  al., 2013; Segura, Pereda, Abad, & Guilera, 2015). The associated 
traumas experienced by institutionalized children subjected to abuse have signifi-
cant negative consequences on their well-being (e.g., Escueta, Whetten, Ostermann, 
& O’Donnell, 2014; Hermenau et al., 2011, 2014; Segura, Pereda, Guilera, & Abad, 
2016; Whetten, Ostermann, Whetten, O’Donnell, & Thielman, 2011), including 
poor academic performance and school functioning (Attar-Schwartz, 2009).

Neglect is the most common form of child maltreatment (Kaplan, Schene, 
DePanfilis, & Gilmore, 2009) and is manifested by depriving the child of some or 
all of the most basic physical and psychological needs such as shelter and food 
security, access to health services, and a nurturing environment. Largely, the aban-
donment and institutionalization of children represent extreme forms of deprivation 
that put children at risk for various forms of abuse, neglect, and adverse develop-
mental and health outcomes. The deleterious effects of institutionalization are evi-
dent in numerous developmental domains, both physical and psychosocial, and can 
be long-lasting (Rutter et  al., 2010), even though some recent studies show that 
institutionalized children do not have worse health, emotional and cognitive func-
tioning, or physical growth compared to street children and orphans or abandoned 
children in other types of care (Braitstein et al., 2013; Whetten et al., 2009). Children 
raised in institutions exhibit deficits in cognitive (e.g., IQ, executive functioning), 
emotional (e.g., psychopathology), and social functioning (e.g., disrupted peer rela-
tionships) with potentially devastating consequences for well-being outcomes dur-
ing adulthood (Hodges & Tizard, 1989; Nelson, Fox, & Zeanah, 2014; Rutter, 
Kreppner, O’Connor, & ERA Study Team, 2001).

Cognitive abilities such as intelligence quotient (IQ; Barnett, 1998) and executive 
functioning (Alloway & Alloway, 2010) are important prerequisites and powerful pre-
dictors of academic achievement in both community and disadvantaged populations 
of children. Intellectual abilities of children reared in institutions have been reported 
to be markedly diminished, and for some of these children, their cognition remains 
compromised long after they are removed from the severely deprived environment 
(Rutter et al., 1998). For example, in the Bucharest Early Intervention Project (BEIP), 
which is the first randomized controlled study of foster care as an alternative to insti-
tutional care, the mean developmental quotient (DQ; a crude measure of IQ) at age 2 
years in a sample of 136 children recruited from Romanian orphanages was an 
astounding 65 compared to 103  in the control group (see Zeanah et  al., 2003). 
Following randomization, the BEIP children who had been placed in a high-quality 
foster care group had significantly higher IQ scores at ages 42 and 54 months than the 
children assigned to the care as usual condition (often consisting of continued institu-
tional care), providing experimental evidence that family placement following institu-
tionalization was tremendously beneficial in terms of cognitive development. The 
children who benefited most from the foster care intervention were those who had 
been removed from institutions before 18 months of age (Nelson et al., 2007). Other 
studies with previously institutionalized children, like the English and Romanian 
Adoptees Study (ERAS; Rutter et  al., 2010) and the Minnesota and Wisconsin 
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International Adoption Studies (Pollak et al., 2010), also found lower IQ scores com-
pared to never institutionalized children (e.g., Beckett et  al., 2006; Kumsta et  al., 
2015; Loman, Wiik, Frenn, Pollak, & Gunnar, 2009); though, these findings sug-
gested that the children who had been exposed to institutionalization but started living 
in families during infancy showed significant cognitive catch-up compared to those 
who were removed from the orphanages at later ages (Beckett et al., 2006).

Similarly, executive functions, which are higher-order skills that regulate cog-
nition and behavior, such as inhibition, working memory, set-shifting, and plan-
ning (Miyake, Friedman, Rettinger, Shah, & Hegarty, 2001) and deemed essential 
for academic success, have been found to be impaired following institutionaliza-
tion (Bos, Fox, Zeanah, & Nelson, 2009; Loman et al., 2009; Pollak et al., 2010), 
and foster care intervention could not remediate these deficits (Bos et al., 2009; 
Tibu et  al., 2016). Together, these findings on cognitive outcomes point to the 
conclusion that institutionalization can have very detrimental long-term effects on 
IQ and other cognitive functions, except when deprivation has ceased during early 
infancy.

In line with the poor outcomes on cognitive abilities, there is also strong evi-
dence for lower academic performance in previously institutionalized children. For 
example, in the ERAS, Beckett et al. (2007) found reduced school achievement at 
age 11 years, and this association was mainly explained by low IQ. Similarly, a 
study conducted by Vorria, Ntouma, and Rutter (2015) showed reduced, yet not 
dramatically lower, teacher-reported grades in 13-year-old children adopted after a 
mean of 2 years spent in a baby home in Athens, Greece, compared to community 
controls.

In a large study conducted on over 4000 Israeli adolescents who spent an average 
of 3 years in institutional care (but not necessarily at a young age), Attar-Schwartz 
(2009) found a high incidence (i.e., 52%) of low school achievement as reported by 
the children’s caregivers and social workers. In a series of longitudinal studies, Tan 
and colleagues (Tan, 2009; Tan, Rice, & Mahoney, 2015) investigated the effects of 
early institutional care on academic performance in a sample of adolescent girls 
who were adopted by families in the United States from Chinese orphanages during 
their first 2 years of life. In his 2009 study, Tan used child self-reports, in addition 
to parent reports, to measure how 9- and 11-year-old children were performing in 
school. The self-report measure was an adaptation of the teacher report section on 
academic performance in the Social Skills Rating System (SSRS; Gresham & 
Elliott, 1990). Results showed that between 15% and 18% of the participants 
encountered severe difficulties in academic achievement. Moreover, overall devel-
opmental delay at adoption time predicted school performance at age 11 years, and 
the link was mediated by attention difficulties at age 9 years. Similarly, at age 14 
years, Tan et al. (2015) reported lower self-reported academic performance in the 
participants with gross motor developmental delay at adoption.

In the BEIP, academic performance at age 8 years (measured through teacher 
reports) was poorer in the children who remained in institutions compared to com-
munity controls (McDermott, Westerlund, Zeanah, Nelson, & Fox, 2012). Interestingly, 
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in the foster care group, only the children with enhanced  error- monitoring brain  
activity had academic results that were comparable to those obtained by children 
raised in families, which suggests that increased school performance depends not only 
on positive changes in the environment but also on the recovery of the cerebral sub-
strates of cognitive functioning.

The meta-analysis conducted by van IJzendoorn, Juffer, and Klein Poelhuis 
(2005) revealed a significant catch-up in school performance for the adopted chil-
dren compared to those who continued to live in disadvantaged pre-adoption condi-
tions. However, compared to community children, in their new environment the 
adoptees continued to have poorer academic performance unless they had been 
adopted before their first birthday. Indeed, for children removed from their deprived 
environment during the first year of life, the difference in school achievement com-
pared to control children was minimal. That difference reached statistical signifi-
cance only when those adopted in their second year of life were considered, and the 
gap increased to even higher levels when adoption took place at age 2 and beyond. 
Taken together, findings from this meta-analysis and the other studies that we 
reviewed generally point to lower academic performance in previously institutional-
ized children, with the lowest achievement found in those who had stayed in orphan-
ages beyond age 1 or 2 years.

3  Context and Research Purposes of the Current Study

The data in the current study were collected in 1999, during a period of reforms that 
began in 1990 within the Romanian child welfare system (for a review, see Rus 
et al., 2011). The reforms were undertaken by the Romanian government to comply 
with the United Nations Convention on the Rights of the Child (UN General 
Assembly, 1989). Reforms included (a) informing children of their rights and 
imposing a ban on all types of physical and emotional abuse by staff or peers, (b) 
the creation of alternatives to institutional settings (such as family-type centers), (c) 
regulation of adoptions, (d) support for families to prevent children from being 
placed in residential care settings, and (e) the decentralization or closing of large 
institutions. While traditional residential institutions were eventually eliminated, 
some were still in operation when our data was collected in 1999. The traditional 
institutions were large buildings that housed large numbers of children who experi-
enced inconsistency in caregivers (e.g., high rate of caregiver turnover) and high 
levels of staff and peers abuse. The newer family-type centers housed fewer children 
in small units (e.g., houses or apartments) or utilized large buildings that had been 
compartmentalized into smaller groups of up to ten children. The rooms and daily 
activities were organized to resemble a family model and to provide individualized 
care (Stativa, Anghelescu, Palicari, Stanescu, & Nanu, 2002). Mixed-type centers 
contained both traditional and family-type settings within the same building  
(Stativa et al., 2002).
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The present investigation, based on a prior survey conducted on child neglect and 
abuse in residential institutions in Romania (Rus et al., 2013; Stativa et al., 2002), 
sought to expand our knowledge about the impact of these traumatic experiences on 
children’s academic performance, especially by highlighting different facets of chil-
dren’s personal characteristics, experience of punishments administered by staff, 
and institutional features that can function as risk or protective factors. Subsequently, 
the main research purposes of this study were to respond to the following questions: 
(1) How do children in Romanian long-term residential centers perceive their own 
academic performance? (2) What are the most important demographic (i.e., age, 
gender, and child’s provenance from a different center or biological family), indi-
vidual experience (e.g., punishments that the child experienced by staff, type of 
education, knowledge of projected duration of stay in institution, having trusted 
adults in institutions, and having help with homework), and environmental predic-
tors (i.e., the institution’s openness to protect children’s right to education and 
health, optimal night child–staff ratio, and institutional type of organization) that are 
linked to children’s self-reported academic performance?

Even though the data for the present study were collected in the late 1990s, inves-
tigating the predictors of institutionalized children’s academic performance has a 
historical value due to a lack of published research in this area. Additionally, it is 
expected that such an inquiry will help to provide a more comprehensive picture of 
the individual and ecological factors that could be used to identify especially vulner-
able institutionalized children who are at risk for poor academic performance.

4  Method

A secondary analysis was conducted using data collected during the cross-sectional 
Survey on Child Abuse in Residential Care Institutions in Romania (SCARCIR; 
Stativa et al., 2002). Further descriptions of the purpose of SCARCIR, as well as the 
sampling methods, data collection procedure, participants, and the characteristics of 
the resultant dataset, are presented elsewhere (for a complete review, see Rus et al., 
2013; Stativa et al., 2002).

4.1  Participants

The original dataset included a national representative sample of 3164 children 
(1701 boys and 1463 girls) in residential care institutions with ages between 0 and 
19 years (M = 9.45; SD = 5.39), representing 7.8% of the entire population of insti-
tutionalized Romanian children in 1999. Three criteria were used to include chil-
dren from the original data in the current secondary analysis, namely, to be  
(a) 7 years of age or older, (b) formally enrolled in an education program, and (c) to 
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have provided a self-assessment of their academic performance. Therefore, partici-
pants from the original SCARCIR data set who did not meet the three abovemen-
tioned criteria were excluded, resulting in a final sample for the current study of 
1479 children (783 boys and 696 girls) with ages between 7 and 19 years (M = 
12.69; SD = 2.83; Mdn = 13.00) living in 53 long-term residential centers. The mean 
total time of institutionalization was 77.14 months (SD = 53.11; Mdn = 70), and this 
ranged from 0 to 221 months. The mean age of children at their first placement was 
72.67 months (SD = 48.03; Mdn = 79.00), with a range from 0 to 218 months. 
Additionally, the vast majority of children (87.4%) were not diagnosed as having an 
intellectual disability.

4.2  Measures

4.2.1  The Dependent Variable: Self-Reported Academic Achievement

The outcome, self-reported academic achievement was measured by administering 
the question “How do you learn at school?” (Romanian: “Cum înveți la școală”). 
This measurement provided four response options for children: poor, fair, good, and 
very good. Then, a binomial variable was created by grouping poor/fair and good/
very good responses together.

4.3  Predictors

The data also included several pieces of information that we used as predictors of 
self-reported academic achievement and were categorized as child-level and 
institution- level measures.

4.3.1  Child-Level Predictors

These included gender (0 = female; 1 = male), age at assessment (in years) and at 
first placement (in months), time spent by the child in long-term residential centers 
(in months), and presence of a documented intellectual disability (0 = no; 1 = yes). 
Children with intellectual disability had this diagnosis documented in their file. The 
experience of being punished by staff is a composite variable derived from combin-
ing the responses on 12 different types of punishments. Specifically, children 
responded whether or not they ever experienced (1) humiliation (humiliating lan-
guage, attitudes, and gestures), (2) threatening (blackmail), (3) prohibition of family 
visits, (4) prohibition of recreation activities, (5) prohibition of meals, (6) prohibi-
tion of leaves, (7) obligatory chores, (8) mild corporal punishments (including 
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spankings, punches, kicks, or ear and hair-pulling), (9) severe corporal punishments 
(including with a plank or a wet rope), (10) physical isolation (forcing the child to 
stand in a corner), (11) isolation from group (isolating the child from other children 
when they were playing), and (12) other punishments. The measurement of these 12 
methods of punishment had a binary distribution (no versus yes). Those institution-
alized children who answered yes to any of these items were coded as having been 
punished by staff. Those children who answered no to all items were coded as not 
having been punished by the staff. Based on these 12 responses, the composite vari-
able was created summing up the responses (0 = no; 1 = yes). It is important to 
highlight that this composite variable does not show the number of times a child was 
punished but is a count of the different types of punishments they received (for more 
information about these variable, see Chap. 3). Additionally, child-level predictors 
also included the provenance of the child or the setting from where they came before 
entering the current institution (0 = from their biological family; 1 = from another 
long-term residential center), knowledge of projected duration of stay in institution 
(0 = no, the child was not told how long he/she would stay in the center; 1 = yes, the 
child was told how long he/she would stay in the center), presence of trusted adult(s) 
in institution (0 = no; 1 = yes, one or more than one), presence of trusted child in 
institution (0 = no; 1 = yes), presence of siblings in institution (0 = no; 1 = yes), 
being offered help with homework (0 = no; 1 = yes), presence of parental relation-
ship (0 = no; 1 = yes), and child’s level of education which was coded into four 
categories (0 = primary, 1 = gymnasium [grades 5 to 8; including special gymna-
sium schools], 2 = vocational [trade schools, grades 9 to 10; including special com-
plementary apprentice and special vocational schools], and 3 = lyceum [high school; 
including special lyceums]).

4.3.2  Institution-Level Predictors

Here we included several variables deemed relevant for characterizing the institu-
tional environment, and this information was included in SCARCIR. These were 
optimal ratio of children to caregivers during the night shift (for more information 
about these standards, see American Academy of Pediatrics, American Public 
Health Association, and National Resource Center for Health and Safety in Child 
Care and Early Education, 2011), number of children in dormitory room, institution 
location (urban vs. rural), institution size (small vs. medium vs. large), and type of 
institution (traditional vs. family type vs. mixed type). Additionally, we assessed the 
institution’s openness to respect universal human rights such as the right to educa-
tion and health (for more information about how these variables were computed and 
their definitions, see Chap. 2). The mean for how well the institution protected the 
right to education was 2.59 (SD = 0.69) which ranged from 0 to 3, and the mean for 
how well the institution protected the right to health was 3.01 (SD = 1.45) which 
ranged from 0 to 5, with higher scores the better.
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4.4  Data Analysis Plan

All analyses, including accuracy of data coding and entry and the statistical assump-
tions of the tests, were conducted using SPSS version 19.0 (IBM SPSS, 2010) and 
the R program (R Development Core Team, 2016). As detailed below, for most of 
the variables no data were missing. For the dependent variables and variables 
regarding children’s characteristics (i.e., education performance; gender; age at 
assessment and at first placement; time spent in institutions; presence of intellectual 
handicap; experience and/or awareness of punishments, exploitation by peers, and 
sexual abuse; provenance of the children; knowledge of duration of stay in institu-
tion; trusted adults and peers in institution; sibling in institutions; help with home-
work; parental relationship), the percentage of missing data ranged from 0.7% to 
23%. In the case of institution-related variables (i.e., institution location, institution 
size, institution’s openness to respect universal human rights such as the right to 
identity, personal history, free expression of opinion, information, periodic review 
of the protective measure, protective measure and legal status, have a family, per-
sonalized care, and quality care), the percentage of missing data was between 0.7% 
and 12%. Each analysis was conducted with all available data (pairwise deletion) 
and no imputation was conducted for the missing cases.

Because the data was hierarchical in nature with institutionalized children (N = 
1479) nested within 53 institutions, and the measurement of self-reported educa-
tional performance had a binary distribution (poor/fair versus good/very good), 
multilevel (hierarchical) logistic regression models (Gelman & Hill, 2007) were 
used to examine the effects of individual level experience of punishments and 
institution- level variables on academic achievement and to account for the cluster-
ing of the children within institutions. Multilevel analysis was performed primarily 
using the lme4 (Bates, Maechler, Bolker, & Walker, 2015) and R2MLwiN packages 
(Browne, 2012; Rasbash, Steele, Browne, & Goldstein, 2012; Zhang, Charlton, 
Parker, Leckie, & Browne, 2016) which are additional statistical software packages 
for the R program (R Development Core Team, 2016).

Institution, county, and region were tested both individually and combined. A 
statistical comparison of the empty models revealed that institution alone as the 
random intercept accounted for more variance. As a preliminary step, each predictor 
was tested in a separate logistic model with institution as the random intercept. 
Predictors that were significant at p < 0.10 were considered for inclusion in the 
subsequent models. Next, the predictors selected from the preliminary step were 
combined with each of the others in order to determine which variables to include 
in the final models.

Additionally, those variables considered conceptually important for the authors 
were included in the models even though they were not found significant within the 
preliminary step. The fit of each nested model was compared with the previous 
model using the likelihood ratio test (−2 log-likelihood), wherein each successive 
model was compared with previous models: the first model was compared with the 
empty (unconditional) model without explanatory variables, and the second model 
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was compared with the first model. Using a chi-squared distribution, the differences 
between models were compared to determine significant changes between models.

The child-level predictors that were verified in the models but that were not 
found to be significantly predictive of self-reported academic performance included 
age at placement, time spent in institution, presence of intellectual disability, exploi-
tation by peers, sexual abuse, and the awareness of peers being punished by staff, 
exploited by peers, or sexually abused. Institution-level predictors that that were 
verified in the models but that were not found to be significantly predictive of self- 
reported academic performance included institution location (urban vs. rural), insti-
tution size, institution openness to respect universal human rights such as the right 
to identity, personal history, free expression of opinion, information, periodic review 
of the protective measure, protective measure and legal status, have a family, per-
sonalized care, and quality care (for more information, see Chap. 2).

5  Results

5.1  Descriptive Analysis

As seen in Table  4.1, the majority of children reported good (45.0%) and fair 
(38.4%) academic performance. When the responses were combined, more than 
half of the children (53.5%) stated that they had a very good/good academic perfor-
mance. Most of the children were enrolled in primary (40.9%) and gymnasium 
(44.8%) level of education.

The majority of the children (53.5%) had been placed in the institutions direct 
from their biological families, and 44.9% of them reported that they had been 
severely punished by a staff member. The majority of the children (66.7%) were not 
told how long they would stay in the institution, most of them (78.3%) declared that 
there were adults in the institution that they trusted, and the vast majority (93.6%) 
said that they received help with their homework.

For the purpose of the current study, these institutions were grouped as (a) small 
institutions with up to 100 children (18.9% of children), (b) medium institutions 
with 101–200 children (43.3% of children), and (c) large institutions with 201–400 
children (37.9% of children). Out of 1479 institutionalized children, 58.6% were 
placed within institutions (N = 33) that had a traditional type of organization, 9.9% 
were placed within institutions (N = 6) that had a familial type of organization, and 
31.5% were placed in institutions (N = 14) with a mixed-type model of organiza-
tion. Mixed-type organizations were institutions in which the two previous models 
(traditional and familial) coexisted in varying proportions. Most of the children 
(81.5%) were placed in long-term residential centers that did not meet the optimal 
night child–staff ratio. Out of 53 institutions, 36 were located in urban areas, com-
prising 69.7% of the children in our sample.
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Table 4.1 Frequencies and percentages of child and institution characteristics

Type of institutional organization
Overall Traditional Familial Mixed

N % n % n % n %

Child levela

  Number of children 1479 100 866 58.6 147 9.9 466 31.5
  Education performance
   Very good 125 8.5 72 8.3 14 9.5 39 8.4
   Good 666 45.0 375 43.2 53 36.1 239 51.3
   Fair 568 38.4 338 39.0 71 48.3 159 34.1
   Poor 120 8.1 82 9.5 9 6.1 29 6.2
  Type of education
   Primary 599 40.9 358 41.8 47 32.2 194 42.1
   Vocational 128 8.7 65 7.6 17 11.6 46 10
   Gymnasium 656 44.8 396 46.3 81 55.5 179 38.8
   Lyceum/other 80 5.5 37 4.3 1 0.7 42 9.1
  Gender
   Male 783 52.9 454 52.4 85 57.8 244 52.4
   Female 696 47.1 412 47.6 62 42.2 222 47.6
  Provenance
   From family 786 53.5 448 52.2 67 45.9 271 58.4
   From a different center 682 46.5 410 47.8 79 54.1 193 41.6
  Punishments from staff
   No 785 55.1 416 49.8 75 52.4 294 65.9
   Yes 640 44.9 420 50.2 68 47.6 152 34.1
  Knowledge of duration of stay
   No 987 66.7 563 65.0 88 59.9 363 72.1
   Yes 492 33.3 303 35.0 59 40.1 130 27.9
  Trusted adults in institution
   No 313 21.7 194 23.0 30 20.8 89 19.6
   Yes 1128 78.3 649 77.0 114 79.2 365 80.4
  Help with homework
   No 93 6.4 62 7.3 11 7.5 20 4.3
   Yes 1361 93.6 785 92.7 135 92.5 441 95.7
  Optional child–staff ratio met
   No 1205 81.5 761 87.9 107 72.8 337 72.3
   Yes 274 18.5 105 12.1 40 27.2 129 27.7
  Institution size
   Small (up to 100 children) 279 18.9 222 25.6 5 3.4 52 11.2
   Medium (101–200 children) 640 43.3 332 38.3 84 57.1 224 48.1
   Large (201–400 children) 560 37.9 312 36.0 58 39.5 190 40.8
Institution levelb

  Number of residential centers 53 100 33 62.3 6 11.3 14 26.4
  Institution location
   Rural 17 32.1 10 29.4 3 50 4 30.8
   Urban 36 67.9 24 70.6 3 50 9 69.2

aChild level shows the number of children in each type of institution
bInstitution level shows the number of long-term residential centers corresponding to the type of 
institutional organization
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5.2  Multilevel Model of Academic Performance

In the final model (see Table 4.2), predicting self-reported educational performance, 
1187 children with complete data (pairwise deletion) were clustered in a total of 53 
institutions. The estimates, standard errors, confident intervals, odds ratios, and 
p-values for the model predictors are shown along with the Bayesian deviance infor-
mation criterion values and variances. In this model (Table  4.2; Model 2), an 
increase of 1 year of age predicted a decrease in the odds of reporting very good/
good academic performance by a factor of 0.89 (p < 0.001). Female children were 
1.35 times more likely to report a very good/good academic performance compared 
with males (p = 0.025).

Children who had a history of institutionalization and were placed in the cur-
rent institution from a different center were 0.64 times less likely to report a very 
good/good academic performance compared with children who came from their 
families (p < 0.001). Children reporting being punished by the institutional staff 
were 0.54 times less likely to report a very good/good academic performance 
compared to children who were not punished (p < 0.001). Children enrolled in 
gymnasium level of education were 0.43 (p < 0.001) less likely to report a very 
good/good academic performance compared with children enrolled in the primary 
level of education. Children who were told how long they would stay in the long-
term residential center were 1.49 more likely to report a very good/good academic 
performance compared to children who were not given this information (p = 
0.009). Children who had trusted adult(s) in their institution had greater odds of 
reporting a very good/good academic performance (OR = 1.88, p < 0.001) com-
pared to children with no trusted adult(s). Children who had help with homework 
had lower odds of reporting a very good/good academic performance (OR = 0.53, 
p = 0.016) compared to children with no help. An increase of one point in the 
institution’s openness to protect children’s right to education predicted an increase 
in the odds of declaring very good/good academic performance by a factor of 1.32 
(p = 0.005). An increase of one point in the institution’s openness to protect chil-
dren’s right to health predicted a decrease in the odds of declaring very good/good 
academic performance by a factor of 0.88 (p = 0.009). Importantly in terms of 
results, the mean for how well the institution protected the right to education was 
2.59 (SD = 0.69) which ranged from 0 to 3 and the mean for how well the institu-
tion protected the right for health was 3.01 (SD = 1.45) which ranged from 0 to 5, 
with higher scores the better. Additionally, institutions which had the optimal 
night child–staff ratio predicted increased odds of children reporting a very good/
good academic performance by 1.77 times (p = 0.005). Finally, being in a familial 
type of institutional organization decreased the odds of children reporting a very 
good/good academic performance by 0.59 times compared to a traditional institu-
tion (p = 0.033).
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Table 4.2 Multilevel model predicting child self-reported academic performance

Estimate SE Z 95% CIa ORb p

Model 1 (child-level variables)

Age (years) −0.12 0.03 −3.73 −0.19, 
−0.06

0.89 <0.001 ***

Gender (male vs. 
female)

0.32 0.14 2.34 0.05, 0.57 1.36 0.019 *

Provenance (family vs. 
different institution)

−0.51 0.14 −3.71 −0.77, 
−0.23

0.60 <0.001 ***

Punishments from 
staff (no vs. yes)

−0.60 0.14 −4.40 −0.87, 
−0.33

0.54 <0.001 ***

Type of education 
(primary vs. 
vocational)

−0.63 0.33 −1.91 −1.28, 0.02 0.52 0.056

Type of education 
(primary vs. 
gymnasium)

−0.77 0.17 −4.43 −1.14, 
−0.43

0.46 <0.001 ***

Type of education 
(primary vs. lyceum/
other)

−0.12 0.35 −0.35 −0.79, 0.56 0.86 0.724

Knowledge duration of 
stay (no vs. yes)

0.36 0.15 2.46 0.07, 0.66 1.42 0.014 *

Trusted adults in 
institution (no vs. yes)

0.59 0.16 3.75 0.29, .89 1.77 <0.001 ***

Help with the 
homework (no vs. yes)

−0.61 0.25 −2.41 −1.12, 
−0.12

0.53 0.016 *

Model 2 (child and institution-level variables)

Age −0.13 0.04 −3.56 −0.20, 
−0.07

0.89 <0.001 ***

Gender (male vs. 
female)

0.30 0.13 2.24 0.03, 0.56 1.35 0.025 *

Provenance (family vs. 
different institution)

−0.45 0.14 −3.30 −0.73, 
−0.20

0.64 <0.001 ***

Punishments from 
staff (no vs. yes)

−0.62 0.13 −4.77 −0.89, 
−0.36

0.54 <0.001 ***

Type of education 
(primary vs. 
vocational)

−0.64 0.37 −1.73 −1.32, 0.15 0.49 0.083

Type of education 
(primary vs. 
gymnasium)

−0.79 0.19 −4.01 −1.15, 
−0.38

0.43 <0.001 ***

Type of education 
(primary vs. lyceum/
other)

−0.18 0.38 −0.47 −0.90, 0.58 0.75 0.637

(continued)
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Table 4.2 (continued)

Estimate SE Z 95% CIa ORb p

Knowledge duration of 
stay (no vs. yes)

0.39 0.15 2.61 0.11, 0.69 1.49 0.009 **

Trusted adult(s) in 
institution (no vs. yes)

0.63 0.16 3.85 0.32, 0.97 1.88 <0.001 ***

Help with the 
homework (no vs. yes)

−0.64 0.27 −2.42 −1.13, 
−0.10

0.53 0.016 *

Right to education 0.28 0.10 2.83 0.09, 0.46 1.32 0.005 **
Right to health −0.13 0.05 −2.61 −0.22, 

−0.03
0.88 0.009 **

Optimal night child–
staff ratio met (no vs. 
yes)

0.56 0.19 2.80 0.16, 0.95 1.77 0.005 **

Institutional 
organization 
(traditional vs. 
familial)

−0.54 0.26 −2.13 −1.05, 
−0.04

0.59 0.033 *

Institutional 
organization 
(traditional vs. mixed)

−0.05 0.19 −0.25 −0.42, 0.32 0.94 0.799

Random effects DICc Variance SE 95% 
CIa

Unconditional model 1584.172
Institution 0.39 0.14 0.18, 

0.73
Level 1 1459.847
Institution 0.21 0.09 0.06, 

0.44
Level 2 1457.703
Institution 0.08 0.07 0.00, 

0.24

*p < 0.05; **p < 0.01; ***p < 0.001
aCI confidence intervals for estimate
bOR odd ratio
cDIC Bayesian deviance information criterion

6  Discussion

In a nationally representative sample of institutionalized children, 1479 children 
aged 7–19, placed in 53 long-term residential centers for school-aged children, and 
having three different types of institutional organization (i.e., traditional, family-
type, and mixed), 53.5% of them declared that they had a very good/good academic 
performance.
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6.1  Child-Level Explanatory Variables

Regarding child-level explanatory variables, the multilevel analysis revealed that an 
increase of 1 year in age predicted a decrease of the odds of reporting very good or 
good academic performance. Similarly, the results also showed that children who 
arrived in the current residential care facility from a different residential care facility 
performed more poorly in school. One interpretation of these results could be 
explained by the fact that children with longer institutionalization and more fre-
quent moves from one residential center to another might have suffered more harm-
ful physical, psychosocial, and intellectual consequences due to their prolonged 
institutional rearing as some studies have shown (Beckett et al., 2006; Kumsta et al., 
2015; Loman et  al., 2009; Pollak et  al., 2010; Rutter et  al., 1998; 2010; Zeanah 
et al., 2003) or that placement disruptions are harmful in themselves (Humphreys 
et al., 2015). Specifically, longer periods of time spent in institutions may be associ-
ated with increased impairment of executive functions (Bos et  al., 2009; Loman 
et al., 2009; Pollak et al., 2010), thus likely affecting academic success. Interestingly, 
Attar-Schwartz (2009) showed an opposite result, namely, that children with a lon-
ger period of residence within institutions had lower levels of problems in school 
functioning.

Furthermore, being female predicted self-reports of a very good/good academic 
performance, and this finding is consistent with the result of another study of the 
normal population (Pomerantz, Saxon, & Altermatt, 2002) that found girls outper-
forming boys regarding grades during elementary school and into adolescence. A 
similar result was found by Attar-Schwartz (2009) studying more than 4000 chil-
dren in 54 Israeli residential care facilities, suggesting that this finding could be also 
extended to the institutionalized children population.

Our results also showed that being told how long the child would stay in the 
long-term institution as well as having trusted adult(s) in their institution predicted 
higher odds of reporting very good/good academic performance. Knowing how 
long their stay in the institution may provide children with a sense of safety, predict-
ability, and perceived control, which could help them adjust more readily to aca-
demic challenges. Additionally, the beneficial effects of the presence of trusted 
adult(s) on academic performance could be explained by the fact that having a sense 
of relatedness (connectedness or belonging) to caregivers may function as a motiva-
tional resource (Furrer & Skinner, 2003) and help children to better cope with dif-
ficulties in the school environment. Because these factors (i.e., child’s knowledge of 
duration of stay and having a trusted adult in institution) have not been studied 
thoroughly within care facilities, further studies should be carried out to investigate 
these findings in more depth.

Institutionalized children were also less likely to report a very good/good aca-
demic performance if they reported having been punished by the institutional staff. 
This is not surprising given that exposure to victimization in the absence of institu-
tionalization has been linked to poor functioning in a number of developmental 
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domains. Specifically, it has also been shown that maltreatment (i.e., sexual abuse, 
physical abuse, physical neglect, and emotional maltreatment) is negatively linked 
to children’s academic performance, and there were also found various deficits in 
academic engagement, social competencies, ego resiliency, and ego control (Shonk 
et al., 2001). Childhood maltreatment was similarly associated with low-grade point 
average and problems completing homework assignments, with maltreatment 
effects moderated by cognitive deficits related to attention problems (Slade & 
Wissow, 2007). A longitudinal study also showed that early physical maltreatment 
predicts adolescent school-related problems such as absenteeism and college atten-
dance (Lansford et al., 2002).

In addition, children were less likely to report a very good/good academic per-
formance if they were enrolled in gymnasium level of education compared with 
those enrolled in primary education. In Romania and other countries, children learn 
literacy and other basic academic skills in the primary grades that provide a founda-
tion for the more challenging demands of the middle grades. As they transition to 
middle school, students are expected to master literacy and academic abilities that 
are unique to different disciplines and with increasing difficulty. For those who did 
not master basic skills in the primary grades, there is typically less support to recover 
these skills in later grades, and students can fall behind quickly due to their inability 
to keep up with more complex demands (see Biancarosa & Snow, 2006; Lee & 
Spratley, 2010). The effort to adequately address the educational needs of adoles-
cents has been an ongoing challenge for many countries around the globe for 
decades, including the United States (Jacobs, 2008). Thus, the transition from the 
primary to secondary school grades is often the most challenging time for students 
in general, and given the higher levels of adversity experienced by institutionalized 
children, it is not surprising that our participants in the middle school grades self- 
reported less positive outcomes regarding their academic performance than those in 
the primary grades.

Furthermore, the present research revealed an outcome that may seem counterin-
tuitive, namely, that children were less likely to report a very good/good academic 
performance if they had help with homework. However, it is likely that the students 
receiving help with homework were those who were struggling academically. Those 
who were able to complete homework without help were likely not having signifi-
cant problems with academic work. In addition, the survey does not indicate whether 
the homework help was implemented by trained tutors or other academic profes-
sionals able to provide individualized, evidence-based instruction for each student’s 
particular difficulty. Such instruction could target the root of the academic problem 
and help children become increasingly more capable of independent learning over 
time. On the other hand, if homework help was provided by regular institutional 
staff, this type of help may have been inadequate because many institutions were 
understaffed, provided inadequate training for employees, or simply lacked 
 nonmedical specialists (psychologists, physical therapists, or social workers; see 
Stephenson et al., 1993; Rosenberg, Pajer, & Rancurello, 1992; Williams, 1990) due 
to the abolishment of social work in 1969, sociology, psychology, and pedagogy in 
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1977 as academic disciplines by the communist regime due to political and ideo-
logical reasons that lasted until 1989 (Universitatea Bucuresti, Facultatea de 
Sociologie si Asistenta Sociala, n.d.; Universitatea Babes-Bolyai, Facultatea de 
Psychologie si Stiinte ale Educatiei, n.d.). In addition, these staff may have per-
ceived this duty as an extra burden to their already stressful jobs or they may have 
expressed frustration with children when they did not see improvement in children’s 
abilities over time, further reinforcing children’s lack of confidence in their aca-
demic abilities.

6.2  Institution-Level Explanatory Variables

With respect to institution-level explanatory variables (see Table 4.2), the multilevel 
analysis revealed that an increase of one point in the institution’s openness to pro-
tect children’s right to education predicted an increase of the odds of declaring very 
good/good academic performance. Regarding children’s access to education in gen-
eral, it is important to highlight that long-term residential centers for Romanian 
children complied with the obligation to enroll their children in preschool and 
school education. For the cămine spital (institutions for children with disabilities), 
this regulation was later introduced and selectively applied, depending mainly on 
the intellectual potential of the children in these institutions. Specifically, our results 
showed that the long-term residential settings in which children had free access to 
the library, personal space for doing homework or study, and provided an age appro-
priate form of education facilitated children’s academic performance.

Additionally, an increase of one point in the institution’s openness to protect 
children’s right to health predicted a decrease of the odds of declaring very good/
good academic performance. The right to health was measured by items measuring 
whether or not the child had treatment and rehabilitation needs recorded in his/her 
medical file, received general medical assistance, had records of general medical 
examinations, received the treatment written in medical file, and had anthropomet-
ric measures (i.e., height and weight) completed (for more information, see Chap. 2). 
This counterintuitive result should be considered in the context that many institu-
tional settings may have emphasized children’s medical needs more than their psy-
chological needs. This approach could have been particularly marked the institutional 
settings where the management staff had a medical background. At the time, many 
long-term residential centers lacked nonmedical specialists (psychologists, physical 
therapists, or social workers) who could have helped children from institutions to 
obtain better school results. Future studies should further examine these 
hypotheses.

Moreover, institutions which had the optimal child–staff ratio during morn-
ing, daytime, and nighttime (for more information about this variable, see Chap. 2) 
 predicted increased odds of children reporting a very good/good academic 
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performance. This result suggests that, by having an adequate number of caregiv-
ers around, institutionalized children were most likely better protected, super-
vised, and motivated to succeed academically. Alternatively, as highlighted 
above, with more caregivers around children might have a more predictable envi-
ronment and a sense of connectedness or belonging to caregivers that function as 
a motivational resource helping children to better cope with difficulties in the 
school environment and, consequently, succeed academically. Future studies 
should further examine these hypotheses.

Finally, being in a familial type of institutional organization decreased the odds 
of children reporting a very good/good academic performance. This was an unex-
pected outcome knowing that familial type institutions housed fewer children in 
small houses or apartments, and daily activities were organized to resemble a family 
model and to provide individualized care. It might be that these facilities cared for 
children with more behavioral, emotional, and educational challenges, and conse-
quently, they had more academic problems. In a similar context, however, Attar- 
Schwartz (2009) found that children in small family-like settings showed fewer 
problems in school functioning. Such an inconsistency in the literature should be 
further explored.

7  Strengths and Limitations

The current study is the only comprehensive investigation we are aware of that mea-
sured the self-reported academic performance in a large sample of Romanian insti-
tutionalized children. By using a nationally representative sample of children in 53 
long-term residential centers across all eight administrative regions of Romania in 
rural and urban areas, we were able to model using multilevel analyses a large num-
ber of child- and institution-level variables in order to study how they were associ-
ated with the dependent variable. Additionally, this investigation used the 
social–ecological model (Bronfenbrenner, 1977; Bronfenbrenner & Morris, 1998), 
a conceptual framework which guided us to assess institutionalized children’s aca-
demic performance taking into account a multidimensional approach, in which both 
individual and contextual institutional characteristics were accounted for regarding 
children’s performance.

Our results should be considered in view of several limitations. First, self-report 
data is subject to bias, and children generally may be more inclined to perceive 
themselves in a more positive manner, particularly with regard to school perfor-
mance (Gramzow, Elliot, Asher, & McGregor, 2003), as this is likely to increase 
their self-esteem as well as perception of the adults around them. Whether institu-
tionalized children would perceive themselves in a slightly more negative manner 
than their non-institutionalized counterparts is unknown at this point. Future studies 
should employ multiple informants in and outside of care institutions (i.e., children, 
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caregivers, and teachers) in order to enhance our understanding of institutionalized 
children’s academic functioning. Most of the measurements of academic perfor-
mance in the studies that we reviewed in the beginning of this chapter were objec-
tive measures (e.g., report cards) and adult reports (e.g., academic performance 
items in adult questionnaires). Our search was able to identify only two studies 
(Tan, 2009; Tan et al., 2015) that also made use of self-reports in addition to the 
questionnaire items completed by the parents. Their analyses proved that the self- 
report scale had good internal consistency properties and results correlated well 
with the adult measure (Tan, 2009), which shows that child questionnaires of aca-
demic competence are reliable to use in previously institutionalized children. This 
is encouraging given the scarcity of studies that made use of self-report in measur-
ing school performance.

Second, we collected concurrent data on the academic performance of institu-
tionalized children and some of the potentially contributing factors at a single point 
in time, which only provided us with a snapshot into the lives of these children who 
grew up in institutions from a very young age and who had been most probably 
subjected to severe deprivation throughout many years. Our cross-sectional design 
does not allow us to infer causality between the variables that we studied. 
Investigations with institutionalized children should include collecting information 
longitudinally from early in life and from multiple domains to be able to interpret 
the data from a developmental perspective.

8  Implications for Improving Children’s Care

The present study clearly shows that both individual and institutional characteristics 
function as risk and protective factors regarding children’s academic performance. 
The results are useful because they highlight the relationship between the environ-
mental context in which institutionalized children live and their academic outcomes. 
Consequently, in addressing institutionalized children’s educational performance, 
child welfare policymakers and practitioners should take into account a multidi-
mensional approach. Specifically, we recommend focusing on the institutional level 
characteristics (e.g., type of institution, child–staff ratio) to prevent the abuse and 
neglect that children so often experience within long-term residential centers. In 
addition, to improve children’s academic performance, there is a need for a struc-
tural intervention designed to increase the readiness of institutional settings to 
respect most basic human rights and personalized interventions for children that 
target their individual intellectual characteristics and needs.
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9  Summary

Most importantly, the multilevel analyses revealed that reporting a very good/good 
academic performance was predicted by (a) child’s age, (b) being a female child, (c) 
being told how long they would stay in the long-term residential center, and (d) hav-
ing trusted adult(s) in their institution. Moreover, children were less likely to report 
a very good/good academic performance if they (e) were placed in the current insti-
tution from a different center, (f) reported having been punished by the institutional 
staff, (g) were enrolled in gymnasium level of education, and (h) had help with 
homework.

With respect to institution-level explanatory variables, the analysis also revealed 
that reporting (h) an increase of one point in the institution’s openness to protect 
children’s right to education predicted an increase in the odds of declaring very 
good/good academic performance; and (i) an increase of one point in the institu-
tion’s openness to protect children’s right to health predicted a decrease in the odds 
of declaring very good/good academic performance. Additionally, (j) institutions 
which had the optimal child–staff ratio predicted increased odds of children report-
ing a very good/good academic performance; and (k) being in a familial type of 
institutional organization decreased the odds of children reporting a very good/good 
academic performance.

Questions for Discussion
 1. Identify two important academic performance-related consequences of maltreat-

ment (i.e., neglect and emotional, physical, or sexual abuse) of children, either 
with or without a history of institutionalization. Substantiate your responses 
using published research.

 2. Based on your knowledge of living conditions in Romanian institutions, imagine 
the daily experiences of institutionalized children vs. children living with bio-
logical parents. In addition to variables described in this study, think of other 
types of experiences that were common among institutionalized children and 
describe how these experiences could impact their educational outcomes.

 3. What kind of intervention could be employed with institutionalized children that 
would improve their educational outcomes? Describe why it could be helpful.
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1  Introduction

Children’s growth is the result of many factors, among which health and nutrition 
play a very important role, yet various environmental conditions can also disrupt 
normal development. Worldwide, there are millions of children whose growth is 
disrupted by undernutrition and malnutrition, as well as adverse environmental fac-
tors. Low height for age, an indicator of stunting, is most relevant to this distur-
bance. The World Health Organization (WHO) states that a child is stunted if their 
length/height-for-age z-scores are less than −2 standard deviations based on Child 
Growth Standards (de Onis, 2015; de Onis, Blössner, & Borghi, 2010; de Onis, 
Onyango, Borghi, Garza, & Yang, 2006).

Stunting of linear growth in children can result from antenatal, intrauterine, and/
or postnatal undernutrition (Waterlow, 1994). Additionally, stunting can occur from 
environmental conditions (Espo et al., 2002; Martorell, Ramakrishnan, Schroeder, 
Melgar, & Neufeld, 1998), socioeconomic conditions, and education levels of par-
ents (Semba et al., 2008; Van de Poel, Hosseinpoor, Speybroeck, Van Ourti, & Vega, 
2008). Stunting in childhood can lead to long-term consequences in later years such 
as poor cognition and academic performance, low wages, lost productivity, and 
increased risk of nutrition-related chronic diseases if excessive weight gain occurs 
later in childhood (Victoria et al., 2008).

Within this chapter, we present (1) a very brief literature review of stunting within 
residential centers across the globe, (2) a history of the health status of Romanian 
institutionalized children, and (3) the results of the present study that highlighted 
significant difference in children’s stunting across institutional settings.

1.1  Stunting of Institutionalized Children

Various studies have shown that children living within institutional care settings 
experience a substantial global growth suppression of their height, weight, and head 
circumference (for a review, see Johnson et al., 2010; Johnson & Gunnar, 2011; 
Rutter, 1998; Smyke et  al., 2007; Van IJzendoorn, Bakermans-Kranenburg, & 
Juffer, 2007).

Regarding stunting, a retrospective chart review of 193 children (2–72 months) 
residing in orphanages in Russia (Miller et al., 2007) found that 25% had short stat-
ure (Z scores ≤−2) at orphanage entry, and for 39% of those with stunting at entry, 
the height remained compromised throughout their orphanage residence. 
Additionally, Dobrova-Krol and colleagues (Dobrova-Krol, van IJzendoorn, 
Bakermans-Kranenburg, Cyr, & Juffer, 2008), studying 16 institution-reared chil-
dren (3–6 years old) placed in four children’s homes in Ukraine, found that at 3 
months of age, the supine lengths of the stunted institution-reared children were 
significantly lower than the supine lengths of the native noninstitutionalized 
 family- reared children. This trend persisted even at 24 months of age; however, the 
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researchers noticed a relative improvement from 24 months through 48 months of 
age. In a different study of 146 children (0–72 months) residing in two Eastern 
Indian orphanages, Routray and colleagues (2015) found that 36.7% were stunted 
(no information regarding the prevalence of stunting at entry was offered).

1.2  The Historical Context of the Current Study

After 1989, the situation of institutionalized children in Romania was over- publicized 
through images sometimes purposely sought to shock the public opinion in Western 
European countries. The images were real, but every time only images were shown 
of institutions that housed children with severe chronic illnesses. However, the life 
experience of Romanian institutionalized children varied across all types of institu-
tional settings, a reality that was not presented in detail to the public at the time. As 
shown by Correll and colleagues, the neighboring countries such as Ukraine, 
Bulgaria, and other countries in Eastern Europe (i.e., Belarus and Russia) had a simi-
lar situation (Correll, Correll, & Predescu, 2006), yet only Romania’s situation was 
heavily publicized by the western mass media and shocked the world (Correll et al., 
2006). The authors of the abovementioned report highlighted that residential institu-
tions that provided social protection for unwanted children during the Ceausescu 
regime were among the most serious problems that faced the newly established 
Romanian democracy in the early 1990s (Correll et al., 2006).

Connecting the high number of institutionalized children to the pronatalist poli-
cies of Ceausescu’s communist regime is legitimate when considering the growing 
numbers of unwanted and abandoned children between 1966 and 1989. After com-
ing to power in 1965, Nicolae Ceausescu believed that numerical population growth 
was one of the main ways to improve the country’s economic development. As 
shown previously (Muresan & Copil, 1974; Trebici, 1976), demographic indicators 
from 1966 and before, however, did not foreshadow a growing population. 
Specifically, between 1957 and 1966, there was a decreased trend in crude birthrate 
from 24.2‰ in 1957 to 14.3‰ in 1966 that coincided with the liberalization of 
abortion in Romania in 1957, following the Soviet Union model in this regard. 
Thus, by 1965, there were 408 abortions recorded per 100 live births, or about 80% 
of the total number of conceptions ended up in abortions (Muresan & Copil, 1974; 
Trebici, 1976). Given these circumstances, the communist Romanian government 
decided to reverse the declining birthrate trend and aimed to achieve an 18–19‰ 
birth rate, believing that this rate would improve the economic progress of the coun-
try. Accordingly, the population growth target was to reach 24–25 million people by 
1990 and 30 million by 2000 (from 19 million in 1966) (Muresan & Copil, 1974; 
Trebici, 1976). To achieve these goals, the November 1966 Decree 770 was issued 
which banned the practice of abortion on demand (with some exceptions), given 
that this was the most important instrument of fertility control used by women in 
Romania at the time. The result was that in 1 year, the birthrate almost doubled from 
14‰ to 27.4‰ (Muresan & Copil, 1974; Trebici, 1976). These demographic 
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policies were extremely unpopular in Romania, and women resorted to every means 
to limit their fertility, risking their health or even their lives. In the 1980s, these 
demographic policies become even more unpopular given that Romania’s popula-
tion was experiencing a period of extremely restrictive living conditions following 
the communist government’s decision to pay in full the country’s foreign debt. 
These policies were imposed through the specific repressive means of the commu-
nist regime’s political police. Party propaganda tried to justify the prohibition of 
abortion by highlighting its interest for women’s health care. However, that argu-
ment was shaky because after a woman gave birth to four children (before 1985), 
and then five children (starting in 1985 and after), they were allowed to use legal 
abortion for the purpose of their fertility control.

Subsequent retrospective studies showed that these demographic policies deeply 
affected the health and lives of women and children. The medically unsupervised 
methods used for clandestine abortions during this time probably damaged the cer-
vixes of many women, as well as causing chronic infections and severe anemia, 
which in turn increased the risk for postpartum hemorrhage and infections. Thus, 
many women who survived remained infertile or frequently gave birth to children 
who had low birth weight, or were premature or stillborn. The exact figures are not 
known about the prevalence of post-abortion morbidity during this period 
(Stephenson, Wagner, Badea, & Serbanescu, 1992). According to one retrospective 
study conducted in 2001 (Glavce, Dragomirescu, Valentin, & Apavaloae, 2001), in 
the beginning of 1967, the trend showed a 30% surge in children with low weight at 
birth (under 2500 grams), a 4% decrease in the number of children with an average 
weight, and a stagnation in the percentage of overweight children. For decades, the 
average birth weight of babies born in Romania did not exceed 3000 grams, which 
is 200 grams less than the European average (Stanescu, 2002). Infant and maternal 
mortality rates rose to very high levels in the years following establishment of pro-
natalist policies. While infant mortality decreased steadily, after increasing by 10% 
in one single year, the maternal mortality due to abortions continuously increased 
year by year. Between 1966 and 1989, about 10,000 women died due to complica-
tions of clandestine abortions (Stephenson et al., 1992). In the absence of social 
services to support vulnerable mothers who faced unwelcome pregnancies, they 
abandoned their unwanted newborn children (who usually also had health prob-
lems) in maternities and hospitals. After shorter or longer periods, these children 
were institutionalized in long-term residential institutions specific for their age.

But there was also another reason for children’s institutionalization. Some chil-
dren were born with low birth weight due to intrauterine growth retardation. To aid 
the growth and recovery for these children, they were housed in maternity wards 
until they reached the normal weight, but mothers were not allowed in these wards. 
Consequently, by separating the children from their mothers, the relationship between 
them ceased and sometimes mothers with low socioeconomic status chose to aban-
don their children. In these circumstances, the absence of the biological mother, of 
the breast milk, and of the nurturing interactions between mother and child nega-
tively affected and delayed the child’s growth retardation recovery (Ministry of 
Health, Institute for Mother and Child Care, & UNICEF, 1991). The abandonment of 
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the children was also somehow “encouraged” by the medical personnel. When par-
ents sought to take their children home after a “temporary abandonment” in materni-
ties or hospitals, they were subject to some informal regulations; the most important 
one was the ability of the parents to take care of their children (i.e., presence of par-
enting skills and economic preparedness). These regulations were aimed at reducing 
infant mortality at home, which was considered an indicator of neglect by the health 
authorities and a sign of “undermining” the pronatalist policies of the communist 
regime. Importantly, during the communist regime, doctors from the primary health-
care dispensaries were investigated and could be punished if a child residing within 
their territory died outside a hospital; thus, there was a tendency on their part to 
unduly send children to hospitals or institutions for protection. A study conducted in 
the beginning of 1991 (Ministry of Health, Institute for Mother and Child Care, & 
UNICEF, 1991) in nurseries and dystrophic centers showed that 74% of children 
were institutionalized due to the recommendation of a pediatrician. These recom-
mendations must be understood within the context of this time period, when vulner-
able children had special nutritional needs (special food, formula, etc.) and their 
parents did not have the means to provide. In general, hospitals and nurseries had 
priority, and they were supplied with such products. Purchasing formula from phar-
macies was costly for an average parent at that time. According to the same study 
(Ministry of Health, Institute for Mother and Child Care, & UNICEF, 1991), 80% of 
children in nurseries had medical problems of which the majority were nutritional or 
growth disorders, and, consequently, children showed a substantial global growth 
suppression of their height and weight.

The magnitude of child abandonment during the years of the pronatalist decree 
is not known exactly. In the early 1990s, the media promoted the notion that there 
were hundreds of thousands of abandoned or institutionalized children in Romania. 
However, these estimates were not confirmed by subsequent empirical research. 
Also, there was much confusion about how to define which children were consid-
ered abandoned or institutionalized under the law 3/1970. In the absence of a clear 
definition, children were considered abandoned if they had special needs and were 
living with their biological families, but were enrolled in special schools (designed 
for children with deficiencies). There were only a few of these special schools in 
Romania, and children who attended them had to have a decision from the 
Commission for Child Protection (Law 3/1970). The institutions that were included 
in this category were spread across all levels of education and included special kin-
dergartens, primary, gymnasium, vocational, and lyceum institutions as well as 
rehabilitation centers. In addition, there were children who were placed in the care 
of their relatives or other people, and they were incorrectly considered abandoned 
(DPC & EU/PHARE, 1997).

After the wave of adoptions in the early 1990s (an estimated 3000 children were 
adopted), there were 8000 children living within nurseries and 1675 children placed 
in dystrophic centers (Stephenson, Anghelescu, Stativa, & Pasti, 1997). We high-
light that, although dystrophic centers were medical institutions and not child 
 protection entities, they housed both dystrophic children and abandoned children 
with health problems (growth and nutritional disorders). Many of these children had 
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no birth certificates and therefore, according to the law, they could not be placed in 
nurseries. In the beginning of 1991, 30,325 children were in long-term residential 
institutions for children older than 3 years (Stephenson et al., 1997). There were no 
data from this period about children placed in long-term residential centers for the 
severely disabled. These were institutions which housed children over 3 years with 
chronic illnesses and disabilities, believed to be irrecoverable by the authorities.

The pronatalist decree was repealed in 1989, shortly after the fall of the com-
munist regime and the installation of the new democratic regime. Contrary to expec-
tations, the number of children abandoned in maternities and hospitals did not drop 
under the new democratic regime, although contraception and abortions were fully 
liberalized. One reason for this is that social and economic problems facing families 
increased after the fall of the communist regime, but social services were not cre-
ated yet at the local community level to counteract these difficulties, including ser-
vices to prevent child abandonment.

Before 1990 and until 1990–1992, most children in residential institutions were 
sent there from maternities and pediatric hospitals. But after 1992, children had 
begun to be placed in long-term institutions (especially those over 7 years) coming 
directly from their biological families without having a previous history of institu-
tionalization. The cause of this phenomenon was the country’s economic collapse 
when many factories were closed and numerous families were unable to provide the 
necessities for their children, especially for school-age children. In 1997, a census 
conducted in long-term residential centers in Romania showed there were 35,165 
children in institutions for preschool- and school-aged children, 9309 children in 
nurseries, and 4473 were in residential centers for children with severe disabilities 
(DPC & EU/PHARE, 1997). The same census showed that 54% of the children in 
centers for school-aged children came directly from their biological families and 
did not have a prior history of institutionalization.

The number of children in the protection system in Romania was comparable to 
other Western European countries. The major difference was that in Romania the 
residential institutions were almost the only protective solution for these children, 
whereas in Western European countries children in difficulty benefited from a vari-
ety of local community services allowing them not to be removed from their bio-
logical families for economic reasons (Stephenson et al., 1997). Also, preventive 
services could have deterred the abandonment of children in maternity wards or 
placing young children in residential care institutions. In Romania, the first reform 
of the child protective system was started in 1997. But it took another 7 years to lay 
the foundation of local community level services to aid in the prevention of child 
abandonment and removal from families for economic reasons.

Romania is one of a few countries in the region that conducted several cross- 
sectional and longitudinal studies focusing on institutionalized and noninstitutional-
ized children after the fall of communism in the 1990s. A particular interest was to 
evaluate children’s health through the nutritional status indicators. The unusually 
high infant and maternal mortality rate in Romania between 1967 and 1990s, 
 compared to most countries in the region, was the main justification for this interest. 
In 1989, the maternal mortality ratio was 170 maternal deaths per 100,000 live 
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births. In real terms, 627 mothers died, and 545 of these died through abortion. In 
1991, after the abolition of the pronatalist decree, there was a spectacular drop to 
114 maternal deaths through abortion. The infant mortality rate increased from 
46.6‰ in 1966 to 59.5‰ (deaths per 1000 live births) in 1967. In 1989, the infant 
mortality rate was 27‰, dropping to 22‰ in 1991 (Ministry of Health, Institute for 
Mother and Child, UNICEF, & WHO, 1993). Because of these studies, we have 
information about the nutritional status of children (inclusive of growth retardation) 
in the 1990s.

The first benchmark study on nutritional status was conducted in 1991 and 
showed that the prevalence of stunting in noninstitutionalized Romanian children 
age 0–24 months was 7.3% (95% CI, 6.0–8.6) and was 8.5% for children ages 
24–59 months (95% CI, 7.0–10.0) (Ministry of Health, ‘Alfred Rusescu’ Institute 
for Mother and Child Care, Center for Disease Control and Prevention, International 
Micronutrient Malnutrition Prevention and Control, & UNICEF, 1993). By 1999, 
the situation had improved, and the prevalence of stunting was 5–6% for noninstitu-
tionalized children 0–24 months old (Stanescu et al., 2002). Regarding institutional-
ized children, the first study (Stanescu, 2002) that examined the status of children’s 
growth in Romanian nurseries was conducted in 1995 on a sample of 2813 children 
(4–60 months of age) placed in 27 nurseries (out of 59 open that time). Results 
showed that 50% of children up to 6 months old had short stature for their age (less 
than −2 standard deviations), and for children ages 37–60 months, 70% had the 
same issue (Stanescu, 2002). In another study conducted in Romania in 1999, using 
a representative sample of 3164 institutionalized children (0–18 months), the preva-
lence of low height ranged from 36% among children under 2 years old (31.4% 
among infants and 41.4% among children between 1 and 2 years of age), 51.7% 
among children in the 2–5-year age group, and 34.4% among school-aged children 
(Stativa, Anghelescu, Palicari, Stanescu, & Nanu, 2002). The aforementioned stud-
ies showed that the prevalence of stunting among children in the 1990s in long-term 
residential institutions was very high. It should be noted that in the study conducted 
in 1995 (Stanescu, 2002), data were collected by measuring children’s growth indi-
cators, whereas the study conducted in 1999 (Stativa et al., 2002) was based on data 
collected from children’s medical records regardless of the year in which the mea-
sures were made and recorded. For this reason, any comparison between these two 
studies should be made with caution.

1.3  Purpose of the Current Study

The major goals of the current study were twofold. First, using the WHO length/
height-for-age (HAZ) z-scores (de Onis, 2015; de Onis et  al., 2006, 2010), this 
study sought to investigate the prevalence of stunting among Romanian institution-
alized children placed in long-term residential centers (i.e., nurseries, centers for 
preschool- and school-aged and disabled children). Second, the research aimed to 
compare the magnitude of children’s stunting across these four types of centers.
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2  Methods

This study is a secondary analysis of data from the Survey on Child Abuse in 
Residential Care Institutions in Romania (SCARCIR) (for detailed information 
about the SCARCIR; Stativa et al., 2002).

2.1  Participants

Two criteria were used to include data from the original study in the current analy-
sis. First, children had to have information regarding their height recorded in their 
files at the time when original SCARCIR data were collected in October and 
November of 1999 (consequently, we selected only participants whose height data 
was recorded in 1999). Second, children’s height-for-age z-scores had to be consid-
ered biologically plausible. Consequently, participants from the original SCARCIR 
data set who did not meet the two abovementioned criteria were excluded (N = 205), 
resulting in a final sample for the current study of 1178 (651 boys and 527 girls) 
children with ages between 0 and 19 years (M = 6.61; SD = 5.17; Mdn = 5.0) living 
in 57 long-term residential centers (i.e., nurseries, centers for pre-, school-aged, and 
disabled children; for detailed information about how the centers were selected in 
the original study, see Rus et al., 2013; Stativa et al., 2002).

2.2  Measures

2.2.1  Height

Information about height was obtained from children’s medical records. Length/
height-for-age z-scores were computed using the height and weight data from the 
SCARCIR (Stativa et al., 2002) and the relatively new WHO standards for assessing 
the growth and development of children from birth to 5 years of age (WHO 
Multicentre Growth Reference Study Group, 2006a, 2006b) employing the SPSS 
macro provided by WHO Anthro (2010). Similarly, the z-scores for children 5–19 
years old were computed using the SPSS Macros and WHO AnthroPlus (2009).

2.2.2  Stunting

The nutritional status of each child (chronic malnutrition or stunting) was computed 
using HAZ z-scores which show a child’s height in terms of the number of standard 
deviations above or below the median height of healthy children in the same age 
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group or in a reference group (WHO Multicentre Growth Reference Study Group, 
2006a). Thus, children with a HAZ z-score of less than −2 were classified as stunted 
(de Onis, 2015; de Onis et al., 2006, 2010). Accordingly, the dependent variable 
(i.e., stunting) was expressed as a binomial variable (0 = not stunted vs. 1 = stunted).

2.2.3  Institution Type

Children in four types of institutions were assessed, namely, (a) nurseries, and long- 
term residential centers for (b) preschool-aged, (c) school-aged, and (d) severely 
disabled children. Very young Romanian children and infants often began their 
institutional experience in cradles or nurseries (“leagăne”; long-term residential 
care for children ages 0 to 3). If they were not retrieved by their families by the age 
of three, they were likely placed in long-term residential centers for children (“case 
de copii”), including centers for preschool children (“case de copii preşcolari”) and 
school-aged children (“case de copii şcolari”). Typically, those with severe physical 
or mental problems were placed in residential centers for children with severe dis-
abilities (“cămine spital”). The quality of care or children’s needs and basic rights 
were not homogenously respected across these institutions (for more information, 
see Chap. 2).

2.3  Data Analysis Plan

The analyses were conducted using SPSS version 19.0 (IBM SPSS, 2010). 
Frequencies of missing data were assessed. For most of the variables, there was no 
missing data. Additionally, HAZ scores that were lower than minus six or higher 
than six were assumed to be inaccurate or extreme (i.e., biologically implausible) 
and eliminated from the analysis. Statistical analysis included descriptive analysis 
in the form of frequencies and percentages and crosstabulations with chi square test 
of association.

3  Results

3.1  Descriptive Analysis

Out of 1178 institutionalized children measured in this study, 547 (46.4%) were 
stunted. The mean time children had spent in their current institution was 32.41 
months (SD = 31.43; Mdn = 22.0) ranging from 0 to 179 months, and mean age at 
first placement was 31.79 months (SD = 42.92; Mdn = 9.0) ranging from 0 to 212 
months. As shown in Table 5.1, only 23.2% of children had malnutrition and 11.7% 
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had a chronic disease (as documented in their files when they were placed in the 
current institution). Furthermore, 11.7% of children had a physical disability when 
the data were collected.

3.2  Children’s Stunting Across Institutional Settings

The first two columns of Table 5.2 show the overall frequencies and percentages of 
children with and without stunting. The remaining columns show the results of a 
series of crosstabulations with chi square test of association to determine differ-
ences in children’s stunting between children in nurseries, institutions for preschool- 
aged and school-aged children, and those placed in institutions for the disabled. 
Cramer’s V statistics are reported as a measure of effect size.

Table 5.1 Frequencies and percentages of child and institution characteristics

Type of institutional organization

Overall Nursery
Preschool- 
aged

School- 
aged Disabled

N % n % n % n % n %

Child levela

  Number of children 1178 100 554 47.0 179 15.2 373 31.7 72 6.1
  Gender
   Male 651 55.3 291 52.5 106 59.2 217 58.2 37 51.4
   Female 527 44.7 263 47.5 73 40.8 156 41.8 35 48.6
  Malnutrition at 

entry in center
   No 880 76.8 344 62.2 159 88.8 316 92.4 61 84.7
   Yes 266 23.2 209 37.8 20 11.2 26 7.6 11 15.3
  Chronic disease at 

entry in center
   No 1015 88.3 462 83.5 174 97.2 322 93.3 57 79.2
   Yes 134 11.7 91 16.5 5 2.8 23 6.7 15 20.8
  Physical disability 

at assessment
   No 1015 88.3 467 84.3 172 96.1 337 98.0 39 54.2
   Yes 134 11.7 87 15.7 7 3.9 7 2.0 33 45.8
Institution levelb

  Number of 
residential centers

57 100 17 29.8 10 17.5 25 43.9  5 8.8

aChild level shows the number of children in each type of institution
bInstitution level shows the number of long-term residential centers corresponding to the type of 
institutional organization
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These results show that stunting was found in 292 (52.7%) children in nurseries, 
84 (46.9%) in centers for preschool-aged children, 113 (30.3%) in centers for 
school-aged children, and 58 (80.6%) in centers for disabled children. A signifi-
cantly lower percentage of children in school-aged centers (30.3%) were stunted 
compared to those in nurseries (52.7%), preschool-aged centers (46.9%), and cen-
ters for disabled children (80.6%). In addition, a significantly higher percentage of 
children in centers for disabled children (80.6%) was stunted compared to those in 
nurseries (52.7%), preschool-aged (46.9%), and school-aged centers (30.3%).

4  Discussion

In this study, a relatively large sample of institutionalized children (0–19 years old) 
was used to measure the prevalence of stunting. The overall prevalence of stunting 
in 1999 among Romanian institutionalized children across all institutional settings 
was 46.4%. Regarding children in nurseries, the present study found that 52.7% 
were stunted, and this result shows that the magnitude of stunting in 1999 was lower 
compared to another previous study conducted in 1991 (57% were stunted) (Ministry 
of Health, Institute for Mother and Child Care, & UNICEF, 1991), and it was rela-
tively similar compared to a study conducted in 1995 (Stanescu, 2002), as well as 
higher when compared to what was found by a study conducted in 1996 (41% were 
stunted) (Stephenson et al., 1997). The worldwide prevalence of low height-for-age 
has been found to vary from 5% to 65% (de Onis & Blossner, 1997). According to 
the same report published in 1997, the prevalence of low height-for-age rose at 
around 3 months of age, and then it slowed down at 3 years of age. Thus, according 
to the report’s author, for children below the age of 2–3 years, low height-for-age 
probably reflects “a continuing process of “failing to grow” or “stunting”; for 
older children, it reflects a state of “having failed to grow” or “being stunted”” (de 
Onis, 1997, p. 47).

Summarizing the results, a significantly lower percentage of children in school- 
aged centers were stunted compared to those in preschool-aged centers or nurseries. 
Certainly, the highest percentage of children with stunting was at the centers for the 
disabled (see Table 5.2), but this percentage cannot be compared to the percentage 
of stunting in children in other centers (for preschool- and school-aged children) 
because only children over 3 years of age with serious health problems, chronic 
diseases, frequently associated with genetic diseases, malformations, or handicaps 
were placed in centers for the disabled. The decrease in the prevalence of stunting 
in centers that housed children older than 3 years (centers for preschool- and school- 
aged children) compared to nurseries unfortunately cannot be attributed to the 
recovery of growth disorders during institutionalization.

With the exception of institutions for children with serious chronic illnesses and 
handicaps, most children with stunting were found in nurseries. These results are 
explained by the health of children at the time of admission to these institutions. Of 
the children in nurseries, most had health problems, including those that affect 
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growth and lead to malnutrition, such as chronic illness or disabilities. The vast 
majority (80%) of children in these nurseries were placed there directly from mater-
nity wards, pediatric hospitals, and other nurseries (DPC & EU/PHARE, 1997). 
Thus, these children spent most of their early lives in institutions, which deprived 
them of having nurturing emotional interactions with caregivers. These early expe-
riences often irreversibly affected children’s growth development (Rutter, 1998). 
After age 3, children who did not leave the child protection system were placed in 
other long-term residential centers. Healthy children without severe chronic dis-
eases and disabilities were next placed in institutions for preschool ages and those 
with chronic diseases and disabilities in centers for the disabled. This explains the 
low percentage of children with chronic diseases at entry into preschool-aged cen-
ters (see Table  5.1). However, this low severe chronic illness frequency is not 
reflected in a decreased prevalence of growth delays for those placed in centers for 
preschool-aged children (46.9%) as we would have expected. This confirms that the 
recovery of stunting in the context of institutional care is difficult, especially if the 
recovery does not begin before the child reaches 2 years of age and is not removed 
from residential institutional environment (Rutter, 1998).

The school-aged children placed in long-term residential centers had a signifi-
cantly lower prevalence of stunting than those placed in a nursery or preschool-aged 
center. These results may be explained by the fact that 54% of children placed in 
school-aged centers came from their biological families and did not have a prior his-
tory of institutionalization (DPC & EU/PHARE, 1997; Stephenson et  al., 1997). 
Parents placed them in institutions due to a variety of economic reasons, including a 
lack of boarding schools for children from rural communities. Boarding schools were 
common in Romania during that time period as a way to provide education to chil-
dren. Most of these boarding schools were abolished after 1989 or became too expen-
sive. Therefore, for many children living in rural areas, placement within the long-term 
residential centers became the only solution for continuation of their education.

Knowing that children living within institutional care settings are shown to expe-
rience a substantial global suppression of their growth, including their height (for a 
review, see Dobrova-Krol et  al., 2008; Johnson et  al., 2010; Johnson & Gunnar, 
2011; Miller et al., 2007; Routray et al., 2015; Rutter, 1998; Smyke et al., 2007; Van 
IJzendoorn et al., 2007), we suspect that the overall experience of institutionaliza-
tion (including social and emotional deprivation) may also have contributed to the 
stunting of the children in our sample.

Regarding malnutrition, the causes are complex and may include more factors 
than a lack of adequate nutrition (Stativa, 2002). For children placed in long-term 
residential centers where they may experience privation, malnutrition should also be 
considered an indicator of a dysfunctional child-caregiver affective relationship. 
Thus, any recovery program designed to prevent or alleviate stunting in institution-
alized children should require the active participation of a nurturing caregiver. To 
improve outcomes, we need a comprehensive and multidisciplinary approach where 
many potential risk factors are taken into consideration and addressed, such as nutri-
tion, hygiene, health condition, abuse, neglect, and not least the attachment between 
child and caregiver (Stativa, 2002).
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5  Implications for Improving Children’s Care

Institutionalized children in Romania experienced various forms of neglect during 
the communist era, which continued even after the collapse of the communist 
regime in 1989. However, as part of profound reforms of the child protection sys-
tem, Romania ratified the United Nations Convention on the Rights of the Child 
(UNCRC) in 1990 (UN General Assembly, 1989) and adopted its own national plan 
of action for child protection based on the World Summit for Children in the mid- 
1990s (UNICEF, 1990). At the root of the problem of institutionalization of children 
was denial by the communist regime of the existence of various social problems that 
needed a solution. Residential institutions were the only solution for many children 
in difficulty. In the absence of psychosocial professionals, children typically had 
access to inadequate and inappropriate solutions for their problems. Without com-
munity support services, most of the children entered the child protection system at 
an early age, with virtually no personalized care. The first steps toward regulatory 
reform included the restructuring of long-term residential centers, development of 
alternatives to institutions (i.e., familial model), and implementation of measures to 
prevent child abandonment (“Protecţia drepturilor copilului – experienţa României,” 
n.d.). Reforms of institutional care continued after data was collected in 1999, and 
the Romanian child protection system now includes more types of services provided 
to prevent the entry of children into residential centers (e.g., public and private day 
care centers, after-school programs, public and private maternal centers, shelters for 
women and children victims of domestic abuse, counseling centers for parents and 
children, day care centers for children with disabilities, and services for monitoring, 
assistance, and support of pregnant women predisposed to abandon their children, 
etc.). Additionally, there are minimum mandatory standards for care and safety in 
place for residential facilities (Bejenaru & Tucker, 2014). In 2006, a social inspec-
tion mechanism was created to unify monitoring and control activities regarding 
implementation of the minimum quality standards for all types of social services. 
The health of the child was the most important predictor of institutionalization and 
by default for stunting; thus, the Ministry of Health developed various screening 
programs for children designed for early detection and treatment of diseases such as 
hypothyroidism, phenylketonuria, cystic fibrosis, celiac disease, retinopathy of pre-
maturity, hip dislocation, and deafness, and the development of disability rehabilita-
tion services has decreased the magnitude of institutionalization in Romania during 
the last years. At present, there is a law in place requiring that each maternity ward 
or pediatric hospital hire a social worker to prevent child abandonment at birth. 
After 2004, children up to 3 years old could no longer be placed in residential insti-
tutions; instead, they are cared for by foster parents. Nowadays, there are about 
19,000 children in the care of professional foster parents (assistant maternal profe-
sionist), a full-time occupation with salary provided by the state or private organiza-
tions (ANPDC, 2016). Furthermore, presently, there are about 20,000 children over 
3 years of age placed within public and private residential centers. Also, it is 
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encouraged for abandoned children to be placed with their relatives (up to the fourth 
degree relatives), and about 19,000 are currently in the care of their extended fami-
lies or other persons (ANPDC, 2016).

6  Limitations

There are some limitations to our study. First, this research did not precisely define 
the nature of children’s malnutrition, chronic or physical problems at entry, or when 
data were collected, and researchers relied on the accuracy of children’s medical 
records. Second, even though there is strong evidence supporting the assumption 
that the experience of institutionalization (which often includes deprivation and 
abuse) per se is associated with significant global growth suppression (for a review, 
see Johnson et al., 2010; Johnson & Gunnar, 2011; Rutter, 1998; Smyke et al., 2007; 
Van IJzendoorn et al., 2007), we know little about other potential risk factors that 
children in our sample might have experienced, such as prenatal exposure to alco-
hol, low birth weight, or nutritional insufficiencies. Thus, this study lacked a control 
for those variables related with participant’s personal histories. Third, WHO stan-
dards (WHO Anthro, 2010; WHO Multicentre Growth Reference Study Group, 
2006a, 2006b) were used to compute children’s length/height-for-age z-scores using 
data that were collected prior to when these standards were published. Therefore, it 
may be possible that the estimation of stunting was influenced by this difference. 
Finally, the data only allowed us to examine the association between children’s 
stunting across various types of institutions (i.e., nurseries, and centers for pre-
school, school-aged, and disabled children). Thus, the present cross-sectional design 
does not allow us to infer a causal relationship between these variables.

7  Summary

The present study provided a novel perspective regarding the stunting among 
Romanian institutionalized children placed in long-term residential centers, such as 
nurseries, centers for pre-, school-aged, and disabled children. The study included a 
historical perspective of the Romanian child protection system useful for understand-
ing the determinants and magnitude of the phenomenon of stunting among children 
institutionalized in long-term residential centers. The present research revealed that, 
overall, 46.4% of children were stunted when they were measured in 1999.

Questions for Discussion
 1. Some studies found that stunted children can experience a “catch-up” in growth 

in some circumstances. Define these circumstances and explain why these would 
contribute to a catch-up.
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 2. In the literature, there are frequent assertions highlighting that undernutrition 
and malnutrition are major causes for stunting. Meanwhile, research in recent 
years has shown that in residential institutions where food was adequate quanti-
tatively and qualitatively, the growth of children was still disrupted, and with 
little hope for their normalization with advancing age. How do you explain this 
phenomenon?

 3. What are the policies in your country to help prevent disturbances in nutritional 
status of children in the first years of life?
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Chapter 6
Psychopathology Following Severe 
Deprivation: History, Research, 
and Implications of the Bucharest Early 
Intervention Project

Kathryn L. Humphreys, Nathan A. Fox, Charles A. Nelson, 
and Charles H. Zeanah

1  Introduction

The Bucharest Early Intervention Project (BEIP) is the first-ever randomized con-
trolled trial (RCT) of foster care for children who experienced institutional care due 
to abandonment at or soon after birth (Zeanah et al., 2003). Although experiences of 
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psychosocial deprivation associated with institutional care were considered harmful 
for child development for a century (Chapin, 1915), the extent of recovery from 
such circumstances was not well established. In fact, prior to the BEIP, adoption 
studies had documented improvement in children who had experienced early insti-
tutional rearing, although it was difficult to determine how potential sample bias 
(i.e., who was and was not adopted) contributed to outcome. Only a RCT is capable 
of determining if foster care is a better intervention than institutional care.

In this chapter, we provide the theoretical and scientific foundations of this study, 
including the historical context and the study design. Furthermore, we discuss the 
key psychopathology findings from the BEIP, focusing on associations with institu-
tional care history, the effects of a high-quality foster care intervention, and media-
tors and moderators of psychopathology following early adversity:

 1. We discuss the unique value of conducting a randomized controlled trial of 
family- based care for abandoned children.

 2. We provide evidence of significant intervention effects in a number of psychopa-
thology domains.

 3. We also highlight policy implications from our work, including that children 
should be placed into high-quality and child-centered family-based care, that this 
placement should occur as early in life as is possible, and that these placements 
should be stable across the child’s life.

2  What’s Out There Today: Established Research 
and Practice

The quality of care provided to abandoned or orphaned children varies widely, from 
none at all (e.g., “street children” who receive no societal intervention) to ideal (e.g., 
adoption into a family providing child-centered care). Nevertheless, the vast major-
ity of these children receive caregiving that is between these extremes, and yet there 
is little consensus regarding best practices for abandoned children. Historically, 
many countries created institutions specifically to provide for the basic needs of 
these children (e.g., food, clothing, and shelter). And though the quality of care 
received in institutions can vary widely, some features are noted repeatedly: a regi-
mented daily schedule, rotating caregivers, low levels of stimulation, and nonindi-
vidualized care, resulting in little psychological investment in each particular child 
(Zeanah, Smyke, & Settles, 2006). Given the low levels of individual attention and 
diminished opportunities to interact contingently with a caregiver, it is not surpris-
ing that the psychosocial deprivation experienced in institutions is linked to poorer 
outcomes in children. A century of research has linked institutional rearing for 
young children to negative outcomes in multiple domains, including physical 
growth, motor development, cognition, language, social functioning, attachment, 
and psychopathology (Zeanah et al., 2006). In this chapter, we focus on psychopa-
thology. However, in most of the research conducted, one cannot explicitly link 
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outcomes to the type of care the child received. And for obvious ethical reasons, 
children cannot be randomly assigned to institutional care, further constraining 
putative demonstrations of causal links between institutional care and outcomes.

Still, adoption from orphanages has provided a “natural experiment” in which 
the degree of recovery from deprivation can be examined. Several research groups, 
particularly in the Europe and North America, have studied the development and 
outcomes of adopted children who were formerly in orphanage care in other coun-
tries. These studies have often compared adopted children to those reared in their 
biological families and found that, as a group, children with a history of prior insti-
tutional care had poorer outcomes in a number of domains, including increased 
rates of psychiatric disorders and elevated levels of psychopathology (Gunnar, 
Bruce, & Grotevant, 2000). In fact, a framework developed by Rutter and colleagues 
in their studies of institutionalized children identified behavioral patterns that 
appeared uniquely clustered in children who had experienced psychosocial depriva-
tion (Rutter, Sonuga-Barke, Beckett et  al., 2010). Specifically, work from the 
English and Romanian Adoption Study (ERAS; Rutter, Sonuga-Barke, & Castle, 
2010) led the researchers to identify four deprivation specific patterns, of which 
three are forms of psychopathology: quasi-autism, disinhibited attachment, and 
inattention/overactivity (the fourth was cognitive impairment). Furthermore, their 
group provided evidence of the benefit of earlier placement into families (which 
were largely British and middle-class). The ERAS found that children adopted 
before age 6 months fared significantly better than children adopted after 6 months 
across all developmental domains assessed and specifically in these psychopatho-
logical deprivation-specific patterns. In fact, though developmentally all children 
appeared behind typical at the age of adoption, children adopted by age 6 months 
achieved almost complete developmental catch-up by age 4 years. These gains were 
sustained for years after adoption into these highly supportive families. Those 
adopted after 6 months showed some recovery as well but to a lower extent com-
pared to those placed in families very early in life.

Although adoption designs provide important information about the impact of 
psychosocial deprivation as well as when and how recovery from this form of early 
adversity may be possible, one important limitation is that children who are adopted 
(compared to those who remain in institutions) are not randomly assigned to this 
“intervention.” Here, we reemphasize that children are not randomly assigned to 
institutional care, as it is unclear what factors are associated with decisions to place 
children (even selected children from within the same family) to institutional care 
and how children placed versus not placed in orphanages may differ. Thus, while 
children who were adopted have better outcomes across numerous domains com-
pared to their non-adopted counterparts who remained in institutional care, it is 
clearly plausible that the children who were higher functioning in the first place 
were the ones selected by families for adoption. Other biases, including children’s 
racial features, have been documented as a factor related to selection for adoption 
(e.g., Tizard & Tizard, 1967). This raises questions about the generalizability of 
findings from these results. RCTs do not guarantee that groups randomly selected 
for each group are identical, but the nature of random selection minimizes selection 
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bias to interventions. The BEIP sought to use the RCT design to determine what 
effect, if any, family placement had for children in orphanage care without the limi-
tation of potential selection biases into the intervention (Zeanah et al., 2003).

The context for BEIP and implementing an RCT in Romania early in the twenty- 
first century is that the country at that time was a fledgling democracy attempting to 
cope with a child protection crisis of unprecedented scope. Nicolae Ceaușescu rose 
to power in Romania in the 1960s and served as the General Secretary of the 
Communist Party in Romania from 1965 to 1989. His regime was characterized by 
brutality, oppression, and policies designed to increase Romania’s population and 
industrial productivity. Specifically, his policies banned contraception, criminalized 
abortion, and required women, through incentives and punishments, to have at least 
five children by the time they were 45 years of age. His policies led to significant 
increases in the Romanian population but also increased child abandonment sub-
stantially. Because many women carried unwanted pregnancies and delivered chil-
dren they could not afford, increasing numbers of infants were abandoned to the 
large, impersonal institutions that were characteristic within the Soviet bloc.

After Ceaușescu’s fall from power, Western media discovered the magnitude of 
the problem and broadcast images of horribly neglected children living in over-
crowded state-sponsored institutions in Romania. An estimated 170,000 children 
lived in these institutions in 1990 after Ceausescu was overthrown (Rosapepe, 2001).

A decade later, there was still a debate within Romania about how best to care for 
abandoned children. Some believed that institutional care was not only a reasonable 
alternative to family-based care but that it may have actually been superior in meet-
ing children’s needs. Others were interested in reforms (see Nelson, Fox, & Zeanah, 
2014, for a fuller discussion).

In this context, the BEIP team was invited to design a study to provide data to 
inform the debate. The investigators proposed a true experimental design contrasting 
care as usual (i.e., continued institutional care) and placement in child-centered, 
high-quality foster care. Several important ethical considerations were made in 
designing and implementing the study, including (1) conducting research with impli-
cations for the population being studied, (2) procedures involving no more than mini-
mal risk, (3) intense oversight to protect vulnerable participants, and (4) a policy of 
noninterference when it came to the placements of children in the study. In other 
words, the study team pledged not to interfere with placement of any child as these 
decisions were to be left entirely to the local Child Protection Commission in 
Bucharest. Therefore, if the Commission directed, children in either the care as usual 
group (CAUG) or foster care group (FCG) could return to their families or be 
adopted. This noninterference policy meant that several children in the CAUG even-
tually were returned to their biological families, were adopted domestically, or were 
placed into government-sponsored foster care that did not exist when the study 
began. In addition, some children randomly assigned to the foster care intervention 
were also reunited with their biological families, adopted domestically, and eventu-
ally as they approached adolescence, some who were determined to be unsafe in 
families were returned to an institution. The ethical issues have been discussed at 
length elsewhere by us and others (Miller, 2009; Millum & Emanuel, 2007; Nelson 
et al., 2014; Rid, 2012; Zeanah, Fox, & Nelson, 2012).
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Following careful deliberation within the MacArthur Foundation Research 
Network on Early Experience and Brain Development, as well as with permission 
from the Romanian Ministry of Health, the local Child Protection Commission in 
Bucharest, and the Institution for Maternal and Child Health, the BEIP was launched. 
All children residing in six institutional settings in Bucharest, Romania, who were 
less than age 31 months (n = 187) were assessed for participation in the study. 
Exclusion criteria for the study included medical conditions (e.g., genetic syn-
dromes, signs of fetal alcohol syndrome, and microcephaly) and resulted in the 
exclusion of 51 children. This resulted in a final sample of 136 children between 6 
and 31 months of age (mean 22 months) who had been abandoned at or shortly after 
birth and placed in institutions.

After extensive baseline assessments (Zeanah, Smyke, Koga, & Carlson, 2005), 
the 136 institutionalized children were randomized into either CAUG (n = 68) or 
FCG (n = 68). Randomization was accomplished by assigning a number to each of 
the 136 study children and then writing these numbers on slips of paper and drawing 
them from a hat at random. The first number drawn was assigned to the CAUG, and 
the second number was assigned to the FCG, and this pattern was repeated until all 
136 numbers had been drawn. In the cases of siblings, both siblings were listed on 
the same slip of paper so they were subsequently placed together. Families who 
fostered children as part of this study were demographically distinct from adoptive 
parents in the ERAS. BEIP foster families, though Romanian, were working class, 
had fewer resources, and had less access to health and social safety net programs 
available to middle-class adoptive families in the UK.

In addition to the foster care and care as usual groups that comprised the RCT, a 
third group of children was assessed at baseline to provide a comparison group of 
children from within Romania. These comparison children were required to have 
never experienced institutionalization (never institutionalized group [NIG], n = 72) 
and were recruited from public pediatric clinics in Bucharest. In addition to a base-
line assessment, the original RCT included assessments at 30, 42, and 54 months of 
age. At age 54 months, the trial concluded, and per prior arrangement, the BEIP 
foster care network was turned over to local government authorities who began to 
support and oversee the foster families’ care. Follow-up assessments of children 
were conducted when children were 8 and 12 years old, and at present a follow-up 
at age 16 years is underway. In addition, over the course of the study, to keep the 
number of NIG participants sizable enough to provide statistical power for analyses, 
additional NIG children were recruited to serve as comparison children. Generally, 
these children were recruited from schools attended by the BEIP participants.

3  New Research/Developments in This Area

The BEIP has resulted in numerous publications. The study is ongoing, and results 
are continuing to be reported, so only a selective presentation of findings is possible. 
Therefore, we summarize and discuss results from the BEIP that have focused on 
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psychopathology. Though parts of this review will be similar to a previously pub-
lished paper from our group (Bos et al., 2011), much has been learned since that 
review appeared. Rather than organize the findings by the children’s age during the 
assessment wave, as many of the prior empirical articles have done, this review will 
examine broad domains of psychopathology (internalizing, externalizing, attention- 
deficit/hyperactivity disorder [ADHD], reactive attachment disorder [RAD], and 
disinhibited social engagement disorder [DSED]) and outline key findings from 
throughout the follow-up period, starting from baseline (age 22 months) until the 
most current completed assessment (age 12 years) (see Table 6.1 for an overview of 
the measures used to assess psychopathology in the BEIP).

In addition to discussing whether group differences based on history of institu-
tional care (e.g., ever institutionalized group [EIG] vs. NIG) and based on intent-to- 
treat analyses (e.g., CAUG vs. FCG; Table 6.2) were found, we provide findings, 
when possible, of mediators and moderators of psychopathology (e.g., attachment, 
genetics, foster care placement age, etc.). This lens allows a potential window into 
the mechanisms by which early experiences predict psychopathology risk as well as 
groups (e.g., boys or girls) that may be more or less vulnerable to psychopathology 
as a function of psychosocial deprivation and/or intervention.

Table 6.1 Measures used to assess psychopathology outcomes from the Bucharest Early 
Intervention Project by assessment wave and psychopathology domain

Assessment age Internalizing Externalizing ADHD RAD DSED

Baseline – – – DAI DAI
30 months – – – DAI DAI
42 months – – – DAI DAI
54 months PAPA PAPA PAPA DAI DAI
8 years HBQ HBQ HBQ DAI DAI
12 years DISC DISC; ICU DISC DAI DAI

ADHD attention-deficit/hyperactivity disorder, RAD reactive attachment disorder, DSED disinhib-
ited social engagement disorder, PAPA preschool age psychiatric assessment, HBQ MacArthur 
Health and Behavior Questionnaire, DISC diagnostic interview schedule for children, ICU 
Inventory of Callous-Unemotional Traits

Table 6.2 Comparison of intent-to-treat analyses following the formal end to the intervention at 
age 54 months

Assessmentage Internalizing Externalizing ADHD RAD DSED

54 months CAUG > FCGa CAUG ≈ FCG CAUG ≈ FCG CAUG > FCG CAUG > FCG
8 years CAUG ≈ FCG – CAUG ≈ FCG CAUG > FCG CAUG > FCG
12 years CAUG≈,>FCGa CAUG > FCGb CAUG ≈ FCG CAUG > FCG CAUG > FCG

ADHD attention-deficit/hyperactivity disorder, RAD reactive attachment disorder, DSED disinhib-
ited social engagement disorder, CAUG care as usual group, FCG foster care group
≈ no statistically significant difference
aGirls only
bBoys only
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3.1  Internalizing Psychopathology

3.1.1  54 Months: RCT Completion

Internalizing psychopathology, which consists of depression and anxiety symptoms 
and disorders, has been examined in follow-up assessments at ages 54 months, 8 
years, and 12 years (see Table 6.1 for measures used). At 54 months, interviews 
were conducted with each child’s parent, foster parent, or closest caregiver in insti-
tutional care, depending on the child’s current living situation. Preschool-aged chil-
dren from the EIG had higher rates of internalizing disorders than those from the 
NIG (32 vs. 14%; Zeanah et al., 2009). In addition, this study examined whether 
children randomly assigned to the FCG differed in internalizing psychopathology 
compared to those assigned to the CAUG.  While an intent-to-treat intervention 
effect for FCG vs. CAUG was found (44 vs. 22%), this was explained by differences 
in girls. Girls assigned to the FCG had significantly lower rates of internalizing 
disorders than their CAUG counterparts, whereas there was no significant effect of 
the intervention on boys’ internalizing psychopathology.

We also examined predictors of internalizing psychopathology at 54 months. 
Two different studies within the BEIP identified that observed attachment security 
with a caregiver at age 42 months predicted lower rates of internalizing disorders in 
both sexes. In fact, among girls, level of attachment security fully mediated the 
effects of the high-quality foster care intervention effects on internalizing disorders 
(McLaughlin, Nelson, Fox, & Zeanah, 2012). Further, attachment security at 42 
months mediated association between caregiving quality at age 30 months and 
internalizing symptoms at age 54 months (McGoron et al., 2012). Taken together, 
these findings suggest that the manner in which the intervention reduced internal-
izing symptoms was through improvements in caregiving quality, which in turn 
positively affected children’s attachment security.

Two published papers examined brain electrical activity (EEG) in relation to 
internalizing symptoms at age 54 months. McLaughlin, Fox, Zeanah, and Nelson 
(2011) examined frontal EEG asymmetry at age 42 months, which indexes the 
degree to which the right hemisphere has greater activation than the left hemisphere. 
This asymmetry was significantly associated with internalizing symptoms at 54 
months after controlling for asymmetry at the baseline assessment (McLaughlin 
et al., 2011). The second analysis examined event-related potentials (ERPs), which 
assess brain response resulting from a specific stimulus. Slopen, McLaughlin, Fox, 
Zeanah, and Nelson (2012) examined various components of the ERP response that 
correspond to the time following stimulus presentation and found that reduced P100 
and P700 amplitudes in response to facial stimuli were associated with higher levels 
of anxiety symptoms. These papers point to neural differences potentially resulting 
from institutional care history that may help to explain mechanisms by which inter-
nalizing symptoms were manifested at higher levels.

In addition to main effects of the intervention, Tibu, Humphreys, Fox, Nelson, 
and Zeanah (2014) designed, after the start of the BEIP, a post hoc analysis to exam-
ine outcomes of children who experienced child-centered and high-quality 
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MacArthur foster care (Smyke, Zeanah, Fox, & Nelson, 2009) and those who expe-
rienced government-sponsored foster care. Children in government-sponsored fos-
ter care had significantly higher levels of internalizing symptoms at age 54 months, 
which was qualified by a sex by group interaction. Similar to the main intent-to-treat 
findings (Zeanah et al., 2009), girls appeared to demonstrate the greatest recovery 
from institutional care through the placement into high-quality foster care. 
Furthermore, these findings highlight that placement into any foster care may not be 
sufficient for fostering healthy outcomes, as foster care placements characterized by 
being child centered and having high levels of caregiver support appeared to better 
placements for children in terms of internalizing psychopathology outcomes.

3.1.2  Follow-Up at 8 Years of Age

Internalizing symptoms in a follow-up at age 8 years were assessed via teacher 
report using the MacArthur Health and Behavior Questionnaire (HBQ; Essex et al., 
2002), which does not yield clinical diagnoses but provides a dimensional assess-
ment of symptoms. History of institutional care was associated with higher levels of 
depression and anxiety symptoms (Bick, Fox, Zeanah, & Nelson, 2015). Importantly, 
however, the intervention effect found at 54 months was no longer present at age 8, 
as children in the CAUG and FCG did not significantly differ from one another.

3.1.3  Follow-Up at 12 Years of Age

Similar to the findings at age 8 years, using the total number of symptoms, the EIG 
adolescents had significantly higher levels of internalizing symptoms than their 
NIG counterparts (Humphreys, Gleason et al., 2015). Yet, when boys and girls were 
examined separately, this group difference was found only among girls, such that 
girls with a history of institutional care had higher levels of internalizing than those 
girls who were never institutionalized. In addition, and similar to the findings from 
the follow-up assessment at age 8 years, there was no intent-to-treat effect, indicat-
ing that the role of the intervention on girls’ internalizing psychopathology was not 
evident past the preschool age assessment.

However, importantly, in order to understand the impact of placement changes 
among individuals originally placed in the FCG, in this study we also conducted 
analyses that set aside the original intent-to-treat groupings. Thus, in addition to 
the CAUG and NIG designations, adolescents in the FCG were divided into two 
groups, approximately half of whom were still living in their original MacArthur 
foster care placements, whereas the other half had been disrupted from that place-
ment (e.g., reunited with their biological family; foster caregiver became too ill to 
provide care). Within the FCG children, those who were in a stable foster care 
placement had lower levels of internalizing symptoms, and this was particularly 
true for girls.
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It should be noted that those children who did and did not disrupt from their 
MacArthur placements were compared on a number of variables at age 54 months, 
when formal support for the intervention ended. Those children who later disrupted 
did not differ from those who remained stable on measures of IQ, psychopathology 
symptoms, and time spent in institutional care at 54 months, suggesting that disrup-
tions were unlikely to be the result of child-specific challenging behaviors.

Teacher reports provided slightly different results. While those in the EIG had 
greater depression symptoms than those in the NIG, girls in the CAUG showed sig-
nificantly higher levels of depression symptoms when compared with both the FCG 
and NIG participants (Bick et al., 2015), indicating a sex-specific intervention effect 
that had reemerged. For anxiety symptoms, there were no group differences based on 
institutional care history or intervention group for boys. However, for girls, the 
CAUG had significantly higher anxiety symptoms compared to both FCG and NIG.

Discrepancies among informants is a common issue in child psychopathology 
research (De Los Reyes & Kazdin, 2005), and to date it is not clear how best to 
make use of multiple informants, particularly when they disagree. Traditionally, 
differences in informant reports would be evidence of measurement bias, but it is 
also possible that each informant provides uniquely useful information about the 
child’s functioning. Within the BEIP, these challenges are also complicated by rater 
consistency and the degree of familiarity with the child over time. Specifically, 
never institutionalized children often have the same parent provide reports on their 
child’s behavior at all assessments. On the other end of the spectrum, children who 
remained in institutional care may have a different caregiver providing information 
at each assessment. The consistency in measurement, as well as the probability that 
a new caregiver will know less about a child compared to those caregivers who have 
long-term relationships with a biological or fostered child, is worth noting as a limi-
tation and challenge to this work.

In terms of predictors of internalizing symptoms at age 12 years, two studies 
identified links to this form of psychopathology. First, using diffusion tensor imaging 
(DTI) to examine white matter tracts, Bick et al. (2015) found that alterations in the 
external capsule and body of the corpus callosum partially mediated the  association 
between institutional care history and anxiety and depression symptoms. Most 
recently, Troller-Renfree et al. (2016) found that, using a dot-probe task, a positive 
attention bias, a measure of increased attention to happy (vs. neutral) faces, may be 
protective in children who experienced early psychosocial deprivation. Positive bias 
was associated with lower levels of teacher-reported internalizing problems.

3.2  Externalizing Psychopathology

3.2.1  54 Months: RCT Completion

Externalizing psychopathology, which consists of aggressive and oppositional 
behaviors, has been examined in assessments at ages 54 months and 8 and 12 years. 
The EIG participants (27%) had significantly higher rates of externalizing disorders 
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than those in the NIG (7%) at age 54 months. There was no significant difference, 
however, based on the intervention group overall (i.e., CAUG [29%] vs. FCG 
[25%]; Zeanah et al., 2009). Attachment security at 42 months mediated association 
between caregiving quality at age 30 months and externalizing symptoms at age 54 
months (McGoron et al., 2012).

The effect of the serotonin transporter genotype significantly moderated these 
effects (Brett et al., 2015). Specifically, individuals with the more “susceptible” s/s 
genotype had significantly lower levels of externalizing symptoms at age 54 months 
than their counterparts with at least one l allele. Conversely, among the CAUG, 
those with the s/s genotype had significantly higher levels of internalizing than 
those with an l allele. These findings suggest that individuals with a “susceptible” 
genotype may be more responsive to the environment, such that in good caregiving 
conditions, individuals thrive, whereas in harsher conditions they fare worse. 
Follow-up data from this study supports this conclusion, as externalizing symptoms 
at age 54 months were lowest among those with an organized attachment at 42 
months and the s/s genotype, and those with this same genotype but with an atypical 
attachment at 42 months had the highest externalizing symptoms at the next assess-
ment wave (Humphreys, Zeanah, Nelson, Fox, & Drury, 2015). Individuals with an 
l allele did not differ in externalizing symptoms regardless of intent-to-treat group 
or attachment status at 42 months.

In addition to potential differences based on genotype, other work examined type 
of foster care in relation to externalizing symptoms at age 54 months. Children 
placed in MacArthur foster care did not differ in externalizing symptoms compared 
to those children in the government-sponsored foster care (Tibu et al., 2014). One 
analysis examined whether attachment security at age 42 months explained the 
association between caregiving quality at 30 months and externalizing symptoms at 
54 months and found evidence for a significant indirect effect (McGoron et  al., 
2012), indicating that the intervention’s effort to improve caregiving quality for 
children may have had important downstream consequences on externalizing symp-
toms through creating secure attachments.

3.2.2  Follow-Up at 12 Years of Age

At age 12 years, ADHD symptoms were assessed independent of externalizing psy-
chopathology. Among both boys and girls, those in the EIG had significantly higher 
levels of externalizing symptoms than those in the NIG (Humphreys, Gleason et al., 
2015). In adolescence, for the first time, a significant intent-to-treat effect for exter-
nalizing psychopathology was found, such that children in the CAUG had higher 
levels of symptoms than those in the FCG. Yet, this specific intent-to-treat effect 
was accounted for by boys, indicating that the placement into foster care signifi-
cantly reduced externalizing psychopathology only in boys at age 12 years. Among 
girls, there was no intent-to-treat effect.

Setting aside group designations based on random assignment, and, instead, 
looking at stability of the foster care placement for the FCG, indicated that those 
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who remained in their MacArthur foster families had significantly reduced external-
izing compared to those girls originally placed in the FCG but who had disrupted 
from their placement. As a reminder, evidence of differing levels of psychopathol-
ogy found at 12 years were likely to result from placement disruptions rather than 
preexisting child behavior problems as the groups did not differ from each other at 
age 54 months on measures of externalizing symptoms. It is unclear if observed dif-
ferences based on foster care placement stability were due to being disrupted from 
a placement, from the quality of the placement following disruption from the foster 
care intervention, from the number of disruptions experienced overall, or some 
other factors.

Callous-unemotional (CU) traits, often seen as a precursor to psychopathy, and a 
correlate of conduct disorder, are an important variety/type of externalizing psycho-
pathology. Using caregiver reports of CU traits at age 12 years, we found higher 
rates of CU traits among children who experienced institutional rearing as young 
children compared to the NIG participants (Humphreys, McGoron et  al., 2015). 
Intent-to-treat analysis indicated that, among boys, CU traits were significantly 
lower among those in the FCG compared to CAUG. These findings provide the first- 
ever evidence that CU traits can be prevented and also provided insight into the 
possible mechanism by which the intervention was able to prevent high levels of CU 
traits among boys with a history of psychosocial deprivation.

We also examined whether specific caregiving behaviors may have explained the 
lower levels of CU traits found among those children placed in the FCG. In particu-
lar, both caregiver warmth and caregiver responsiveness to their child when he or 
she was distressed were examined. Ratings of each were obtained via caregiver- 
child interactions at the 42-month assessment. We found that caregiver responsive-
ness to distress, but not caregiver warmth, mediated the intervention effect on CU 
traits in boys. These findings suggest that the promotion of empathic responding to 
children’s distress may be an important target for parenting interventions that aim to 
prevent or reduce CU traits in children.

3.3  ADHD Psychopathology

It is important to point out that there is debate regarding whether ADHD should be 
considered as a form of externalizing psychopathology and that some measures 
include symptoms of inattention, hyperactivity, and impulsivity in dimensional 
assessments of externalizing behavior, whereas others do not. Though ADHD 
symptoms often correlate with the symptoms of oppositional defiant disorder and 
conduct disorder, their differential responses to intervention provide support that 
these represent separable constructs. In addition, as noted above, symptoms of 
inattention and overactivity are highly prevalent following early deprivation, seem-
ing to represent a deprivation-specific pattern of behavior (Kreppner, O’Connor, & 
Rutter, 2001).
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3.3.1  54 Months: RCT Completion

At age 54 months, the EIG (21%) had significantly higher rates of externalizing 
disorders than the NIG (3%). In addition, there was no significant difference based 
on the intervention group (i.e., CAUG [23%] vs. FCG [19%]; Zeanah et al., 2009). 
Analyses by Tibu et  al. (2014) found that, after controlling for duration of time 
spent in foster care, there was a main effect of the type of foster care placement on 
level of ADHD symptoms. Specifically, children placed in the MacArthur foster 
care had significantly lower levels of ADHD symptoms than those in government- 
sponsored foster care.

Two analyses examined whether neural markers were associated with ADHD at 
age 54 months. Using EEG, both reductions in alpha relative power and increases in 
theta relative power, both thought to reflect a delay in cortical maturation, among 
EIG children predicted ADHD symptoms at age 54 months (McLaughlin et  al., 
2010). Furthermore, these EEG activations significantly mediated the association 
between institutionalization history and ADHD symptoms, which may indicate that 
atypical brain development related to psychosocial deprivation may be the cause of 
increased ADHD symptomatology among this population. A second study, using 
ERP to examine neural responses to facial stimuli, found that peak amplitude of the 
P700 significantly mediated the association between institutional rearing and 
ADHD symptoms at 54 months (Slopen et al., 2012). These findings point to another 
biologically embedded neural response associated with institutional care that helps 
to explain the increased prevalence of ADHD.

3.3.2  Follow-Up at 8 Years of Age

Teacher report was used to assess inattention and hyperactivity at age 8 years, and 
EIG children had higher inattention and impulsivity than the NIG children (Tibu 
et al., 2016). As with the 54-month assessment, there was no intervention effect of 
foster care on symptoms of inattention or impulsivity. Poorer performance on work-
ing memory and response inhibition tasks were found to partially mediate the asso-
ciation between early institutionalization and ADHD symptoms (Tibu et al., 2016). 
These findings suggest that interventions targeting these specific deficits (e.g., 
working memory training) may be beneficial for reducing ADHD symptoms among 
children who experienced severe psychosocial deprivation.

3.3.3  Follow-Up at 12 Years of Age

At age 12 years, we again found that the EIG had significantly higher rates of ADHD 
and higher levels of ADHD symptoms than the NIG (Humphreys, Gleason, et al., 
2015). Unlike findings obtained from community samples, our results indicated that 
ADHD was elevated equally in boys and girls, suggesting that perhaps there is an 
etiological route to ADHD following deprivation that is unique to neglect and/or 
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that the ADHD presented following psychosocial deprivation may represent a 
unique variant of ADHD.  Although heritability estimates of ADHD are high, a 
growing body of evidence indicates that early adverse experiences likely play a role 
in elevated inattention, hyperactivity, and impulsivity (Humphreys & Zeanah, 
2015). In addition, given that the psychopathology data from the DISC at age 12 
years did not show differences based on intent-to-treat groupings or the stability of 
the foster care placement, this provides further support that the sensitive period for 
recovery from negative effects that may contribute to the development of ADHD 
symptoms is very early – earlier than the average age of 22 months in which the 
BEIP placements occurred.

3.4  Reactive Attachment Disorder

Reactive attachment disorder (RAD), also described as inhibited social behavior, 
has been carefully assessed at all assessment periods in the study, as attachment 
problems were hypothesized to be a major domain in which the foster care interven-
tion would have positive effects.

3.4.1  Baseline to Age 54 Months

Signs of RAD were higher among the EIG than the NIG at the baseline assessment, 
and the CAUG and FCG did not differ, supporting the randomization procedure 
(Smyke et al., 2012). Across the intervention, the rates of RAD in the NIG remained 
stable and low, whereas rates in the CAUG remained stable and higher. Importantly, 
as early as the 30-month assessment, there was a significant intent-to-treat effect on 
signs of RAD, such that those children assigned to the FCG had significantly lower 
rates of RAD than the CAUG and were similar to the NIG from age 30 months 
through 54 months. Attachment security at 42 months mediated association between 
caregiving quality at age 30 months and RAD symptoms at age 54 months (McGoron 
et al., 2012).

3.4.2  Follow-Up at 8 Years of Age

Follow-up at age 8 years showed a similar trend, such that signs of RAD were three 
times as high among the CAUG than the FCG (Smyke et al., 2012). However, at this 
age group, both the CAUG and FCG had higher RAD signs than the NIG. Predictors 
of RAD signs at 8 years included a bias away from happy facial expressions (Troller- 
Renfree et al., 2015), indicating that social biases toward happy faces may help to 
protect children with a history of severe psychosocial deprivation from RAD.
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3.4.3  Follow-Up at 12 Years of Age

At age 12 years, the EIG had more signs of RAD than the NIG, although males 
who had spent time in institutions had higher levels of inhibited social behavior 
than all other groups (Humphreys, Nelson, Fox, & Zeanah, 2016). In addition to a 
significant intent-to-treat effect at age 12 years, such that the FCG continued to 
have lower RAD signs than the CAUG, a timing of placement was also found. 
Those children in the FCG who were placed after age 24 months had marginally 
higher scores than those placed prior to age 24 months. In addition, a greater num-
ber of placement disruptions and a greater proportion of the child’s life spent in 
institutional care were each associated with higher levels of RAD. These findings 
indicate that events both earlier and later in childhood may be important in adoles-
cent presentations of RAD.

3.5  Disinhibited Social Engagement Disorder

Disinhibited social engagement disorder (DSED), also described as disinhibited 
social behavior (or “indiscriminate sociability” or “indiscriminate friendliness”) 
also has been examined throughout the study and follow-up assessment.

3.5.1  Baseline Through Age 54 Months

Signs of DSED at baseline did not significantly differ by institutional care history 
(i.e., EIG vs. NIG) (Smyke et al., 2012) or by randomization into groups among 
children in institutions. Following this baseline assessment, the NIG had lower 
signs of DSED than both the CAUG and FCG at ages 30, 42, and 54 months. In 
addition, a significant intent-to-treat effect was found, emerging at the age 42-month 
assessment and continued to be present at age 54 months, such that children ran-
domized to the FCG had lower signs of DSED than the CAUG. An age of placement 
effect for children placed in foster care was found, such that children placed after 
age 24 months had more signs of DSED at ages 30 and 54 months than those placed 
in foster care younger than 24 months. These findings support earlier placements for 
abandoned children. Further, attachment security at 42 months mediated association 
between caregiving quality at age 30 months and DSED symptoms at age 54 months 
(McGoron et al., 2012).

DSED, by definition, requires the presence of insufficient caregiving (American 
Psychiatric Association, 2013), yet individual differences following deprivation 
point to a possible genetic contribution. Indeed, children with either the l allele of the 
serotonin transporter or val/val genotype of BDNF gene were relatively stable in 
signs of DSED over time (Drury et al., 2012). However, children with the s/s geno-
type and met allele had the most signs of indiscriminate behavior at 54 months if they 
were randomized to the CAUG but the fewest signs if randomized to the FCG.   
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These findings indicate that there may be differential susceptibility to both positive 
and negative environmental experiences based on genotype that can be reflected in 
signs of DSED.

3.5.2  Follow-Up at 8 Years of Age

At age 8 years, there continued to be an effect of institutional care history (EIG had 
greater signs than the NIG) (Smyke et al., 2012). In addition, signs of DSED from the 
DAI were over twice as high among the CAUG than the FCG (Smyke et al., 2012).

3.5.3  Follow-Up at 12 Years of Age

Most recently, signs of DSED were examined from the follow-up at age 12 years, 
and again the EIG had higher levels than the NIG (Humphreys et al., 2016). An 
intent-to-treat effect was found to be statistically significant, indicating that those in 
the FCG had reduced signs of DSED than the CAUG, which indicates that differ-
ences from the randomization on this domain were detectable over 10 years since 
the formal end of the intervention. There was a significant association between pro-
portions of a child’s life spent in institutional care predicting higher levels of indis-
criminate social behavior, even after controlling for time in institutions before 54 
months. These findings indicate that even later childhood experiences may be 
important in adolescent presentations of his attachment problem.

4  How This Knowledge Can Improve Children’s Care

The findings from the BEIP have significant practical applications for improving the 
well-being of children experiencing early neglect, the most common form of child 
maltreatment (U.S. Department of Health and Human Services & Services, 2015). 
Although the study did not explicitly test outcomes as a function of varying quali-
ties of institutional care, it can be said that there is “no such thing as a good institu-
tion” (Nelson, 2003). The results from the BEIP show clear and dramatic effects of 
family placement for children who experienced institutional care. In addition, unlike 
studies such as the ERAS that provided a significant socioeconomic and cultural 
intervention in addition to family-based care, the fact our families were Romanian 
and, on average, had lower economic, educational, and health resources than fami-
lies from the UK or USA makes it more remarkable that such robust intervention 
effects were found. Though the present chapter focused on psychiatric outcomes, it 
is important to point out that in nearly every domain studied, children who were 
randomly selected to be placed in high-quality foster care had better outcomes than 
their counterparts who were randomized to care as usual (Nelson et  al., 2014). 
Additionally, these findings are likely underestimate of the true power of the foster 
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care intervention for several reasons. First, a conservative intent-to-treat approach 
was used to test the intervention’s effect. Second, the study’s noninterference policy 
meant that only half of children in the FCG were no longer in their original place-
ments by age 12 years (Humphreys, Gleason, et al., 2015). Third, very few of the 
children randomized to the CAUG were still residing in institutional care at this age. 
Thus, the primary policy implication of this study is that children should be placed 
in families rather than continue in an environment that is characterized by psycho-
social deprivation.

A second policy implication from the BEIP derives from the findings consider-
ing the age of placement into foster care. Not all outcomes demonstrated evidence 
of a recovery (e.g., attention problems), perhaps because the period of development 
in which intervention would have had the strongest impact was outside of the range 
in which children were placed (i.e., before age 6 months). For example, in the 
ERAS, children adopted prior to 6 months of age were very unlikely to develop 
signs of inattention/overactivity compared to children adopted after 6 months of 
age. For many outcomes, there were clear advantages found in those children who 
were placed into families at younger ages, particularly in relation to attachment 
(Smyke, Zeanah, Fox, Nelson, & Guthrie, 2010) and cognitive domains (Nelson 
et al., 2007). The brain is plastic, but this plasticity decreases over time.

Our work, along with many other researchers studying the effects of early experi-
ences of adversity, provides a clear incentive to prioritize intervention to enhance 
caregiving environments for children who have been abandoned as early as  possible. 
In fact, the Romanian government passed a law in 2005 that banned the placement 
of children younger than 24 months in institutions. Although no doubt many factors 
contributed to this legislation, several of the major findings from this study identi-
fied 24 months as an important age in which children placed prior to this age typi-
cally fared better than those placed after age 24 months (Nelson et al., 2014). More 
recently, in 2014, the Romanian government extended the ban on institutional care 
for children younger than 36 months.

The third policy implication is that the foster care placement must be of high 
quality and child centered. While family placement is considered to be a better 
alternative for abandoned children than institutional care, not all family placements 
are equal (Zeanah, Shauffer, & Dozier, 2011). Children who have been abused or 
neglected may pose special difficulties for caregivers, and foster parents must be 
adequately prepared to be sensitive caregivers and required to receive regular sup-
port for specially trained mental health providers. The foster care program designed 
by the BEIP team was informed by the most recent research on child development 
and infant mental health and was equipped with local social workers who met regu-
larly with foster parents (Smyke et al., 2009). In turn, these social workers received 
regular consultation from psychologists and psychiatrists in the USA. This approach 
requires significant time, effort, and training. The benefits can be found both anec-
dotally, with the reported support received by the study sponsored foster care par-
ents compared to those parents working with the Romanian government-sponsored 
foster care system, as well as with child outcomes. At the level of psychopathology 
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in early childhood, as noted above, we found that there were lower levels of psycho-
pathology among children in the high-quality government-sponsored foster care 
compared to the government-sponsored foster care (Tibu et al., 2014). As a related 
point, the BEIP has also provided evidence into the quality of caregiving as an 
important mediator of the effects of the intervention. Caregivers in the foster care 
intervention were found to be more sensitive to the child’s needs, which in turn 
resulted in greater empathy in the children (Humphreys, McGoron, et al., 2015) as 
well as reduced internalizing, externalizing, RAD, and DSED psychopathology 
(McGoron et al., 2012). Fostering sensitive caregiving within programs that train 
new and existing foster care providers is an additional important practical implica-
tion from the work of the BEIP.

Based on these results, we have advocated for placement into family-based care 
for abandoned children. We believe that the placement should occur as early in the 
child’s life as is feasible and that the placement should be one of high quality, in 
which foster care providers are adequately prepared for their task and engage in 
sensitive caregiving.

The fourth policy implication from the BEIP is about the stability of such place-
ments. It is not enough to merely experience a “dose” of foster care. Our research 
indicates that the stability of ones’ foster placement is of great importance. In fact, 
those children who received high-quality foster care but then were disrupted from 
that placement fared nearly as poorly as those children who never received the fos-
ter care intervention (Humphreys, Gleason, et  al., 2015; Troller-Renfree et  al., 
2016). An unfortunate consequence of prioritizing placements only for young 
 children may mean that older children in stable placements become displaced from 
those families. Thus, finding foster care placements that are long term, with a sub-
stantial commitment to the child, are all essential ingredients for maintaining the 
positive outcomes that result from living with a family.

5  Summary

The BEIP was the first RCT of foster care for abandoned children placed in institu-
tional care. Findings from this study spanned multiple domains, and this chapter 
focused on psychopathology, finding that across most outcomes placement into fos-
ter care resulted in better outcomes. Furthermore, being placed earlier in life tended 
to be associated with larger gains for attachment disorders, and experiencing place-
ment disruptions could undermine recovery from early psychosocial deprivation. In 
terms of psychopathology, ADHD symptoms appear to be the most resistant to 
intervention, while attachment problems appear to be the most responsive. 
Individuals’ sex and genetic predispositions were important within person modera-
tors of effects, while the type of early experience, intervention received, and timing 
of the intervention were important extrinsic moderators of the association between 
institutional care history and psychopathology.
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Questions for Discussion
 1. Why was a randomized controlled trial required to evaluate the effectiveness of 

the high-quality foster care intervention? In other words, what could an RCT 
provide that was not previously known?

 2. What is the benefit of studying child outcomes related to the age of placement 
into foster care? How might knowledge of sensitive periods guide policy and 
practice?

 3. What are the potential advantages and disadvantages of improving the quality of 
existing institutions versus creating a government-sponsored network of foster 
placements?
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Don’t turn your face away.
Once you’ve seen, you can no longer act like you don’t know.
Open your eyes to the truth. It’s all around you.
Don’t deny what the eyes to your soul have revealed to you.
Now that you know, you cannot feign ignorance.
Now that you’re aware of the problem, you cannot pretend you 
don’t care.
To be concerned is to be human.
To act is to care.
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1  Introduction

Interpersonal violence constitutes a serious health and social problem for all chil-
dren and adolescents (World Health Organization, 2013). Studies in European 
countries show that a large number of children and adolescents in the general popu-
lation suffer victimization, especially in the form of violence committed by family 
members (see, for example, Ellonen & Salmi, 2011 in Finland; Pereda, Guilera, & 
Abad, 2014 in Spain; or Radford, Corral, Bradley, & Fisher, 2013 in the UK). In 
addition, children and youth removed from violent homes are at a higher risk of suf-
fering multiple forms of victimization (e.g., Cyr et al., 2012; Segura, Pereda, Abad, 
& Guilera, 2015) or what has been defined as poly-victimization (Finkelhor, 
Ormrod, Turner, & Hamby, 2005). The issue is an important one, since a significant 
number of children and youths are being cared for by child welfare systems in 
European countries. Research on poly-victimization is a recent phenomenon, and 
some studies have already highlighted its significance for predicting mental health 
problems (Finkelhor, Ormrod, & Turner, 2009).

This chapter explores the phenomenon of poly-victimization in an at-risk sample 
of children and adolescents in residential care in Spain. Its overall aim is to establish 
whether they are receiving effective protection from the child welfare system. Its 
specific objectives are the following: (1) to analyze the current state of research into 
child abuse and neglect in Spain; (2) to describe the evolution of the child welfare 
system in Spain, specifically in the region of Catalonia; (3) to review studies of 
victimization experiences among children and adolescents cared for by the child 
welfare system in Spain; (4) to provide empirical data on the prevalence of victim-
ization and poly-victimization among adolescents in residential care in Catalonia; 
and (5) to analyze the relationship between poly-victimization and mental health 
problems among adolescents in residential care.

2  Social and Academic Attention to Children’s Victimization 
in Spain

2.1  The Study of Child Abuse and Neglect in Spain

Ever since Henry Kempe and colleagues defined the battered child syndrome in the 
1960s (Kempe, Silverman, Steele, Droegemueller, & Silver, 1962), child abuse and 
neglect have attracted growing attention among scholars all over the world. In 
Spain, however, research into this serious problem has been quite slow to develop. 
It should be kept in mind that the country was immersed in a civil war from 1936 
to1939, and under the Franco dictatorship which lasted until 1975, the prevalent 
attitude toward attention to children and youth placed the emphasis on moral and 
ideological control (Amich Elías, 2009). Additionally, three social and academic 
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problems have held back the study of child victimization in Spain and have made it 
difficult to establish its true incidence.

Firstly, cultural factors related to the vision of family, violence, and childhood 
act against the notification of child abuse and neglect (De Paúl & Arruabarrena, 
2001) and generally discourage professionals from reporting cases to the public 
services (Inglés, 2000; Saldaña, Jiménez, & Oliva, 1995; Sanmartín, 2002). 
Nationwide studies of child abuse reports by official social and medical services 
suggest that the prevalence of child victimization within the family is exceptionally 
low. However, Lachica (2010) stated that reports of child maltreatment represent 
only 10% of the actual cases, which suggests that official reports show only the tip 
of the iceberg (Morales & Costa, 1997). A recent study of a community sample of 
1105 adolescents in Catalonia (Pereda, Abad, & Guilera, 2016) found that only 
9.3% of those who suffered sexual victimization reported the event to the police or 
the courts. There seems no doubt that studies using reports from the health and 
social services to establish prevalence rates are underestimating the reality of child 
abuse in Spain.

Secondly, although some Spanish studies have observed that some victimization 
experiences tend to co-occur (e.g., Arruabarrena & De Paúl, 1999; Saldaña et al., 
1995), most have explored only specific types of victimization (e.g., bullying), a 
focus that has contributed to the fragmentation of the field of developmental victi-
mology (Finkelhor, 2007). As in many other countries, researchers have studied the 
type of victimization they were interested in rather than analyzing the wide range of 
victimizations experienced by children and adolescents and the consequences for 
their mental health (Finkelhor, 2011). Therefore, not all types of victimization have 
been paid equal attention. Arruabarrena and De Paúl (1999) state that in Spain, 
research on child victimization initially focused on physical abuse. Other types of 
violence against children have also been studied, mostly related to caregiver victim-
ization, such as neglect and emotional abuse (e.g., De Paúl & Arruabarrena, 1995), 
and generally based on the analysis of social service files. More recently, the preva-
lence of sexual victimization (Pereda et  al., 2016), dating violence (González 
Méndez & Santana Hernández, 2001), or electronic victimization (Montiel, 
Carbonell, & Pereda, 2015) has also been analyzed on the basis of interviews with 
children and youths and self-reports.

Thirdly, few studies on childhood victimization in Spain have been conducted at 
a national level. The studies that have applied a nationwide approach (e.g., Saldaña 
et al., 1995; Sanmartín, 2002) used data from social service reports and restricted 
their study to experiences of victimization within the family. The only studies that 
have analyzed multiple forms of victimization were conducted at a regional level 
with youth from community samples (e.g., Lila, Herrero, & Garcia, 2008; Pereda 
et al., 2014) or high-risk samples (e.g., child welfare, see Segura et al., 2015; immi-
grants, see Cedeño, Martínez-Arias, & Bueno, 2015; juvenile justice, see Pereda, 
Abad, & Guilera, 2015). It is difficult to extrapolate the results to the whole country; 
therefore, a nationwide study analyzing the prevalence of multiple forms of victim-
ization among Spanish children and adolescents is still clearly needed.
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In the last decade, the study of child victimization has taken a turn in many countries, 
and Spain is no exception. In the United States (USA), Finkelhor and his group have 
proved that children and adolescents constitute one of the most victimized groups in 
society and that these individuals often experience more than one type of victimiza-
tion (Turner, Finkelhor, & Ormrod, 2006). Finkelhor and co- workers defined the 
term “poly-victimization” to refer to the experience of multiple forms of victimiza-
tion in childhood (Finkelhor, Ormrod et al., 2005). These studies have had a signifi-
cant influence in Spain, and several research teams have studied the extent of this 
phenomenon in different regions (e.g., Játiva & Cerezo, 2014), including Catalonia 
(Pereda et al., 2014; Soler, Paretilla, Kirchner, & Forns, 2012). Two studies with 
community samples in Catalonia found that 71.6% of adolescents had experienced 
two victimizations during the previous year (Soler et  al., 2012), while the mean 
number of victimizations during the past year was between three and four (2.86 
according to Pereda et al., 2014; 3.94 according to Soler et al., 2012).

In addition, Spanish studies with community samples have corroborated the 
results of international research in observing that poly-victimization is a potential 
predictor of clinical symptoms: for example, internalizing symptomatology such as 
depression and anxiety (Guerra, Pereda, Guilera, & Abad, 2016; Soler, Forns, 
Kirchner, & Segura, 2014), externalizing symptoms (Soler et  al., 2014), suicidal 
phenomena (Soler, Segura, Kirchner, & Forns, 2013), and post-traumatic stress 
symptoms (Soler et al., 2012). Pereda and Gallardo-Pujol (2014) also found that 
children who experienced poly-victimization were more likely to be re-victimized 
in adulthood.

2.2  The Development of the Child Welfare System

In instances of interpersonal victimization, institutions such as the police, the courts, 
and the social services tend to intervene in a way that is often not considered neces-
sary after other stresses and traumas, such as accidents or serious illness (see 
Finkelhor, 2007). The special nature of interpersonal victimization may require the 
intervention of the child welfare system, and so the estimated lifetime cost of child 
maltreatment may be high (for the USA, see Fang, Brown, Florence, & Mercy, 2012).

The protection of children is a value that is shared worldwide today (Schene, 
2006). Until the twentieth century, however, it was not a priority. The Convention on 
the Rights of the Child (CRC), the first international, mandatory law on children’s 
rights (United Nations General Assembly, 1989), constituted a turning point. The 
CRC emphasized that children must be considered not only as vulnerable subjects 
to be protected but also as people with rights. It also stated that all actions involving 
children should be based on the best interests of the child.

In Spain, before the twentieth century, abandoned children and offenders received 
scarce attention from the state, and children were assisted almost exclusively in 
private hospices (Sánchez Vázquez & Guijarro Granados, 2002). The Organization 
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and Attributions of Courts for Children Act was passed in 1918; with regard to the 
creation of special courts for children, its implementation throughout the country 
was slow and irregular (González, 1999; Sánchez et  al., 2002). In the following 
years, the juvenile courts were directed to reeducate and take charge of children and 
youths (under the age of 16) who had committed offenses or had experienced severe 
forms of interpersonal violence (e.g., sexual exploitation or abandonment), to whom 
measures such as reprimands, juvenile probation, or confinement in reformatory 
institutions were applied (Amich Elías, 2009). The juvenile courts remained in 
place under the Franco dictatorship, but their judgments were now underpinned by 
the doctrine of the fascist state (Amich Elías, 2009). The system was used to keep 
families and children of different ideologies under the control of the regime 
(Valiente, 1996). As a result, legislation on child protection was slower to emerge 
than in other European countries (del Valle, Canali, Bravo, & Vecchiato, 2013).

After the return of democracy in 1975, several child protection laws were intro-
duced. In 1987, new state legislation on child protection (Law 21/1987, Reform of 
the Civil Code and the Civil Procedure in Relation to Adoption and Other Forms of 
Child Protection) represented a profound modification of the Spanish child protec-
tion system (Casas & Montserrat, 2002) because the protection of children now 
became the responsibility of specific public agencies. This legislation aimed to 
improve the care of children and youths in a variety of ways, for instance, by 
enhancing child welfare workers’ ability to detect cases of both severe and non- 
severe abuse, by promoting measures other than institutionalization (e.g., being 
cared for by family relatives), by working with each family and child on an indi-
vidual basis, and by including psychologists in the child welfare teams (De Paúl, 
2009). The 1996 Legal Protection of Children and Young People Act defined the 
basic rights of the child. This legislation embraced the CRC and stipulated that 
children’s rights should be taken into account in all actions involving minors, espe-
cially in public agencies (Vidal Casero, 2002).

In addition, in 1987 responsibility for the social services was transferred to each 
specific Spanish region (De Paúl, 2009), and each regional government introduced 
its own legislation in order to protect vulnerable children and adolescents. As a 
result, Spain today does not have a nationwide child welfare system, and until now 
each regional child welfare system has evolved in its own way. Catalonia, in the 
northeast of the country, is unique in having developed a body of legislation on child 
protection (De Paúl & Arruabarrena, 2001). The decentralization of the social ser-
vices has hindered the development of research and statistical studies of the child 
welfare system at nationwide level, although Domínguez Alonso and Mohedano 
Menéndez (2014) reported that in 2011, 8405 children and adolescents were placed 
in residential facilities, and 3055 were fostered by relatives. These results reflect 
that placement in residential care is a frequent protective policy in Spain. 
Nevertheless, there have been changes since the 1980s and 1990s, thanks to the 
decrease in the numbers of children attended at each center, the professionalization 
of child welfare workers, and the integration of protected children into normalized 
daily life routines, among other factors (De Paúl & Arruabarrena, 2001).
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In Catalonia, the protection of vulnerable minors (mainly orphans and abandoned 
children) was traditionally organized by the church or by charities (Pinilla, 2011). 
When the Spanish government transferred responsibilities for child protection to the 
regional authorities, the Catalan government set up a network of social services and 
resources that covered the entire region (Casas, 2012). Some of these powers were 
assigned to the Department of Health and others to the Department of Justice. This 
situation of fragmentation lasted until 1988, when the Directorate General for 
Children was created.

Currently, the Catalan child welfare system, known as the Directorate General 
for Children and Adolescents (DGAIA)1 is part of the Catalan Ministry for Social 
Welfare and the Family. Its priority is to assist and protect children and adolescents 
at social risk or victims of family abuse or neglect. In this system, several multidis-
ciplinary and specialized professional teams assess and review situations of risk and 
propose protective measures for each case – for example, care within the child’s 
own family; fostering within the extended family (kinship care), non-relative family 
care, or pre-adoptive care; residential care (short and long term, and other institu-
tions such as open centers or residential treatment centers); and adoption.

The residential care system looks after children from 0 to 18 years old who have 
had to be removed from unsafe homes. Residential care is the last measure that 
should be implemented, when all other possibilities have been exhausted; it is 
applied when the separation of the child from the family is expected to be temporary 
or when foster care is not recommended. Residential care facilities are defined as 
either short term or long term. Short-term centers provide limited and temporary 
shelter (for a few months) for children who need to be immediately removed from 
their families. During the institutionalization, the situation of children and their 
families is examined and diagnosed, and an appropriate proposal for the child’s 
future care is put forward. Long-term centers provide permanent shelter and offer 
care and education for children who live in violent families or whose parents have 
serious difficulties in meeting their child’s basic needs, due to mental health prob-
lems, substance abuse, and so on.

According to the official data, 7104 children and adolescents were attended by 
the DGAIA in 2013. The largest group was in residential facilities (n  =  2719, 
38.3%). Others were fostered in kinship care (n = 2494, 35.1%), non-relative family 
care (n = 964, 13.6%), or other measures (n = 927, 13.0%) (Síndic de Greuges, 
2014). Although in the 1970s and 1980s the Catalan government started to deinsti-
tutionalize the child welfare system (Bravo & Fernández del Valle, 2009), residen-
tial care is still the most used protective measure (Síndic de Greuges, 2014); against 
this background, Casas (2012) proposed that future studies should assess the impact 
of the protective measures taken by the welfare system on children’s and adoles-
cents’ lives.

1 More information is available at http://sac.gencat.cat/sacgencat/AppJava/organisme_fitxa.
jsp?codi=5157 and http://treballiaferssocials.gencat.cat/ca/el_departament/funcions_i_estructura/
organismes/secretaria_dinfancia_i_adolescencia/.
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3  Poly-victimization and Mental Health Problems 
Among Adolescents in Residential Facilities

Some studies have reported that even when children and adolescents are cared for in 
residential facilities, they continue to experience victimization (Ellonen & Pöso, 
2011; Segura et  al., 2015) in the form of emotional, sexual, and physical abuse 
(Euser, Alink, Tharner, van Ijzendoorn, & Bakermans-Kranenburg, 2013; 
Gavrilovici & Groza, 2007; Green & Masson, 2002; Rus et  al., 2013). Rates of 
interpersonal violence may reach alarming levels, both prior to entry (Carrasco- 
Ortiz, Rodríguez-Testal, & Hesse, 2001; Gearing, MacKenzie, Schwalbe, Brewer, 
& Ibrahim, 2013; Hobbs, Hobbs, & Wyne, 1999) and while in the care of the child 
welfare system (Cyr et  al., 2012; Ellonen & Pösö, 2011; Euser et  al., 2013; 
Gavrilovici & Groza, 2007).

In spite of these worrying findings, poly-victimization among children and ado-
lescents cared for by the child welfare system has not been examined in depth. 
Exceptions are the studies conducted in Canada by Collin-Vézina, Coleman, Milne, 
Sell, and Daigneault (2011) and Cyr et al. (2012); in Norway by Greger, Myhre, 
Lydersen, and Jozefiak (2015); in the United States by Kolko et  al. (2010) and 
Salazar, Keller, Gowen, and Courtney (2013); and in Spain by Segura et al. (2015). 
In the latter study, 129 adolescents from 18 residential facilities in Spain reported a 
mean number of 4.57 victimizations over the past year. Using a similar methodol-
ogy with a sample of 220 children and youths in the child welfare system in Canada 
that included those living in reception centers (i.e., short-term residential centers), 
Cyr et al. (2012) found that 93% of those who suffered one episode of victimization 
had suffered at least one other type of victimization during the past year. Both stud-
ies found that around half of children and adolescents cared for by the child welfare 
system were considered as poly-victims who had suffered four or more victimiza-
tions, according to the criteria established by Finkelhor, Ormrod et al. (2005).

Moreover, studies in both Spain and abroad have found that the experience of 
lifetime poly-victimization or multiple types of victimization in youths in the child 
welfare system (including those in foster care, in residential facilities, or living with 
their primary/biological parents) was relevant to the development of psychological 
problems, both internalizing and externalizing (e.g., Collin-Vézina et  al., 2011; 
Greeson et al., 2011; Greger et al., 2015; Segura, Pereda, Guilera, & Abad, 2016). 
However, no research has analyzed the impact of poly-victimization on mental 
health problems among adolescents under care at residential facilities and its influ-
ence on the effectiveness of the protection measures.

3.1  Objectives and Hypothesis

To our knowledge, the relationship between poly-victimization and mental health 
problems among youth under care in residential facilities in Spain has not been 
analyzed to date. Taking these adolescents as the target sample, we designed our 
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study with the following objectives and hypotheses in mind: (a) to determine the 
prevalence of past-year victimization and poly-victimization (although previous 
studies have focused on many types of victimization in child welfare samples 
(see Segura et al., 2015), none have analyzed victimization while in care) and (b) to 
examine the relationship between past-year poly-victimization and the risk of 
mental health problems.

3.2  Method

3.2.1  Participants

The initial sample included 129 adolescents in care at residential facilities. Those 
who had been at the facility for less than a year were excluded. The final sample 
thus comprised 95 adolescents (51.6% males and 48.4% females), aged 12–17 years 
old (M = 14.49, SD = 1.64) recruited from 16 residential care facilities (92.6% from 
long-term and 7.4% from short-term centers) in Catalonia, Spain. Based on an adap-
tation of the Hollingshead Four-Factor Index (Hollingshead, 1975), subjects’ fami-
lies corresponded to the following socioeconomic categories: low (40.0%), 
medium-low (18.9%), medium (7.4%), medium-high (2.1%), and high level (3.2%). 
This information was not available for approximately one third (28.4%) of the sam-
ple. Most adolescents (73.7%) were born in Spain, while 14.7% were born in 
Central or South America, 7.4% in Africa, 3.2% in other European countries, and 
1.1% in Asia.

In most cases (90.9%), the reason for implementing child protection measures was 
related to victimization experiences (such as neglect, physical or sexual abuse, wit-
nessing domestic violence, among others), whereas in the rest (16.8%), an undefined 
risk situation was determined or this information was unavailable (the sum is more 
than 100% because more than one reason could be given). The mean length of stay in 
residential care facilities was 4.51 years (SD = 3.19, range = 1–13.67, Mdn = 3.25, 
IQR = 12.67). Most parents (88.4%) still had visitation rights with their children.

3.2.2  Procedure

To conduct this study, a convenience sampling method was used, including 13.67% 
of the residential facilities run by the Directorate General for Children and 
Adolescents (DGAIA) of the Catalan Ministry for Social Welfare and the Family. 
Two inclusion criteria were applied: age between 12 and 17 years old and sufficient 
cognitive and language ability to understand the interview questions. Of the adoles-
cents who met the inclusion criteria and were invited to participate, 69.2% were 
eventually recruited. This figure represented 6.7% of all adolescents (aged 12–17) 
in residential care facilities in 2013 in Catalonia according to data provided by the 
DGAIA (personal communication, March 4, 2014). Adolescents were interviewed 
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individually by researchers who were trained in collecting data on violence against 
children (United Nations Children’s Fund, 2012). The study was conducted in 
accordance with the basic ethical principles of the Declaration of Helsinki in Seoul 
(World Medical Association, 2008) and was approved by the Institutional Review 
Board of the University of Barcelona. Youths did not receive economic compensa-
tion for their participation.

3.2.3  Measures

Sociodemographic Data Information including age, gender, country of birth 
(Spanish born vs. foreign), educational level, and parents’ occupation was obtained 
from the participants.

Child Welfare Data Information including type of residential center, reason for 
being taken into care, time in care, and contact with parents was obtained from child 
welfare system files.

Victimization Experiences The Juvenile Victimization Questionnaire (JVQ; 
Finkelhor, Hamby, Ormrod, & Turner, 2005) is a self-report instrument developed 
to assess 36 different types of victimization against children and youths, for both 
lifetime and past-year time frames. To analyze the victimization experiences suffered 
by adolescents while in care at residential facilities, we used the past-year time 
frame. In this study the interview version was used, which had previously been trans-
lated into Catalan and Spanish with the authors’ permission. The 36 victimizations 
are grouped into six modules including conventional crime (e.g., robbery, assault 
with weapon), caregiver victimization (e.g., neglect, psychological/emotional abuse), 
victimization by peers and siblings (e.g., dating violence, peer or sibling assault), 
sexual victimization (e.g., sexual assault/assault by known adult, flashing/sexual 
exposure), witnessing and indirect victimization (e.g., witness to domestic violence, 
witness to murder), and electronic victimization (e.g., online harassment, online 
sexual solicitations). The presence or absence of each victimization experience was 
scored as 1 or 0, respectively. The total number of victimizations (out of 36 items) 
was computed for each participant (Finkelhor, Ormrod et al., 2005). Good psycho-
metric properties were shown in the original version of the instrument (Finkelhor, 
Hamby et al., 2005), and evidence of the validity of its Spanish/Catalan adaptation 
has been reported (Pereda, Gallardo-Pujol, & Guilera, 2016).

Psychopathology The Youth Self-Report/11-18 (YSR; Achenbach & Rescorla, 
2001) was designed to assess adolescents’ emotional and behavioral problems over 
the last 6 months. The instrument comprises 119 items that are scored on a three- 
point Likert scale ranging from 0 (not at all) to 2 (very often). Items are grouped into 
two broadband dimensions and internalizing and externalizing symptoms. T scores 
≥64 can be interpreted as indicating clinical severity. The self-report version of 
YSR was used, which was translated into Spanish and Catalan by the Epidemiology 
and Diagnosis in Developmental Psychopathology Unit of the Autonomous 
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University of Barcelona. Good reliability (Cronbach’s alpha, α = .90) was reported 
for both internalizing and externalizing symptom dimensions (Achenbach & 
Rescorla, 2001). The Spanish version of the YSR has shown adequate psychometric 
properties (Zubeidat, Fernández-Parra, Ortega, Vallejo, & Sierra, 2009).

3.2.4  Data Analysis

SPSS v.21 was used for all the data analysis, with the level of statistical significance 
being set at p < .05. Poly-victimization was studied using Finkelhor, Ormrod et al.’s 
(2005) criteria, which identify youth who experience at least one victimization more 
than the mean number among the victim group as a whole as past-year poly-victims 
(e.g., the threshold was set at four or more types of victimization). The relationship 
between non-poly-victim and poly-victim groups and each specific JVQ victimiza-
tion experience was analyzed using either the chi-square test (χ2) or Fisher’s exact 
test, as appropriate. When statistically significant associations were found, odds 
ratios (OR) and 95% confidence interval (CI) were calculated. Finally, the extent to 
which poly-victimization might predict the clinical severity of symptoms was 
examined by means of logistic regression. After controlling for sociodemographic 
variables (i.e., gender, males vs. females; age, 15–17 vs. 12–14; and country of 
birth, Spain vs. foreign origin [Step 1]), the poly-victimization variable was entered 
(the non-poly-victim group vs. the poly-victim group [Step 2]). The Hosmer- 
Lemeshow test indicated a good fit to each regression model.

3.3  Results

3.3.1  Victimization Rates by Modules

Most adolescents (n = 80, 84.2%) reported at least one type of victimization during 
the past year (77.6% of males and 91.3% of females, χ2 (df = 1) = 2.329, p = .127).2 
Victims had experienced a mean of 4.09 victimizations (SD = 2.45). The most com-
mon types of victimization were conventional crime (68.4%, n = 65), witnessing and 
indirect victimization (52.6%, n = 50), and peer and sibling victimization (47.4%, 
n = 45). A quarter of the sample reported caregiver (26.3%, n = 25) and electronic 
(24.2%, n = 23) victimization, and 8.4% (n = 8) reported sexual victimization.

3.3.2  Poly-victimization

The 44.2% of protected adolescents in residential facilities were past-year poly- 
victims. Table 7.1 shows rates for the JVQ modules for both the non-poly-victim 
group (comprising non-victims and victims who suffered fewer than four types of 

2 Since female participants were older, age was controlled using the Mantel-Haenszel procedure.
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victimization in the past year) and the poly-victim group (comprising those who 
suffered at least four types of victimizations in the past year). Significant differences 
were found between groups regarding all victimization modules, with the exception 
of sexual victimization. Poly-victims were more likely to report any type of victim-
ization during the past year (OR = 16.58, 95% CI [2.09, 131.55]) and also conven-
tional crimes (OR  =  49.54, 95% CI [6.34, 387.20]), witnessing and indirect 
victimization (OR  =  9.83, 95% CI [3.73, 25.87]), peer and sibling victimization 
(OR = 7.85, 95% CI [3.13, 19.70]), electronic victimization (OR = 7.20, 95% CI 
[2.38, 21.75]), and caregiver victimization (OR = 4.93, 95% CI [1.81, 13.44]) than 
non-poly-victims.

3.3.3  Poly-victimization and Psychopathology Among Adolescents 
in Care

In the regression analysis of the internalizing symptoms (Table  7.2, left), poly- 
victimization was a significant predictor, increasing the variance explained by the 
model by 15%. Thus, poly-victims were more likely to present a clinical level of 
internalizing symptoms than non-poly-victims (OR = 5.21, 95% CI [1.88, 14.41]). 
Age was also statistically significant for this broadband dimension, with younger 
adolescents being more likely to present internalizing symptoms within clinical 
ranges (OR = 3.63, 95% CI [1.88, 10.21]).

As for the regression analysis of the externalizing symptoms (Table 7.2, right), 
poly-victimization was a significant predictor for this broadband dimension overall, 

Table 7.1 Descriptive statistics (%, n) for JVQ victimization modules were shown for 
non-poly- victim and poly-victim groups

Non-poly-victim 
group

(n = 53)

Poly-victim  
group

(n = 42) Statistic
Victimization modules % n % N χ2 (df = 2) OR

Any victimization 71.7 38 100 42 11.533** 16.58
Conventional crime 45.3 24 97.6 41 29.704** 49.54
Caregiver victimization 13.2 7 42.9 18 10.623** 4.93
Peer and sibling victimization 26.4 14 73.8 31 21.112** 7.85
Sexual victimization 3.8 2 14.3  6 3.358a,b 4.25
Witnessing and indirect 
victimization

30.2 16 81.0 34 24.220** 9.83

Electronic victimization 9.4 5 42.9 18 14.165** 7.20

In bold, odds ratio (OR) whose confidence intervals did not include the value of 1
Significance is shown by multiple asterisks *p < .01 and **p < .001
aGiven that 20% of the expected frequencies were less than 5, the p-value was obtained by Fisher’s 
exact test
bAdjusted by adding 1 to each cell of the 2 × 2 table
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increasing the variance explained by the model by 10%. Poly-victimized youths 
were three times (OR = 3.43, 95% CI [1.40, 8.44]) more likely to present a clinical 
level of externalizing symptoms than non-poly-victims.

4  Discussion

The current study examined the poly-victimization experienced by adolescents 
while in residential care and its relation to the risk of mental health problems. We 
stress that it is an exploratory study, and our findings should not be extrapolated to 
all adolescents being cared for by the child welfare system in Spain.

With regard to prevalence, we observed that adolescents in care at residential 
facilities reported a high prevalence of all past-year victimization experiences. These 
results are in agreement with those of previous studies with child welfare samples 
(e.g., Euser et  al., 2013; Euser, Alink, Tharner, van IJzendoorn, & Bakermans-
Kranenburg, 2014; Gavrilovici & Groza, 2007), which found that adolescents contin-
ued to experience victimization even when in care at residential facilities.

Moreover, we found that adolescents in care experienced high levels of poly- 
victimization. Our results are closer to those recorded in the study of a Canadian 
child welfare sample (Cyr et al., 2012) that used the same methodology to identify 
poly-victims. In addition, the results of the poly-victim and the non-poly-victim 
groups differed for all kinds of victimization, with the exception of sexual victim-
ization. In general, these results are in line with previous studies (Ford, Wasser, & 
Connor, 2011; Turner, Finkelhor, & Ormrod, 2010) with community samples, which 
have found that poly-victims experience higher rates of all forms of victimization 

Table 7.2 Past-year victimization experiences (percentages) in a sample of adolescents in 
residential care

Internalizing symptoms Externalizing symptoms

Step 1 Model χ2 (3) = 4.478
Nagelkerke’s R2 = .065

Model χ2 (3) = 1.080
Nagelkerke’s R2 = .015

Step 2 Model χ2 (4) = 15.773*
Δ χ2 (1) = 11.295**
Nagelkerke’s R2 = .215

Model χ2 (4) = 8.723
Δ χ2 (1) = 7.643*
Nagelkerke’s R2 = .119

Wald F OR Wald F OR

Female gender 1.568 1.89 0.199 1.23
Younger youths 5.964* 3.63 0.045 0.91
Foreign origin 1.425 0.50 1.891 0.48
Poly-victims 10.084** 5.21 2.266* 3.43

Note. Step 1 – demographics. Step 2 – demographics and poly-victimization compared to non-
poly- victims
In bold, odds ratio (OR) whose confidence interval did not include the value of 1
Significance is shown by multiple asterisks *p < .01 and **p < .001
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than non-poly-victims. Nevertheless, the finding that poly-victims did not experience 
higher rates of sexual victimization was at odds with the results of previous studies 
in adolescents involved in different public service systems (e.g., child welfare, 
juvenile justice, alcohol/drug services, see Hazen, Connelly, Roesch, Hough, & 
Landsverk, 2009) and community samples (Ford et al., 2011). Our results suggest 
that at residential facilities, sexual victimization is prevented better than other types 
of victimization, although of course it is a very serious form of violence that contin-
ues to occur inside the centers.

Regarding the association between poly-victimization and mental health prob-
lems, we found that past-year poly-victimization was a significant predictor of 
symptom severity: poly-victims were more likely to report internalizing and exter-
nalizing symptoms within the clinical range. Previous studies found similar results 
with adolescents in residential care (Collin-Vézina et al., 2011; Greger et al., 2015; 
Segura et al., 2016) and community samples (e.g., Cyr, Clément, & Chamberland, 
2013). These results emphasize that the persistence of victimization during residen-
tial care has a notable impact on the development of clinically severe symptoms. In 
studies with community samples, individual variables such as self-esteem and mas-
tery have been found to be mediators and/or moderators between poly-victimization 
and psychological distress (Soler, Kirchner, Paretilla, & Forns, 2013; Turner, 
Shattuck, Finkelhor, & Hamby, 2015). Thus, the accumulation of multiple victim-
ization experiences in vulnerable children and adolescents who are removed from 
their families and continue to experience victimization once they are placed out of 
home may seriously impact their individual resources for facing adversity and may 
increase the risk of mental health problems. Moreover, younger youths may be more 
likely to show internalizing symptoms due to their earlier entry to residential care; 
indeed, the United Nations General Assembly (2010) repeatedly recommended that 
new children and adolescents should not be placed in long out-of-home placements, 
especially younger ones.

5  Strengths and Limitations

To our knowledge, this is the first attempt to analyze the relationship between the 
most recent victimization experiences and internalizing and externalizing symptom 
severity among adolescents in residential care in Spain. However, the study has 
several limitations that should be highlighted. First, because of its cross-sectional 
design, no causal relationship can be inferred between poly-victimization and psy-
chopathology. Second, the relatively small sample obtained using convenience sam-
pling does not allow for generalization. Third, as the confidence intervals of some 
OR were very wide, caution is required when interpreting their values. For all these 
reasons, future studies should aim to replicate these results with more representative 
and larger samples.
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6  Implications for Children’s Care

The current findings have several implications for those who work with adolescents 
in residential care. Firstly, the child welfare system and its staff should focus their 
efforts toward ensuring that residential care facilities are free from violence and 
provide a safe environment. The United Nations General Assembly (2006) recom-
mended reducing the numbers of children in residential care facilities by promoting 
alternative measures such as foster care. Moreover, since children and adolescents 
in residential care are exposed to the risk of violence from other children, the United 
Nations (Pinheiro, 2006) suggested that child welfare workers should bear in mind 
the importance of differences in age and developmental stage and vulnerability as 
risk factors. Therefore, in addition to designing strategies for preventing violence in 
residential facilities, periodic monitoring is required to determine whether the mea-
sures taken truly protect children and adolescents from suffering new forms of vic-
timization. Future studies should also try to determine what kinds of victimization 
adolescents in care at residential facilities are most likely to suffer and to identify 
risk situations and the most likely perpetrators.

Secondly, multidisciplinary teams in the child welfare system should assess the 
risk level of future re-victimization on a case-to-case basis, paying particular atten-
tion to scientifically established risk factors such as the experience of previous poly- 
victimization (Pereda & Gallardo-Pujol, 2014) and the presence of psychopathology 
(Cuevas, Finkelhor, Ormrod, & Turner, 2009). In addition, child welfare staff should 
receive specialized training in developmental victimology before conducting the 
victimization and re-victimization assessments in order to prevent secondary 
victimization.

Thirdly, both clinicians and child welfare staff should be aware that poly- 
victimization increases the risk of developing mental health problems. Practitioners 
should identify adolescent poly-victims and bear this risk in mind in their treatment 
and refer those who already present psychopathology to the mental health services. 
Additionally, as Pereda et al. (2014) suggested, researchers and clinicians should 
develop and apply intervention programs designed to treat a wide range of victim-
izations, rather than focusing on a single type.

7  Conclusions

This chapter, which includes a literature review and an original report, raises several 
important questions. Although studies of victimization focus on one of the most 
vulnerable samples of the child and adolescent population (e.g., foster care, juvenile 
detention, residential treatment facilities, among other settings, see Euser et  al., 
2014; Salazar et al., 2013), little research has been conducted on individuals in resi-
dential care. In Catalonia, Casas (2012) suggested that the impact of child protec-
tion laws on this vulnerable population and the effects of specific protection 
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measures (e.g., residential care facilities and foster care) should be regularly 
assessed. We propose that the Catalan government and the child welfare system 
should conduct periodic studies to evaluate the effectiveness of the protection mea-
sures in place and to identify ways of improving preventive policies for each type of 
abuse. The communication between law- and policy-makers and professionals 
working directly with these children should be reinforced. The conclusions of gov-
ernmental reports and studies need to reach child welfare workers, and at the same 
time, practitioners must inform the authorities of children’s and adolescents’ vic-
timization experiences.

Further, according to Casas (2012), the proportion of children and adolescents 
with foster families in relation to the total number of young people in care provides 
a benchmark indicator for the child welfare system. A study based on data from 
2008 showed that our child welfare system had the lowest rate of children in foster 
care (Jackson & Cameron, 2011) in a sample of European countries. According to 
Casas (2012), approximately half of protected children are still in residential care; 
the other half are in foster care, mainly in kinship care (see Sect. 2.2). Thus, although 
child welfare policies both in Catalonia and abroad state that residential care should 
be the last resort (Síndic de Greuges, 2009; United Nations General Assembly, 
2010), in practice very few children in our country are fostered by non- relative 
families. Therefore, in view of the advantages of foster care over residential care, 
and also of the increased social spending that residential care entails, there is an 
imperative need to develop policies to promote foster care especially with trained 
families (i.e., non-relatives) (Síndic de Greuges, 2014).

Finally, our findings showed that children and adolescents in residential care 
experience multiple types of victimization in spite of the fact that they are under the 
tutelage of the child welfare system. The strategies implemented to protect these 
children and youths have proved insufficient, given that adolescents in residential 
care experienced more poly-victimization during the past year than a community 
sample in the same cultural context (see Pereda et al., 2014). Furthermore, the accu-
mulation of multiple types of victimization increases the risk of internalizing and 
externalizing symptoms within the clinical range. As poly-victimization has a poor 
prognosis in terms of psychological adjustment, child and adolescent welfare staff 
should be particularly alert to its development. Issues related to residential care facil-
ities such as overcrowding and the lack of coordination with mental health services, 
and also the likelihood that on leaving the centers youths will return to the violent 
contexts from which they came, call for an urgent reflection on the suitability of the 
measures provided by the child welfare system (Síndic de Greuges, 2009, 2014).

Questions for Discussion
 1. Can you think of different ways (both before and after the intervention of the 

child welfare system) of preventing the experience of victimization during the 
time children and adolescents are in residential facilities?

 2. In terms of costs and benefits, for children and young people, for society, and for 
the country’s social spending, what resources should be promoted in order to offer 
better protection for those children and adolescents in residential facilities?

7 Poly-victimization and Mental Health Problems Among Adolescents…



164

 3. Which factors do you think might explain the similarities and differences 
between countries in terms of the prevalence of victimization while children are 
in residential facilities?
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Chapter 8
Child Sexual Abuse in Religiously Affiliated 
and Secular Institutions in Germany

Miriam Rassenhofer, Nina Spröber-Kolb, Paul L. Plener, Michael Kölch, 
and Jörg M. Fegert

1  Introduction

In the last few years, research about child sexual abuse has increased considerably 
producing a fair amount of results and literature internationally. However, the spe-
cific aspect of sexual abuse in institutions where children and adolescents live or 
where care is taken of them, like (boarding) schools, orphanages or residential child 
welfare institutions, is still being rather neglected in research (see also Chap. 9). Not 
much is known about its frequency, dynamics and consequences.

As the state and the churches are the most important organizations funding and 
running institutions working with children and adolescents in Germany, we 
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concepts usually only occurs when a case becomes known. 
There is often a great deal of insecurity concerning prevention 
concepts.
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 dedicated some of our research to examining child sexual abuse within state- and 
church- run institutions.

In this chapter, we want to cover the following objectives:

 1. Description of an approach that invites victims to participate in the political reap-
praisal process of child sexual abuse in Germany

 2. Presentation of two studies, resulting from this approach, concerning child sex-
ual abuse in institutions: The comparison of victim’s testimonials about abuse in 
the context of Catholic, Protestant, or secular institutions and the comparison of 
information about abuse in the context of the Catholic Church

 3. Description of political and societal changes as well as developments concerning 
prevention and intervention following the abuse affair and the reappraisal pro-
cess in Germany

2  What’s Out There Today

Child sexual abuse has been a taboo in the German society for quite a long time. 
Several attempts to raise the public consciousness about this topic, for example, the 
newspaper articles “Der Lack ist ab” (The glamour is gone) by Jörg Schindler 
(Frankfurter Rundschau, November 1999) or “Unbarmherzige Schwestern” 
(Merciless nuns) by Peter Wensierski (Der Spiegel, May 2003) triggered very little 
public reaction. A few years later, in 2006, some former residents of orphanages and 
residential child welfare institutions submitted petitions concerning maltreatment in 
these institutions to the German Parliament. The response was the establishment of 
a round table aimed to reappraise maltreatment in residential care in the 1950s and 
1960s. Approximately one third of the former residents reported having experienced 
sexual abuse in institutions in that era (Runder Tisch Heimerziehung, 2010), but the 
German Government decided to investigate this topic separately. For some years, 
nothing happened as child sexual abuse seemed to elicit little interest and remained 
a taboo. Then, at the beginning of the year 2010, some former students of an elite 
school of the Jesuit Order in Germany disclosed having been victims of sexual 
abuse in their school (Anker & Behrendt, 2010). A growing surge of disclosures of 
cases in further elite schools and more institutions followed and triggered a public 
debate about the topic (see also Chap. 9). It seemed as if the revelation of child 
sexual abuse being a problem also present in elite institutions, higher education and 
high social classes changed people’s minds and raised public consciousness about 
sexual abuse. The following reappraisal process is described in more detail in Chap. 
9. The main focus of the current chapter is the participatory approach that used the 
expertise of victims (citizen science) as the basis for a political and societal reap-
praisal process and its results concerning abuse in institutions.
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3  New Research/Developments in This Area

3.1  Participatory Approach of a Political and Societal 
Reappraisal Process

Critical incident reporting systems (CIRSs) were first used in aviation (Flanagan, 
1954) and have since become common instruments for risk management and patient 
safety in the medical system (e.g. Graaf et al., 2015; Kusano et al., 2015). A basic 
principle of a CIRS is guaranteed anonymity. Critical incidents are reported anony-
mously and then analysed by experts. The results of these analyses are published 
with the objective to learn from former errors and prevent similar incidents in the 
future. Judicial proceedings are explicitly not the purpose of a CIRS. Figure 8.1 
schematically shows the functionality of a CIRS.

To our knowledge, it was for the first time in 2010 that a CIRS was used in a 
political and societal process. The Independent Commissioner who was appointed 
by the German Government as a contact person for victims of sexual abuse, their 
relatives and people interested in the issue established a contact point staffed with 
professionals that could be reached by phone or e-mail. Individuals of the target 
group were thus provided with the possibility to address themselves anonymously 
to the contact point in order to share their experiences or comment on political top-
ics concerning child sexual abuse. Information was documented in a web-based 
template. There were predefined categories to choose as well as free text fields to 
capture information literally. Participants were not systematically interrogated but 
information was gathered in a free and non-directive conversation. Hence, we 
avoided suggestion and gave participants the opportunity to mention aspects that 
were relevant for them personally.

Fig. 8.1 Functionality of a critical incident reporting system (Fegert, Ziegenhain, & Fangerau, 
2010)
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The accompanying research process included analyses of the information gath-
ered at the contact point (quantitatively for categorical data and qualitatively for free 
text data) and their periodic publication on the website of the Independent 
Commissioner and in the media. Commenting on the results and the development of 
the process was possible at the contact point. A CIRS with an included feedback 
loop was hence realized. For a more detailed description of the participatory 
approach and the accompanying research process, see Rassenhofer et al. (2013).

The Independent Commissioner used the testimonials, experiences and mes-
sages of victims as a base for her recommendations (see Unabhängige Beauftragte, 
2011) that were integrated in the work of the Round Table (see Runder Tisch 
Sexueller Missbrauch, 2011).

3.2  Results of the CIRS Data

Between May 2010 and October 2011, over 20,000 calls and more than 3,000 letters 
or e-mails reached the contact point of the Independent Commissioner. Six thou-
sand five hundred forty-seven data sets were statistically analysable, among them 
4,750 data sets of victims. Victims were on average 46 years old and predominantly 
female (66.7%). They mostly reported on abuse in the past that took place repeat-
edly within the family or institutions. We found a shift towards severe forms of 
abuse. For more detailed descriptions of the data, analyses and results, see 
Rassenhofer et al. (2013) or Fegert et al. (2013).

3.2.1  Sexual Abuse in Religiously Affiliated and Secular Institutions

The fact that the data set of the CIRS included over 1,000 victims of sexual abuse in 
institutions enabled us to compare testimonials about cases in religiously affiliated 
and secular institutions on differences in the nature of the sexual abuse, its effect on 
victims and their adjustment to adult life (Spröber et al., 2014). Religiously affili-
ated institutions were divided into a Protestant or a Roman Catholic context, so that 
we had three groups for the comparison: (1) Roman Catholic context (N = 404), (2) 
Protestant context (N = 130) and (3) non-religiously affiliated context (N = 516). 
Due to heterogeneous group sizes and different populations for each aspect or vari-
able, statistic comparisons were carried out by non-parametric tests (Kruskal- 
Wallis- and Mann-Whitney-U-Test). Victims that reported having been abused in an 
institution were predominantly male (60%) and on average 52 years old, with vic-
tims from a religiously affiliated context being significantly older than those from a 
secular context and more men in the Catholic group than in the other two groups. 
Gender of offender as well as patterns of abuse (time, frequency, type and extent) 
did not differ statistically between the three groups. The percentages of victims who 
reported psychiatric diagnoses as a consequence of the abuse were similar in all 
three groups, whereas the Protestant group reported more psychosocial problems 
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than the other two groups. Patterns of abuse seemed very similar in all three settings: 
repeated, ongoing assaults committed by male offenders predominated in all three 
groups. Offenders used situations when they were alone with the victims or even 
purposely created such situations and tried to gain the victim’s trust. A strategy of 
offenders in all three settings was to disguise abuse as something educational. 
Disclosure often resulted in punishment or ignorance. We concluded from the testi-
monials of victims and their above-described similarities that sexual abuse is not 
attributable to specific religious or confessional attitudes towards sexuality but rather 
to the nature of structures typical for institutions like hierarchical power structures, 
dependence or group cohesion as well as to assumptions in society concerning the 
rights of children and attitudes towards authorities and towards sexuality.

This first exploratory study about patterns and consequences of child sexual 
abuse in religious and non-religiously affiliated institutions that was based on a 
large amount of data and a great sample helped to increase knowledge about this 
issue and may serve as a starting point for hypotheses and the development of effec-
tive prevention strategies.

3.2.2  Sexual Abuse in the Roman Catholic Church: Data from Two 
Independent CIRSs

In 2010, at the same time the government set up a reappraisal process with the 
Round Table, Independent Commissioner and contact point, the Roman Catholic 
Church in Germany – that stood in the focus of many disclosures during the abuse 
affair – responded by also building up a telephonic contact point for victims in terms 
of a CIRS. People in charge of this Catholic hotline and those in charge of the gov-
ernmental contact point cooperated very early so some design matchings were pos-
sible. This enabled us later on to compare information that were collected at these 
two different and independent CIRSs in order to see if there are differences in the 
use depending on who has sponsored a CIRS (Rassenhofer et al., 2015).

We created a merged data set including information from victims that reported 
having experienced child sexual abuse in the context of the Roman Catholic Church 
in Germany. As the process at the two contact points and the structure of the data 
were quite similar, merging was quite straightforward. We examined the two data 
sets for overlap in the type of information. Variables including demographic informa-
tion as well as characteristics and consequences of the abuse were comparable. After 
converting them to the same format we merged the two subsets into one single data 
set that contained information on 927 victims. Data were obtained through the church 
CIRS on 571 individuals and through the government CIRS on 356 individuals.

Statistical comparisons were carried out by non-parametric tests (Mann-Whitney- 
U-Test for independent samples). Overall, victims were on average 55 years old and 
predominantly male (65%) with no age difference between the two groups but with 
a higher percentage of men in the government data set than in the church data set. 
We found an underlying similarity in the data of mainly past cases of sexual abuse 
with a peak of occurrence in the 1960s but also further differences between the two 
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groups concerning the setting within the Catholic Church, in which the abuse took 
place, the percentage of priests as offenders, type and extent of abuse, psychosocial 
consequences and claims for compensation. The government data set contained 
more male victims, more repeated acts, more acts in children’s homes and (board-
ing) schools, more acts with physical contact, more psychosocial problems as con-
sequences of the abuse and more claims for compensation. On the other hand, the 
church data set reported more acts within congregational activities and more priests 
as offenders.

Because of the nature of the data without systematic interrogation, different pop-
ulations for each aspect and without correction for multiple testing, these statistical 
differences should be interpreted cautiously. But alone the fact that there are exist-
ing differences between the data gathered at different CIRSs leads to the conclusion 
that there are different underlying motives and expectations in individuals that 
address themselves to different contact points. Furthermore, we concluded that in 
order to reach as many people as possible, it is helpful or rather necessary to set up 
different programmes and several CIRSs that are sponsored by different entities. 
The results and the usage of these two contact points confirm the feasibility and 
value of a participatory CIRS approach.

4  How This Knowledge Can Improve Children’s Care

The results of the two described studies confirm that institutions bear the risk of 
child sexual abuse. Furthermore, it is important to mention that this is not a specific 
problem of the Roman Catholic Church or religiously affiliated institutions but of 
all kinds of institutions due to the nature of institutional structures as well as the 
perception of the rights of children. Regarding prevalence and severity of the conse-
quences, we conclude that effective prevention and intervention strategies in institu-
tions are needed.

One essential aspect is education of professionals working with children and ado-
lescents in institutions. They need a special training about specific risks, warning 
signals, handling of suspected cases of abuse, intervention strategies and conse-
quences of sexual abuse, for example, in an e-learning programme (Liebhardt et al., 
2015). Our experience in Germany of an e-learning programme for the prevention of 
child sexual abuse has been excellent (Hoffmann et al., 2013; König et al., 2015), and 
an extensive e-learning curriculum in the area of child protection for further qualifi-
cation in trauma-focused pedagogy and therapy as well as prevention concepts and 
risk analyses in institutions is being developed at the moment (ECQAT, 2016).

Prevention concepts including a complaint management system need to be 
implemented by default in institutions. In the testimonials of victims, we often 
heard that residents of institutions had not been able to find anyone to tell about the 
abuse. Institutions were/are often closed systems, which made it difficult or even 
impossible for victims to find a trustful person within or outside the institution to 
disclose their experiences to. We conclude that there is the need for a complaint 
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management system like a CIRS where incidents can be reported anonymously as 
well as an independent contact person for the children and adolescents that does not 
belong to the staff of the institution. Furthermore, participation of children and ado-
lescents in their institutions has to be promoted to strengthen their position and to 
enable them to be actively involved in the development of rules and structures in 
their institutions. Beyond the institutions themselves, we identified the necessity of 
raising consciousness about sexual abuse in policy and society. We have seen some 
progress in this area since 2010 (c.f. Rassenhofer et al., 2013), but there is still a way 
to go.

5  Summary

The German reappraisal process of child sexual abuse included the participation of 
victims who were provided an opportunity to share their experiences anonymously 
at an independent contact point sponsored by the government. This contact point led 
to a unique database of information about sexual abuse. The database included tes-
timonials of 4,570 victims, among them over 1,000 that reported experiencing child 
sexual abuse in institutions. We compared information about abuse in religiously 
affiliated institutions (Roman Catholic or Protestant context) and in secular institu-
tions. We did not find fundamental differences and concluded that the dynamics of 
child sexual abuse and its consequences is rather influenced by nature of structures 
typical for institutions and to assumptions in society concerning the rights of chil-
dren than to religion- or confession-related aspects. Another comparison study com-
pared data about abuse in the context of the Roman Catholic Church stemming from 
the mentioned database and data assessed at the victim hotline of the Catholic 
Church. We found some differences between these groups, indicating that individu-
als address themselves with different expectations and different motives to specific 
contact points. In order to reach as many individuals as possible, it is necessary to 
set up more than one contact point.

The participation of victims through a complaint management system working 
as a critical incident reporting system (CIRS) has been proven feasible and valuable 
and furthermore led to a unique collection of testimonials about child sexual abuse. 
We confirmed that children and adolescents in institutions are at risk to experience 
sexual abuse. Prevention concepts, complaint management systems and participa-
tion in institutions are needed to reduce this risk.

Questions for Discussion
 1. What are the advantages of a critical incident reporting system (CIRS), and what 

has to be considered when implementing a CIRS as a complaint management 
system in an institution?

 2. The comparison of religiously affiliated and secular institutions indicated that 
child sexual abuse is attributable to the nature of institutional structures. Please 
describe the nature of such structures and point out potential risk factors.
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 3. What would you expect to be included in an e-learning programme about pre-
vention of child sexual abuse for the staff in institutions working with children 
and adolescents?
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The protection of children from abuse and violence is one of our 
most important issues. Children can’t defend themselves against 
abuse and violence and very often suffer from consequences of 
child sexual abuse and maltreatment for all their life.

Dr. Christine Bergmann, (German Independent Commissioner 
for Child Sexual Abuse Issues, 2010).

1  Introduction

In this chapter, we describe the changes in society and the development of the 
research about child sexual abuse in institutions in German-speaking countries 
(Austria, Germany, and Switzerland), which has been neglected for a long time.

In 2010, the so-called abuse scandal in Germany ignited a political debate in all 
three German-speaking countries over the extent of abuse committed by profes-
sional educators. Although there had already been an increasing amount of research 
in this field, development of trauma therapy, and changes in the educational system 
since the late 1980s, this “abuse scandal” acted as a catalyst for politics, changes in 
society, and reinforced research in this field. We will illustrate the different reap-

mailto:nina.sproeber@uniklinik-ulm.de
mailto:nina.sproeber@gmail.com
mailto:miriam.rassenhofer@uniklinik-ulm.de
mailto:miriam.rassenhofer@uniklinik-ulm.de
mailto:marc.allroggen@uniklinik-ulm.de
mailto:paul.plener@uniklinik-ulm.de
mailto:paul.plener@uniklinik-ulm.de
mailto:joerg.fegert@uniklinik-ulm.de
mailto:M.Koelch@ruppiner-kliniken.de


180

praisal processes in the three countries using different methodological approaches to 
assess the prevalence of child sexual abuse in institutions, dynamics and structures 
of the institutions that facilitated the maltreatment, and consequences for the victims 
and the offenders. In addition, we will report on the current research on child sexual 
abuse in institutions. At the end of the chapter, we will conclude with future research 
and ideas for prevention and intervention of child sexual abuse in practice.

In this chapter, we will cover the following objectives:

• Description of the changes in society in the three German-speaking countries 
Austria, Germany, and Switzerland in the twentieth century as a background for 
the development of research on child sexual abuse in institutions

• Research on child sexual abuse in institutions in the past and reappraisal processes
• Summary of the current research on child sexual abuse in institutions in the three 

German-speaking countries

2  What’s Out There Today: Established Research and Practice

Education of children in institutions has been discussed in society from time to time 
in the past, even in the early 1950s (e.g., closing of reformatory Sonnenberg, 
Switzerland, 1944/1945; see Akermann, Furrer, & Jenzer, 2012; Bühler, 2009; 
Loosli, 2006). Although society has been shocked by the media reports of severe 
physical, emotional, and sexual abuse, public attention has each time decreased 
after a short while. Without starting to think about changing the system for the long 
term, consequences have been restricted to the affected institutions such as closing 
a residential home, transferring offenders to other institutions, or – rarely – dismiss-
ing the reports (Isely & Isely, 1990; Lengwiler, 2013). It became obvious in the last 
decade that children who would have needed special protection were exposed to a 
toxic environment in many institutions in the last century and so have been at high 
risk of maltreatment (Commission of Investigation into Catholic Archdiocese of 
Dublin, 2009; Scicluna, 2010). Survivors of child sexual abuse in institutions have 
shown high rates of mental health and psychosocial problems in later life, even 
more than survivors of child physical or emotional abuse (Fitzpatrick et al., 2010).

The environment of children who are raised in institutions, and the situation of 
children in general, has been undergoing a continuing process of improvement in all 
three European German-speaking countries – Austria, Germany, and Switzerland. 
While children had previously been taught to be an obedient part of society, in the 
late 1960s/1970s, education started to focus more on encouraging the individual 
personality of children, promoting their talents and abilities and comfort with inde-
pendence, critical thinking, and sense of responsibility for society.

At this particular time, there has already been a systematic appraisal process of 
the child welfare system in Austria, provoked by the documentary “Bambule” by 
Ulrike Meinhof (Iben, 1972). Effects of being reared in an institution on personal-
ity were examined (Mader & Sluga, 1969). In 1975, first reforms (e.g., implement-
ing of a control system, better education of staff, participation of children and 
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adolescents) of the child welfare system have been drafted and implemented 
(Berger, 2015). Similar developments could be seen in Germany and Switzerland in 
the 1970s. Child protection has been intensified, and first helplines for child sexual 
abuse have been founded in these days. Since their introduction, child protection in 
all three countries has been strengthened in a continuing process.

Child maltreatment and sexual abuse has gained more and more attention in pub-
lic and in research (both internationally and in the German-speaking countries) and 
has been assessed in surveys, first mainly in families (Finkelhor, 1984; Kavemann 
& Lohstöter, 1984; Raupp & Eggers, 1993). In Germany, the first representative 
study (N = 3,241 adolescents and adults between 16 and 60 years) has been con-
ducted. Experiences of participants in childhood have been assessed retrospectively 
(Wetzels, 1997). Results show prevalence rates of child sexual abuse of 7.3% for 
males and 18.1% for females (3.4% for males and 10.1% for females if protection 
age limit of 14 years has been considered). Besides assessing the prevalence rates 
and starting to look at the dynamics of child sexual abuse, researchers focused on 
establishing behavior checklists and psychiatric symptoms following sexual abuse 
and determining characteristics for credibility (Steller & Köhnken, 1989).

The UN convention on the rights of children in 1989 has been a milestone in the 
implementation of children’s rights. The governments of all three countries have 
ratified the convention (Austria in 1989, Germany in 1992, and Switzerland in 
1997). The conditions of the convention have been implemented in national law 
since then. In 1992, the Swiss Department of the Interior (Arbeitsgruppe 
Kindesmisshandlung, 1992) authorized a multidisciplinary expert team to do 
research on child maltreatment as a basis for changes in the Swiss system.

Another important milestone in the legal framework has been the right to nonvio-
lent education which was granted by the law in Austria in 1998 and in Germany in 
2000 (note: still no such regulations in Switzerland). Linked to this development, 
research studies started to examine more detailed consequences of child sexual 
abuse. Findings of neuroimaging studies in the USA and development of new 
approaches in trauma therapy pointed to the need for early protection of children 
and a close collaboration between the youth welfare system and health care. Studies 
in German-speaking countries showed that children and adolescents in the youth 
welfare system very often have experienced multiple traumata (Fegert & Besier, 
2009). Few of them have received tailored trauma therapy and pedagogics as those 
approaches have not been evaluated in German-speaking countries and there has 
been a lack of trained professionals to distribute this skill set (Fegert, Ziegenhain, & 
Goldbeck, 2013). Government-sponsored research projects also started to prevent 
sexual abuse of minors in institutions (Fegert & Wolff, 2002, 2006).

Triggered by victims in other countries, child sexual abuse in institutional set-
tings (e.g., Commission to Inquire into Child Sexual Abuse, 2009; John Jay College, 
2004) has been investigated more and more. In line with that, until 2008 there was 
a broad reappraisal process in Germany that considered how children were treated 
in institutional care in the 1950s and 1960s. A commission in Germany (Round 
Table) revealed a huge amount of coercion and unethical pedagogic interventions in 
institutional care during this time, which was followed by numerous impairments of 
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the children in later life, such as psychiatric disorders, social problems, and the 
inability to cope with their life (Arbeitsgemeinschaft für Kinder- und Jugendhilfe, 
2010). One recommendation from the work of this commission was that the preva-
lence of child sexual abuse in institutions was to be assessed in-depth during a 
special examination.

All in all, improving the prevention of child sexual abuse in families as well as in 
institutions has been an ongoing process since the late 1960s in all three German- 
speaking countries that can be seen in the legal system – another milestone has been 
the ratification of the Council of Europe Convention for the Protection of Children 
against Sexual Exploitation (Austria 2011, Germany 2015, Switzerland 2014) – as 
well as in research.

Though none of these developments reached as much attention in the public and 
society as the occasions in 2010. On the 29th of January 2010, Pater Mertens, the 
headmaster of the “Canisius-Kolleg” (ruled by the Jesuit fraternity) in Berlin pub-
lished a letter in a newspaper that was addressed to former students of the school. 
Pater Mertens wrote this letter after having talked to three former students that told 
him about child sexual abuse in the Canisius-Kolleg in the years 1970–1980, com-
mitted by two priests. Mertens himself said that this occasion has provoked a 
“Knall” (Mertens, 2015, p. 495). More and more people have started to disclose 
about their history of sexual, physical, and emotional abuse in institutions in the 
past. At first, the main focus was on institutions run by the Roman Catholic Church, 
disclosures by victims who were abused in Protestant-affiliated and secular institu-
tions followed. A current case of sexual abuse of a handicapped person in an institu-
tion by a male nurse has been an additional catalyst for reactions and changes in 
society in Switzerland (Tschan, 2015).

In this chapter, we use the term “institution” to mean facilities or services that 
take definitive duties of society (e.g., education in schools, taking care of children 
in a residential home). In the context of child sexual abuse, the term “institution” is 
used in four different ways (according to Kindler & Fegert, 2015, pp. 167–168):

• Institutions can be locations where something can happen; these locations hold 
special territorial characteristics which influence behavior and safety.

• Institutions serve also as a connection for people of different groups (e.g., in resi-
dential homes, a nexus for children who live there and educators who work 
there); depending on the job and on the personality of a person, the experiences 
can be quite different (e.g., differing levels of adults’ sensitivity to children, dif-
fering levels of children’s ability to confide in adults). Research of child sexual 
abuse in institutions focuses on sexual exploitation when the meeting of victim 
and offender has been initiated in an institution, whereas actual sexual assaults 
can then happen in the home of an adult or while being on a trip in a car.

• Institutions are also social actors that structure their formal and informal sequences 
to the inside, that form characteristics (e.g., climate) and that act to the outside; 
institutions are seen as actors that regulate distance, sexuality, trust, power, and 
aggression which is the basis for an “offender-victim-institution-dynamic.”

• Institutions are a system within a system, with superior influences that are the 
organization, the law, the administration, and society.
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The Roman Catholic Church and the Protestant Church have strong traditional 
roots in Austria, Germany, and Switzerland. According to the national census (2013 
and 2014), between 60% and 70% of Austrian, German, and Swiss people are 
Roman Catholic or Protestant. The Roman Catholic Church and the Protestant 
Church are influential institutions as care providers for children and adolescents in 
kindergartens, private schools, residential homes, and extracurricular activities.

The Roman Catholic Church and the governments of Germany and Austria have 
started a broad reappraisal process of past child sexual abuse in institutions which is 
interlocked with the political recognition of the suffering experienced and compen-
sation considerations. Switzerland followed a bit later in doing so (starting in 2013).

In the following part of this chapter we will illustrate research on child sexual 
abuse and reappraisal processes for each country.

3  New Research/Developments in This Area

3.1  Germany

In 2010, the German government established a Round Table committee, titled 
“Child Sexual Abuse in Relationships of Dependence, and Imbalance of Power in 
Private and Public Institutions and Families,” which was chaired by the federal min-
istries responsible for family matters, justice, and education. Their task was to 
develop recommendations and strategies concerning support for victims, prevention 
of future abuse, education of professionals, and judicial questions. Concurrently, the 
Roman Catholic Church apologized for the suffering of the victims and promised to 
examine the accusations. Responsible commissioners were appointed by the gov-
ernment (“Independent Commissioner for the Reappraisal of Child Sexual Abuse”) 
and the Roman Catholic Church (“Commissioner of the German Conference of the 
Bishops to Inquire about Child Sexual Abuse of Minors in Church Affiliated 
Institutions”).

Commissioners’ tasks were to gather information about past cases of child sex-
ual abuse and to develop a set of recommendations for the Parliament and the 
German Conference of Bishops Round Table, respectively, regarding the provision 
of services for victims. The Roman Catholic Church and the Round Table set up 
independent anonymous reporting systems that could be accessed through various 
contact points: hotline telephone numbers, mailing, and e-mail addresses.

Callers to the hotlines were allowed to control the conversation with experienced 
therapists and counselors and to choose what to talk about. Although standardized 
interviews would have been preferable with respect to statistical methodology, it 
was felt to be more important that victims are able to speak about whatever they 
themselves felt to be relevant. Another consideration was the fact that even 20 years 
after the fall of the Berlin Wall, many Germans are highly suspicious of revealing 
their private affairs to state establishments. The guarantee of anonymity and the 
assurance of no initiation of any criminal investigation were regarded as necessary 
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measures to instill trust. If the callers agreed, the hotline staff documented their 
experiences and messages using a web-based template. Independent research teams 
analyzed the data. Both entities set up websites to keep victims informed about the 
results and outcomes based on a Critical Incident System (Fegert, Ziegenhain, & 
Fangerau, 2010). Of note, the government did not restrict the reappraisal process to 
child sexual abuse that has happened in institutions, but also assessed child sexual 
abuse in families. Although the two telephonic contact points/hotlines were devel-
oped and worked independently, they cooperated by supporting each other via del-
egates in the advisory board.

The establishment of the reporting system, data collection, and comparison of 
results are described in more detail elsewhere (Fegert, Rassenhofer, Schneider, 
Seitz, & Spröber, 2013; Rassenhofer, Spröber, Schneider, & Fegert, 2013; 
Rassenhofer, Zimmer, Spröber, & Fegert, 2015, Chap. 8 in this book).

Between May 2010 and October 2011, the telephonic contact point of the 
Independent Commissioner of the Round Table handled over 20,000 telephone calls 
and over 3,000 letters or e-mails. About 10,000 of the calls included conversations, 
but not all of them agreed to take part in the research part of the project and thus 
refused documentation. After excluding these calls as well as test calls, prank calls, 
and repeat calls, 6,754 analyzable data sets were left, of which 4,570 were from 
victims of sexual abuse. The average age of victims was 46.2 years (range: 8–89). 
The majority of contacts were from victims (66.3%), but some were received from 
confidants or acquaintances of victims (16.2%), from offenders (0.6%), from con-
tact persons of offenders (0.4%), and from people who were reporting physical 
abuse or neglect or who just wanted to transmit a message to politicians (16.5%). 
Approximately two-thirds of the victims were female. Most cases of abuse were 
reported to have taken place in the past (95%), to have happened several times or 
recurrently (91%), and to have been committed by men (87%). More than half of the 
victims experienced different forms of maltreatment. All but 4% of the cases had 
involved touching or other physical contact by the offender; in 34% of the cases, the 
victim was penetrated. The two most common contexts were family members (58%) 
and institutions (31%), followed by persons from the social environment (8%) and 
strangers (5%) (Rassenhofer et al., 2013). Many victims (n = 1,132) reported suffer-
ing from psychiatric disorders such as depression, PTSD, and anxiety disorders, and 
n = 2,081 victims stated severe long-term psychosocial consequences among other 
physical complaints, relationship problems, and reduction of performance (Fegert 
et al., 2013).

The victim hotline of the Roman Catholic Church in Germany finished its work 
at the end of 2012. 8,465 contacts were documented (telephone calls, emails, let-
ters), and 1,596 analyzable data sets have been gained (Zimmer et al., 2014). The 
findings of both hotlines showed that many victims suffered from severe maltreat-
ment in institutions in the past; increased psychosocial limitations and high rates of 
psychiatric symptoms are correlated to these toxic environments (Rassenhofer 
et  al., 2015). Victims that contacted the Catholic victim hotline illustrated most 
cases of child sexual abuse in the institution as relationship crimes in which reli-
gious employees took advantage of the trust of wards. For a more detailed compari-
son between religiously affiliated and secular institutions, see Chap. 8 in this book.
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The telephonic contact point of the government is still at work. However, the first 
phase, in which data collection and analysis was accompanied by a research group, 
was terminated in 2011, right before the Round Table finished its work with pub-
lishing concluding recommendations. The results of the work of the first Independent 
Commissioner (data of telephonic contact point, results of research projects) were 
integrated in these recommendations (Bergmann, 2011):

• Development of guidelines for handling suspicious cases
• Involving external experts in cases of suspicion
• Implementation of child-focused measures to guarantee quality of development 

of personnel
• Development and implementation of an internal and external complaint manage-

ment system
• Topic-specific qualifying of professionals by external experts
• Establishing risk-analysis of institutions
• Implementation of participation for children and youth
• Development of institutional-specific prevention concepts
• Documentation of suspicious cases

The Roman Catholic Church in Germany has improved prevention of child sex-
ual abuse since then (e.g., establishing a clearing center to check requests for com-
pensation in 2011, developing an E-learning course for child protection, update of 
the guidelines for exposure to child sexual abuse and to abuse of dependent adults 
in Roman Catholic institutions in 2013, supporting prevention projects in practice, 
appointing a contact person for children/ parents in each diocese).

For the government as well as for the Roman Catholic Church, the appointees to 
inquire on child sexual abuse are still on duty, collecting information, developing 
prevention strategies, and monitoring the implementation of planned changes.

Both entities (government and Roman Catholic Church) instructed research 
teams to assess more information about the prevalence of child sexual abuse in 
institutions: The Roman Catholic Church commissioned different surveys (Raue, 
2010, 2011; Zinsmeister, 2011) to estimate the number of victims and offenders and 
kind of offenses. Independent surveys (Hegenberg-Miliu, 2014; Obermeyer & 
Stadler, 2011) assessed the views of victims and institutional dynamics. Besides 
that, the Roman Catholic Church ordered two research projects: The first project 
was an analysis of psychiatric-psychological surveys of priests that have abused 
children (Leygraf, König, Kröber, & Pfäfflin, 2012) and an examination of the char-
acteristics of offenders. In 2013, there was a qualitative analysis of the psychosocial 
consequences for victims as well as of the institutional dynamics of a boarding 
school in a convent (Klosterinternat Ettal) where children have been sexually abused 
(Keupp, Straus, Mosser, Gmür, & Hackenschmied, 2013).

Another research project tried to assess the extent of child sexual abuse in institu-
tions of the Roman Catholic Church. As the research team and the bishops confer-
ence were not able to come to an agreement about publishing, the research team 
interviewed 100 victims of child sexual abuse by Catholic priests (Hellmann, 
Fernau, Baier, & Pfeiffer, 2015). The investigators reported that children in boarding 
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schools and residential homes have been at high risk for maltreatment and sexual 
abuse. Offenders exploited their power to abuse their wards. People in the social 
environment often knew or at least suspected that children had been abused. And, 
again, they found severe psychosocial consequences for the victims.

An interdisciplinary research project conducts quantitative analysis of personnel 
files and dynamics between offenders, victims, and institutions and conducts a sec-
ondary analysis of national and international empirical results (Dölling et al., 2016). 
Preliminary results of this secondary analysis (based on 40 international studies) 
show that 78.6% of offenders in the Roman Catholic Church have been male (45.1% 
in other institutions), mostly priests or teachers, 52.2% of offenses have been 
planned, and 82.9% of 14,488 analyzed acts have been hands-on acts.

There has been strong cooperation between the government and the Roman 
Catholic Church in this reappraisal process. In 2012, the Center for Child Protection 
(CCP) was founded with cooperation between the Archdiocese of Freising (Munich), 
the Department of Child and Adolescent Psychiatry and Psychotherapy at the 
University of Ulm, and the Pontifical University Gregoriana in Rome. Staff of the 
Roman Catholic Church were empowered to prevent child sexual abuse and support 
victims and their parents in an effective way by developing and implementing an 
E-learning curriculum “prevention of child sexual abuse for pastorale occupations.” 
Good feasibility and high motivation was shown during a pilot phase including 
N = 716 learners (German, English, Spanish, Italian speakers), even in areas where 
the Internet was hard to use reliably (Fegert, Böhm, Rassenhofer, & Witt, 2015).

The Protestant Churches have agreed with the implementation of the recommen-
dations of the Round Table like many sports clubs and social institutions up to 2012, 
but they have rarely investigated maltreatment in a structured way in Protestant- 
affiliated institutions in the past (Ladenburger, Lörsch, Enders, & Bange, 2014).

All the efforts that have been undertaken show initial success. The Independent 
Commissioner has published a monitoring interim report about the implementation 
of the recommendations of the Round Table (UBSKM, 2013): 70% of the N = 585 
congregations have appointed a contact person for children and parents if there are 
acts of sexual violence, in almost 60% of congregations at least one prevention 
strategy has been implemented in Germany (UBSKM, 2013).

Beyond studies about specific subsamples in institutions, a survey about lifetime 
prevalence of sexual abuse in institutional settings examined a sample (N = 2,513) 
representative for the German general population (Witt et  al., in preparation). 
Participants (n = 2,437 adults and n = 76 adolescents) answered a questionnaire 
about whether they had ever experienced abuse in an institution and were asked to 
specify type of institution (e.g., child welfare residential home, school, club), rela-
tionship of offender to victim (e.g., peer, staff member), as well as nature of abuse 
(hands-on, hands-off, forced sexual intercourse). Results showed that 3.1% of adult 
participants and 6.6% of adolescents had experienced some type of sexual abuse in 
an institution. Among the adults, women reported higher rates of all types of abuse 
than men (hands-on, 3.9% vs. 0.8%; hands-off, 1.2% vs. 0.3%; with penetration, 
1.7% vs. 0.2%). Adolescents merely reported incidents of hands-on abuse 
(9.4% girls, 4.5% boys). The authors conclude that sexual abuse in institutions is a 
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substantial problem within the general population in Germany. They emphasize the 
need for developing and enhancing protective strategies (Witt et al., in preparation).

A recent study funded by the Federal Ministry of Education and Research 
(BMBF) for the first time examined the prevalence of sexual victimization of ado-
lescents in institutional care in Germany. In this study, 322 adolescents (mean age 
16.69 years, 43% female) from 20 residential care facilities and 12 boarding schools 
were included. The mean time of living in the institution was 3.08 years. Lifetime 
prevalence for severe sexual victimization like (attempted) oral, vaginal, or anal 
penetration (in and outside of the institution) was 46.7% for girls and 8.0% for boys. 
Any type of sexual victimization including sexual harassment was reported by 37% 
of the boys and 82% of the girls. It is remarkable that a high proportion of the severe 
sexual victimization (boys 14% of the incidents, girls 22% of the incidents) took 
place after admission to the current institution. Examination of the circumstances of 
the offenses shows that adolescents of about the same age were mostly named as 
offenders, while staff members played a minor role as perpetrators (Allroggen, 
Ohlert, Rau, & Fegert, submitted-a). When asking the adolescents from this sample 
about their own sexually aggressive behavior, 31% of the boys and 13% of the girls 
reported to have exhibited sexually aggressive behavior in some form or other in 
their lives, 7% of the boys and 1% of the girls reported to have committed sexual 
assault with (attempted) penetration (Allroggen, Ohler, Rau, & Fegert, submitted- b). 
The authors conclude that the high rate of sexual victimization among adolescents 
in institutional care should be considered during decision-making processes con-
cerning out-of-home placement and during a stay in residential care.

However, despite the high prevalence of sexual victimization of adolescents in 
institutional care, another study from Germany shows that adolescents seem to feel 
quite safe during their stay in institutional care. This study uses a combination of 
quantitative (online questionnaire) and qualitative (group discussions) research 
approaches and discusses that the feeling of security is probably a consequence of 
underestimation of threats in institutions (Allroggen et al., 2016).

3.2  Austria

Although there was very early improvement of the child welfare system in Austria, 
disclosure of victims of child sexual abuse in 2010 initiated a broad process in 
Austria as well as in Germany. Just like in Germany, the reappraisal process has 
been twofold: one part from the state and the other from the Roman Catholic 
Church. In 2010, the state of Tyrol was the first that implemented a “commission for 
victim protection.” This commission prepared suggestions for reappraisal and com-
pensation (Schreiber, 2013). The suggested implementation of a country-wide com-
mission was refused by the government. So, there is no overview of child sexual 
abuse in institutions in Austria. Thus, investigations have generally been executed in 
individual institutions (Bauer, Hoffmann, & Kubek, 2013; Helige, John, Schmucker, 
& Wörgötter, 2013; Schreiber, 2013) with most of these initiated by state or city 
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governments. In addition, information has also been collected by interdisciplinary 
research teams that have looked at recorded files and conducted interviews with 
survivors of institutional abuse. Findings have been analyzed quantitatively and 
qualitatively, and high rates of maltreatment have been found in all studies.

We have chosen one of the studies that is based on a broad empirical data set and 
considers long-term consequences to illustrate the procedure of the investigations in 
Austria: The “Wiener Heimkinderstudie” (Berger & Katschning, 2013) is based on 
information from survivors of child sexual abuse in institutions in the broader area of 
Vienna between 1945 and 1990. Between March 2011 and March 2012, interviews 
were conducted with N = 130 survivors of maltreatment in residential homes. Those 
participants were recruited from N = 1,500 persons (average age: 53.6 years, range: 
23.5–79.4) who contacted the Independent Commission for Victim Protection. Forty-
six percent of those 130 participants were in a residential home for 5–10 years, 34% 
were there for more than 10 years. Almost all persons reported having experienced 
psychological (98.5%) and physical violence (96.2%), and almost half of them 
(48.5%) reported having experienced child sexual abuse. Many survivors have expe-
rienced psychosocial problems in their later life (e.g., unstable relationships, unstable 
careers, problematic social contacts, delinquency) and high rates of psychiatric prob-
lems (around 60% of the sample). These findings were independent from time period 
(they have compared 1945–1975 to 1976–1990) or familiar risk factors (such as 
unstable families, violence). Child sexual abuse also seems to have a closer correla-
tion with later psychopathology, problems in having relationships, and in social con-
tacts than other forms of maltreatment. However, there is a significant reduction in 
the amount of physical violence experienced between the two-time periods.

In addition to these studies, a research team (Dietrich-Daum & Hoffmann, 2013) 
investigated the environment and conditions of the child and adolescent psychiatry 
institutional unit in Innsbruck from 1954 to 1987 under the management of the head 
of the department Maria Nowak-Vogl based on personal files, records, literature, 
and interviews with former patients. They concluded that patients were at high risk 
for maltreatment and abuse in the past. Thus, under the management of Nowak- 
Vogl, a medication (Epiphysan to treat hypersexuality) was tested on abusing inpa-
tients. There is no permission to use this medication for children since 1983.

In 2010, the Roman Catholic Church in Austria established a country-wide com-
mission (“Klasnic-Kommission”), supported by the Bishops’ conference. The com-
mission that operated until 2015 had the following tasks:

• Acting as a contact point for survivors of child sexual abuse in the Roman 
Catholic Church

• Legal and psychological counseling
• Suggestions for individual interventions (e.g., therapy, financial aid, mediation)
• Giving general recommendations
• Documentary
• Public relations
• Coordination of centers of society, the Church, and government
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Up to 2015, 1,355 persons had contacted the commission, and 1,051 victims had 
received financial compensation. Meanwhile, the Roman Catholic Church appointed 
an experienced advocate in all dioceses that investigate cases of child sexual abuse 
and recommend consequences for the offender.

The commission also initiated a research project that started 2011. Several find-
ings have been published so far based on this sample (e.g., Lueger-Schuster et al., 
2014, 2015). Participants have experienced institutional abuse and disclosed these 
experiences to the independent victims’ protection commission. This commission 
carried out a clearing process that included analyses of documents confirming 
whether a person was actually registered in an institution and interviews with clini-
cal psychologists assigned by the commission to assess abuse-related symptoms. 
The reports were judged for their credibility by the commission to readdress survi-
vors of abuse and to determine the extent of the financial compensation and psycho-
therapeutic treatment. Both the data from the clearing documents and the 
questionnaire data, which was collected in a study after survivors had reported to 
the commission, were examined in a study (Lueger-Schuster et al., 2014, 2015). A 
clinical psychologist handed out the first information about the study after the com-
pensation had been approved. Of N = 795 readdressed survivors, more than half 
(n = 448, 56.4%) agreed to an analysis of their documents. Almost half of those 
(n = 185, 76.4% male) filled out a set of questionnaires (e.g., questionnaires regard-
ing PTSD symptoms, resilience, coping strategies, factors of disclosure, psychiatric 
symptoms). Participants were 56.28 years on average (range 26–80 years). Results 
revealed that the majority of the participants had experienced emotional abuse 
(83.3%), while sexual and physical abuse had been experienced by around 69% of 
the participants. Overall, the survivors reported a great diversity of exposure to 
physical, sexual, and emotional abuse during their childhood. Although survivors 
with PTSD reported significantly more family risk factors, familial characteristics 
were not found to influence the development of PTSD in later life. However, mal-
treatment in institutions was associated with long-term sequelae on mental health. 
Furthermore, reacting less emotionally during disclosure, task-oriented coping, as 
well as optimism, were correlated with better mental health outcomes of the partici-
pants (Lueger-Schuster et al., 2014, 2015).

3.3  Switzerland

The reappraisal process in Switzerland differs from Austria and Germany as there 
has not been a country-wide procedure either by the government or by the Roman 
Catholic Church for a very long time. As recently as 2013, the government apolo-
gized for the suffering of all the children that had been reared in institutions before. 
Besides being reared in institutions, children have often been taken to families by 
authorities and lived there either as foster children or “Verding-Kinder” (which is 
special for Switzerland and means that children had to work for families). In 2016, 
the national convention agreed to a suggestion for paying compensation to the sur-
vivors of maltreatment in institutions.
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In general, there have been numerous special research studies about individual 
institutions and organizations in Switzerland – even very early ones – but no sum-
mary that compares in a systematic way institutions and the youth welfare system 
considering regional differences in the federalistic country (Lengwiler, 2013, p. 22). 
The website of the “Independent Expert Commission for Administrative Provision” 
gives an overview about all single research projects. In 2004, the ministry for educa-
tion and research ordered a report about research on children that have been reared 
in institutions. Most Swiss studies to assess experiences of children reared in insti-
tutions in the past are drafted as “historical studies,” conducted by an interdisciplin-
ary research team. As an example, we illustrated the study of Akermann and 
colleagues (2012).

An interdisciplinary research team in Luzern investigated economic, societal, 
legal, and pedagogical conditions of the era between 1930 and 1970. The historical 
study (see Akermann et al., 2012) is based on oral history and analysis of discourse 
through the examination of files and analysis of survivors’ testimonials. The aim 
was to understand the influence of society on the living conditions of children in 
institutions. In addition to the file analysis, 54 survivors were interviewed (in-depths 
interviews). Survivors were able to contact the contact point for incidents that have 
occurred in residential homes in Luzern. For the first part of the interviews, partici-
pants were able to talk in an unstructured way; in a second step, researchers asked 
manual-based questions for topics that had not been mentioned by the survivors. Of 
these, 42 interviews were transcribed, and categories were determined to find “typi-
cal profiles.” In addition, written sources (files from institutions such as house rules, 
annual reports, files about residents, files of authorities such as court files, records, 
writings about education in institutions) have been analyzed.

Findings demonstrate several problems of the youth welfare system during this 
time period (Akermann et al., 2012, p. II):

• Discrimination of abnormal and socially disadvantaged families.
• A strong religious moral in the education of educators.
• Arbitrariness of the consequences handed by authorities.
• Financial problems of the residential homes.
• Deficient control by authorities of the management of institutions.
• No participation for children and adolescents in institutions in making decisions 

that affect them.
• Stigmatization of residents.
• Children had to work; education was neglected.
• Repressive punishments.
• Sexual violence.
• Consensus in society that children who were brought up in an institution have 

behavior problems.

Results show severe forms of physical, emotional, and sexual abuse that survi-
vors have experienced. 27 of the 42 transcribed interviews contain information 
about child sexual abuse. Usually, offenders were members of the religious staff, but 
survivors also reported about child sexual abuse in their families. Risk factors for 
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sexual abuse have been deduced from the analyzed data: isolation of the institution 
(“total institution”), suppression of offenses by offenders and colleagues, no infor-
mation/education for children about sexuality, and a focus on sexual incidents 
between peers (Akermann et al., 2012, p. III). Examinations indicated frequent and 
long-lasting forms of severe neglect, physical violence, and emotional and sexual 
child abuse in residential homes and boarding schools. The results of the historical 
analyses of the dynamics of society, institutions, and the incidences of child 
maltreatment and child sexual abuse were very interesting (Akerman et al., 2012, 
p. 120 ff.). The aim of the residential homes was to “norm” the children, but also to 
give them a home (especially for orphanages). Many problems for children in resi-
dential homes stemmed from societal beliefs and norms during this period. For 
instance, a bio-political way of thinking, and specifically an eugenic way of think-
ing (which was very strong during the Nazi reign in Germany and Austria, but also 
had an impact in Switzerland up to the 1980s), meant that children in residential 
care were considered as genetically weak and in need of improvement. Religious 
thinking considered these children as sinful. Also, children who were reared in insti-
tutions were considered as non-credible and children had no independent contact 
point; though, disclosure has been difficult, because they were not believed.

Although, physical punishment was limited by rules in residential homes, the 
rules were not enforced. There are several reasons for that (Akermann et al., 2012, 
p. 120 ff.):

• First of all, it was a common way of thinking for educators that children needed 
to be punished.

• Educators were poorly educated.
• Sometimes circumstances in the residential homes (particularly before the 

1960s) were very hard/poor.
• Corporal punishment was still allowed by law.

But there is still the question of why some educators used excessive forms of 
physical or emotional violence. Akermann et  al. (2012) concluded that residents 
were punished so harshly and cruelly because they were viewed as sinful, that there 
was a lack of external control of institutions, and that most institutions had too many 
rules (which meant that children were not able to fulfill one rule without being 
against the other rule). In addition, some educators just enjoyed using force. The 
interaction of these factors kept the cycle of violence and abuse going.

Currently, the prevalence of child sexual abuse is being assessed in Swiss studies 
by asking adolescents about their experience of such (Averdijk, Müller-Johnson & 
Eisner, 2012; Mohler-Kuo et al., 2014). Mohler-Kuo and colleagues (2014) assessed 
child sexual abuse in an epidemiological survey using self-report computer-assisted 
questionnaires. A nationally representative sample of 6,787 students in the ninth 
grade, who were M  =  15.5  years old (SD  =  0.66), were questioned. The results 
revealed that 40.2% of the girls and less than half as many boys (17.2%) had expe-
rienced at least one type of sexual abuse. Lifetime prevalence rates for sexual abuse 
without physical contact was 35.1% for girls and 14.9% for boys, while reported 
rates of sexual abuse including physical contact but no penetration were lower 
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(14.9% for girls and 4.8% for boys). Penetrative sexual abuse was reported by 2.5% 
of the girls and 0.6% of the boys. Sexual harassment was the most frequently expe-
rienced type of sexual abuse. In more than half of the cases of sexual abuse on girls 
and over 70% of the cases of sexual abuse on boys, the perpetrators were adoles-
cents. Moreover, the results of the study revealed that only about half of the female 
victims and even fewer male victims (44.4–58.4% and 5.8–38%, respectively, 
depending on the event) disclosed their experience to someone, mainly to peers. 
Overall, the prevalence rates of child sexual abuse, the high numbers of sexual 
harassment via the Internet, as well as the frequent sexual abuse by adolescent per-
petrators in the study by Mohler-Kuo and colleagues (2014) align with current prev-
alence trends and information on child sexual abuse found in research. Especially 
when considering the low disclosure rates, in particular toward family members and 
officials, interventions and recommendations for actions have to be made.

4  How This Knowledge Can Improve Children’s Care

The research that has been conducted within the framework of the reappraisal pro-
cesses of institutional care of children in the three European German-speaking 
countries has found a high prevalence of child sexual, physical, and emotional abuse 
in institutions in the past. Even when familial risk factors are controlled for, child 
sexual abuse, in particular, has a deep impact on the development of psychiatric 
problems and psychosocial deficits. The reappraisal processes show that it is very 
important for all the survivors that they are heard and that their suffering is recog-
nized. Survivors should know who they can talk to, and the procedures of compen-
sation should be transparent. Research on the efficacy of trauma therapy has been 
improved within the last decades, but there is still a need for a better education of 
medical and psychological specialists to know more about PTSD and to offer trauma 
therapy. To support access to a better education on child sexual abuse, E-learning 
programs are a promising approach. Also, well-grounded practical training in 
trauma therapy should be an important part of the education of all pedagogical, 
medical, and psychological experts.

Moreover, the results of the research have shown that the understanding of educa-
tion, rights of children, and protection of children have been undergoing a continuing 
change toward more freedom, as well as strengthening the abilities and the personal-
ity of children. To eliminate child sexual abuse in institutions, it is important that the 
staff of institutions are well selected (e.g., education, certificate of good conduct) and 
that all staff members have knowledge about child sexual abuse, know the proce-
dures of the institution to handle suspicious cases, and are encouraged to show moral 
courage (e.g., by offering supervision, being able to talk about a suspicious case 
anonymously). Children and parents/relatives should also know the procedures. 
There should be a transparent complaint management system for children and their 
relatives. Analysis of the life pathways of child sexual abuse survivors has illustrated 
that listening to children, taking them and their problems seriously, and offering 
effective help can prevent the development of severe psychiatric problems.
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Actual prevalence studies have clarified that there is still a high risk for children 
in institutions to become victims of child sexual abuse, but children underestimate 
the risk; education on child sexual abuse – also peer-to-peer – victimization – should 
be improved.

Although there has been quite a good amount of research on the prevalence of 
child sexual abuse in institutions in the three German–speaking countries in recent 
years, there is still a need for representative studies of child and adolescent sexual 
abuse in institutions. To achieve this, cooperation between institutions, organiza-
tions, and political experts must be intensified, and the definition of child sexual 
abuse must be standardized. Data collection should be easy for institutions to imple-
ment. Future research studies should be conducted as stratified random samples and 
population studies that ask adolescents for their actual experiences.

5  Summary

In this chapter, we first illustrated the development of research on child sexual abuse 
in institutions against the background of changes in society, especially implementa-
tion of rights of children and promoting personality, capabilities, and talents of chil-
dren. Although there have been reports and documentaries on child sexual abuse in 
institutions – even very early ones in the 1940s/1950s – the situation of children in 
institutions has only undergone improvement as a continuing process as recently as 
the late 1970s. Research on child sexual abuse in institutions and families has been 
expanded since the 1990s. The first representative studies (retrospective studies) on 
the prevalence of child sexual abuse have been conducted, the first helplines for 
children have been implemented, and prevention and intervention strategies for 
institutions have been published.

Societal and political awareness of this problem in Austria, Germany, and 
Switzerland since 2010 has brought outrage, initially triggered by the disclosure of 
child sexual abuse in institutions run by the Roman Catholic Church, followed by 
secular institutions and protestant-affiliated institutions.

In all three European German-speaking countries, reappraisal processes were 
mainly initiated by state or city governments and then started by the Roman Catholic 
Church. Survivors of child sexual abuse were able to give reports to telephonic con-
tact points or contacts points. Survivors were listened to and their reports have been 
documented in order to provide compensation/financial help for medical services 
and so on. Collected data has also been evaluated for research. Studies in different 
countries have been drafted in different ways (unstructured data collection, inter-
views with survivors, historical studies). All studies show a high prevalence of child 
sexual abuse in institutions in the past, with physical and emotional abuse also 
reported as frequent occurrences. Swiss historical studies try to explain the reason 
for this through analysis of education, the situation of institutions, and way children 
in institutions have been perceived. Long-lasting psychosocial consequences of the 
abuse were increased when children were not listened to or believed if they tried to 
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get help. Current representative studies to assess prevalence of child sexual abuse in 
institutions still show there is a high risk of abuse for children in institutions, 
particularly the problem of peer-to-peer victimization.

Since 2010, many recommendations based on the results of research and reap-
praisal processes have been transferred to practice. However, it is important that the 
effectiveness of the implementation of prevention and intervention strategies is 
monitored.

Questions for Discussion
 1. Why did reports on child sexual abuse and maltreatment in institutions not reach 

broad interest in society before 2010?
 2. What are the advantages and disadvantages of the data on child sexual abuse in 

institutions that was collected by the hotlines sponsored and managed by the 
government or the Roman Catholic Church?

 3. Why do residents feel quite safe in institutions today, even though there is still a 
high risk of being sexually abused?
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…we become ourselves through others…

Lev Vygotsky (1966, p. 43)

1  Introduction

The history of orphanages in the Russian Federation has deep roots. According to 
the Tsar Peter the First Decree, foster homes were opened in all provinces at the 
beginning of the eighteenth century. Continuing to exist through charitable funds, 
during the reign of Catherine the Second (1762–1796), the foster homes were con-
verted to governmental organizations. The high level of morbidity and mortality in 
foster homes led to the creation of a childcare placement system in peasant families 
and small shelters at almshouses. However, despite efforts toward the development 
of a family care and foster care system, at the beginning of twentieth century, thou-
sands of children without parental care lived in large urban orphanages. After the 
1917 revolution, large orphanages, as well as the family care system, were abol-
ished. For orphaned young children and babies, so-called baby homes (BH) were 
created inside the healthcare system. In 1946, according to “the Regulations on 
BH”, baby homes were a place for the public care of orphaned children, children of 
single mothers, and children who had lost touch with their parents or whose parents 
had been deprived of their parental rights. The number of children had to be from 30 
up to 100 (Muhamedrahimov et al., 2003). The dominancy of “good health” is fixed 
in the system of children’s distribution to institutions. All children from birth to 
4 years of age, left without parental care, placed under control in the BHs, belonged 
to the Ministry of Health. Thus, the BHs are hospitals in fact.
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The transition from a purely healthcare to medical-pedagogical childcare model 
is associated with the addition of assistant teachers to the staff of baby homes in 
1986. In contrast to the ward nurses providing hygienic care and medical proce-
dures, assistant teachers were responsible for child development and conducted 
individual and group sessions for children by age level. It should be noted that no 
assistant teachers were assigned to the wards for children with developmental dis-
abilities. Medical nurses remained the only staff in these wards since it was believed 
that the basic needs of children with special needs were healthcare and treatment, 
and their future was to reside in specialized children’s homes for children with dis-
abilities from ages 4–18.

In the mid-1990s and early 2000s, the current medical-pedagogical model was 
supplemented by defectological and rehabilitative practices. Speech therapists, spe-
cial teachers (defectologists), and instructors of therapeutic physical training were 
included in the staffing of baby homes. Among rehabilitation techniques, the pres-
ence of Sensory Rooms in baby homes was highly appreciated by the professional 
community, as well as Montessori rooms. Equipment and training of professionals 
demanded huge costs and efforts. However, multidisciplinary rehabilitation and 
adult-directed early education were not coordinated and were carried out outside the 
context of the social-emotional experience of the child and his/her relationships 
with caregivers.

For many years, the majority of institutions for orphans and children without 
parental care did not value the mental health of the children, despite the fact that the 
majority of children entering institutions had special needs and behavioral prob-
lems. Traditionally, it was thought that the main “problem” of children in the 
orphanage system was innate and acquired in the early postnatal period due to dys-
functional parents (drug or alcohol addiction, social risks) rather than considered as 
mental health problems. Therefore, the “care” of children was increasingly under-
stood in terms of the “correction” of violations of physical health and behavior.

In 1992 the first Russian Federation early childhood intervention program was 
founded and implemented in St. Petersburg (Kozhevnikova, Muhamedrahimov, & 
Chistovich, 1995). The team members of the program were willing to address their 
work to the orphanages, and BH #13 has become a platform for educational activi-
ties, joint early intervention practice, and research. Thus, BH professionals started 
using assessments of children’s development to guide educational activities and to 
stimulate children with severe disabilities who had previously been considered 
untrainable. New understanding about early interventions for institutionalized chil-
dren required moving on from the idea of medical and educational treatment to the 
concept of child mental health and development and to interdisciplinary early inter-
vention, aimed at the children and their social environment.

Cooperation between the BH and the early intervention team produced work-
shops on early social-emotional development and intervention programs, as well as 
studies of the characteristics of the social environment of children in the BHs 
(Muhamedrahimov, 1999a; Muhamedrahimov, Palmov, & Nikiforova, 1996). The 
study of institutional environment showed that the children’s living arrangements in 
traditional institutions were very different from the family. First of all, the stability 
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and responsiveness of the immediate social environment are different. For instance, 
children reside among 12–14 others in the same age group, with regular transfers 
from one group to another to a certain age. This means that if a child spends his/her 
early childhood in a BH, he/she changes the “family” about four times. At the same 
time, children from these groups, as well as caregivers, whom the child has already 
managed to remember and established “rules” of interaction, are not transferred 
together. Employees’ schedules at BH are also a source of instability for the child: 
adults have interchangeable schedules. Some of them may have two working days 
and then 2  days off, while others work for 1  day with a break of 3  days 
(Muhamedrahimov, 1999b; The St. Petersburg-USA Orphanage Research Team, 
2008). Thus, a child’s caregiver will change every 2 or 3 days, also during which he 
will have to interact with other collaborators who have different personality charac-
teristics, attitudes, values, and experience of working with children. In such circum-
stances a child finds him-/herself in a situation where the integration of experience 
with one primary caregiver who can provide continuous and systematic interaction 
is impossible. Moreover, working with a group of 12–14 children of the same age, 
a BH employee is unable to give personal, individual attention to each child. Studies 
have shown that the duration of the individual contact with each child is not more 
than 17 min per day (Muhamedrahimov, 1999b), which is clearly not enough to 
establish relations and create an attachment between child and adult. As a result, 
children who are brought up in BHs have early experiences that do not allow them 
to maintain relationships with adults and peers. This creates future obstacles to the 
establishment of families and educating their own children. Thus, the consequence 
of staying in institutions in infancy and early childhood is the development of 
numerous problems that accompany a person throughout later life (Nelson, Fox, & 
Zeanah, 2014; Rutter & Sonuga-Barke, 2010; The Leiden Conference, 2012; The 
St. Petersburg-USA Orphanage Research Team, 2008).

This collaboration fostered ideas for possible ways to provide a better social- 
emotional environment, a more family-like environment, and more consistent care-
giving in the orphanages (Muhamedrahimov, 1999a; Muhamedrahimov, Palmov, & 
Nikiforova, 1996). More than 30 workshops and 20 conference presentations for 
baby homes all over the Russian Federation were conducted over 5 years after 1995 
and changed the attitudes of many individual professionals. The Saint Petersburg 
BH #13 was characterized by its new professional attitudes and openness to col-
laboration in the interests of children. After 2000, due to collaboration with the joint 
research team from St. Petersburg State University Division of Child and Parent 
Mental Health and Early Intervention (RF) and University of Pittsburg Office of 
Child Development (USA), this institution became the T + SC (training + structural 
changes) intervention BH in “The Effects of Improving Caregiving on Early Mental 
Health” study (2000–2005)1 (The St. Petersburg-USA Orphanage Research Team, 
2008) and in the follow-up study, aimed to maintain provided social-emotional 

1 This research was funded by Grant R01 HD39017-01from the National Institute of Child Health 
and Human Development of the US Public Health Service (to Robert B. McCall).
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intervention (2007–2012)2 (McCall et  al., 2013; McCall, Groark et  al., 2016; 
McCall, Muhamedrahimov et al., 2016a, 2016b; Muhamedrahimov et al., 2014). 
Below presented the short description of these projects, the dissemination of the 
projects’ results to BHs in different regions of RF, and the influence of results on the 
RF national policy for orphan children and children left without parental care.

2  “The Effects of Improving Caregiving on Early Mental 
Health” Project

The study “The Effects of Improving Caregiving on Early Mental Health” was 
aimed at demonstrating the role of early caregiver-child social-emotional interactive 
and relationship experiences on orphanage children’s development in a more direct 
and comprehensive manner than before, by experimentally improving the social- 
emotional relationship experience of orphanage children (The St. Petersburg-USA 
Orphanage Research Team, 2008). It is one of the largest institutional intervention 
studies, involving three orphanages and a maximum of 530 caregivers and 954 chil-
dren (The St. Petersburg-USA Orphanage Research Team et al., 2005).

The study represents a quasi-experimental test of the role of early social- 
emotional experience and adult-child relationships in the development of typically 
developing children and those with disabilities from birth to 4 years of age living in 
orphanages in St. Petersburg, Russian Federation.

The main hypothesis was an improved social-emotional early environment and 
the opportunity to develop caregiver-child relationships in the first year or two of the 
lives of institutionalized children will produce better development and more mature 
social-emotional behaviors that reflect more positive relationships with caregivers. 
Three BHs participated in the study. There were few criteria to select the BHs: will-
ing to cooperate, high institutional standards for medical, pedagogical services, 
rehabilitation, nutrition and sanitation, equipment and toys. In the same time, all 
three baby homes had the similar characteristics as many other orphanages in the 
literature: deficiency in social-emotional caregiver-child interactions and lack of 
relationship experiences provided to children, frequently changing adults, mini-
mum social interaction with children. In addition, children had 9–12 caregivers per 
week, as many as 60–100 different caregivers over the first 2 years of life, and no 
caregiver today was the same as yesterday or tomorrow caregivers (The St. 
Petersburg-USA Orphanage Research Team et al., 2005).

There are two main components of the intervention: (1) training of caregivers to 
promote responsive caregiving and (2) changing of orphanage structure and employ-
ment patterns with the aim to increase staff stability and consistency. The purpose 
of the interventions was to promote the development of warm, caring, and socially 

2 This research was funded by Grants HD 050212 and 39,017 from the National Institute of Child 
Health and Human Development of the US Public Health Service (to Robert B. McCall & Cristina 
J. Groark).
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responsive interactions and attachment relationships between children and caregivers. 
The methodology used required that both the training and structural changes inter-
ventions be provided to one orphanage, only the training to a second, and neither to 
a third (Groark et al., 2005; Muhamedrahimov et al., 2004; The St. Petersburg- USA 
Orphanage Research Team, 2008).

The training intervention was conducted using “train-the-trainer” approach for 
the professionals and the caregivers with the aim to develop new skills of reading 
children’s cues and emotions, child-directed play, and responsive interactions, fol-
lowing the child’s lead. Infant mental health issues were a special part of the train-
ing program with the emphasis on caregiver-infant interaction, attachment, 
emotional availability of caregivers, and coping with grief and loss in young chil-
dren. Also, the modules on working with children with special needs were provided. 
Few additional modules for the team of professional were conducted: adult learning 
styles, team building, and supervision. The team members (special teachers) were 
trained to observe and evaluate caregivers’ behaviors and give a feedback support-
ing positive behaviors according to the topics of training modules and discussing 
what could be improved. The observation criteria and guidelines for feedback and 
discussion were developed (Groark et al., 2005; Muhamedrahimov et al., 2004; The 
St. Petersburg-USA Orphanage Research Team, 2008).

A set of structural changes was aimed at improving the stability and consistency 
of caregivers and providing a family environment for each child that would support 
relationship building. This set of structural changes consisted of the following: (a) 
the group was decreased from 12 or 13 to 6 or 7, (b) two primary and four secondary 
caregivers assigned to each subgroup in which one of the primary caregivers was 
present for most of the children’s waking hours 7 days a week, (c) a reduction from 
approximately nine to six caregivers assigned to a ward but minimum change in 
total caregiver hours, (d) integrating the children by age and disability status within 
a group, (e) periodic graduations of children to new wards were stopped, (f) the 
regular assignment of specific caregivers to be substitutes for a particular ward 
when needed, (g) the creation of an in-house monitoring and supervisory system, 
and (h) family hour in both the morning and afternoon in which visitors to the wards 
were not allowed and children were to be with their caregivers (Muhamdrahimov 
et al., 2004; The St. Petersburg-USA Orphanage Research Team, 2008). The care-
givers in one BH received training + structural changes (T + SC). A second BH 
received training only (TO), and a third BH conducted business as usual and had no 
intervention (NoI).

Four categories of assessments and measures on the caregivers and children were 
included in to this study: those that assess (1) the implementation of the interven-
tions, (2) outcomes in the caregivers, (3) outcomes in the children, and (4) outcomes 
of caregiver-child interactions (The St. Petersburg-USA Orphanage Research Team, 
2008). In this chapter we will focus on characteristics of caregiver interactions with 
children in the natural environment of their ward and children’s general behavioral 
development.

To measure caregiver social interaction with children, the HOME Inventory 
(24- mo. version; Caldwell & Bradley, 1984; see Bradley & Caldwell, 1995) was 
administered by independent observers at the baseline before any intervention, after 
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implementation was complete, and annually thereafter for all primary (assistant 
teachers) and most secondary (medical nurses) caregivers. The results show that a 
combination of two interventions, training and structural changes (T + SC), pro-
duced a significant and sustained increase in HOME total and subscale scores. This 
increase was greater for training + structural changes than for training only, which 
showed some but smaller and less consistently significant increases (The St. 
Petersburg-USA Orphanage Research Team, 2008). During the first year after the 
T + SC intervention was completely implemented, improvements in total score and 
subscales occurred to nearly their maximum extent. Few improvements were found 
in TO.  Achieving a high level within the first year, the score for T  +  SC group 
remained high over all post-intervention time points, even nearly 4  years after 
T + SC had been completely implemented.

General behavioral development was assessed with the Battelle Developmental 
Inventory (LINC, 1988), which produces a total score and the six subscales of 
personal- social, fine motor, gross motor, adaptive, communication, and cognition. 
Children were classified as typically developing or with disabilities, and within 
these groups there was a cross-sectional and a longitudinal sample.

The results for typically developing children had shown that the double interven-
tion (T + SC) produced increases in developmental scores compared to both the 
training only (TO) and the no intervention (NoI) control groups for Battelle total 
score and the six subscales and were consistent for cross-sectional and longitudinal 
samples. For T + SC the intervention effects were more significant after 9+ months 
than after only 4–9 months of exposure for total score and most subscales especially 
in terms of effect size. This dose-response effect suggests that the T + SC interven-
tion provided continuing and developmentally appropriate support to children as 
they increased in age and skills.

Children with disabilities showed improvements as a function of the interventions 
similar to those of typically developing children. For longitudinal children with dis-
abilities, T + SC increased from an average of 23 to 41 or an average increase of 18 
DQ points vs. −5 for NoI (The St. Petersburg-USA Orphanage Research Team, 2008).

The results show that the double intervention (T + SC) produced substantially 
more developmental improvement in children in essentially every domain than the 
single intervention (TO). Thus, the training of the new caregiving skills in social- 
emotional relationships within the context of structural changes led to children’s 
developmental advancements in all major domains.

3  Maintaining a Social-Emotional Intervention in Baby 
Homes and Follow-Up of Children Transitioned  
to St. Petersburg (RF) Families

Once the intervention project ended, all additional financial support stopped, and 
the interventions had to be maintained on the BHs’ government-provided budget. 
There were several components to promote maintenance in the original intervention. 
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After funds terminated, the number of caregivers and caregiver hours available in 
the T + SC BH did not change much. A train-the-trainer strategy was adopted. 
A brief training course was given during and after the intervention period by those 
specialists originally trained as “trainers”. So, the staff training course was continu-
ally available to prepare new caregivers. An in-house monitoring and supervision 
system was established in which specialists (e.g., staff professionals in children 
with disabilities, early education) were responsible for monitoring the caregivers 
and encouraging them to implement the training on the wards on a continuing basis. 
Additional coaching and technical assistance were provided by outside profession-
als to both T + SC and TO, which consisted of weekly or bimonthly visitations, 
supervision, and assistance in periodic refresher training (McCall et al., 2013).

In the TO institution, separate funds were obtained after the intervention period 
to assist this BH to implement structural changes, especially reduced group size. 
This was only partly successful, because not all groups were reduced in size; inte-
gration by age and disability status was only partly accomplished, and family hour 
was not implemented. However, the in-house monitoring and supervisory system 
encouraging appropriate caregiver-child interactions that had been implemented in 
the T + SC were not fully created in TO.

It was hypothesized that these maintenance activities would preserve the inter-
vention in two ways, first by maintaining the improved caregiver behavior and BH 
environment as reflected on the HOME Inventory and, second, as a result, maintain-
ing the benefits to children’s behavioral development as measured by the Battelle 
Developmental Inventory (McCall et al., 2013).

Up to approximately 50 caregivers in in each BH were individually assessed 
periodically with the HOME Inventory (24-month group version; Caldwell & 
Bradley, 1984; see Bradley & Caldwell, 1995). The results demonstrated increase in 
scores in T + SC, but not TO and NoI, after intervention compared to pre- intervention 
levels to approximately the last 1–2 years of the intervention project. The differ-
ences between three intervention conditions (BHs) remained significant across four 
assessments during 8 years and did not interact with time.

The Battelle Developmental Inventory’s personal-social and communication 
subscales demonstrated similar trend as in HOME scores. Specifically, the multi-
variate differences in children’s behavioral development scores produced by inter-
vention conditions were maintained during the last years of the intervention project 
and for 6 years thereafter with no multivariate interaction with time. The results 
showed the increase of Battelle scores over post-intervention time period for TO 
and NoI but not for T + SC, and during the follow-up period TO’s scores approached 
or exceeded those of T + SC after intervention project (McCall et al., 2013).

The maintenance of intervention effects on caregivers, the environment, and 
children’s development might be connected with following factors: (a) intervention 
involved all baby home caregivers and professionals and designed to develop and 
support child-directed, responsive, and sensitive behaviors of the caregivers, who 
may use new skills and adjust to individual child within stable “family-like” envi-
ronment of the ward; (b) the train-the-trainer strategy allows to keep educational 
activities for new caregivers and repeat training modules and develop new ones; 
(c) commitment and motivation of the director; and (d) certain activities during the 
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follow-up period, for example, the monitoring and supervision system that was 
established in T  +  SC as part of the intervention and continued thereafter was 
designed to continuously encourage caregivers to implement on the wards the train-
ing they had received (McCall et al., 2013).

The core question of the follow-up project was to understand how staying during 
infancy and early childhood in the institution with a family-like socio-emotional 
environment affects the child’s development after departing from the institution to a 
family (to adoptive, foster, and biological families and kin in the St. Petersburg 
region) (McCall et al., 2013; McCall, Groark et al., 2016; McCall, Muhamedrahimov 
et al., 2016a, 2016b; Muhamedrahimov et al., 2014). A literature review showed 
that there was quite a lot of research that follows up on children in foster care after 
living in institutions (Chisholm, 1998; Marcovitch et al., 1997; Nelson et al., 2007; 
O’Connor et al., 2003; Rutter et al., 2007; van IJzendoorn & Juffer, 2006). Many 
studies have shown that the lack of sensitive and responsive relationship between 
the child and adults in typical orphanage led to the development of chronic stress, 
which is subsequently followed by developmental delays and behavior disorders 
(Gunnar, 2001; Johnson & Gunnar, 2011; McCall, 2011, 2013). In contrast, high- 
quality interaction and relationship between the child and adult can smooth such 
adverse outcomes (e.g., Gunnar & Quevedo, 2007, 2008). However, in the literature 
there were no works (1) where the previously institutionalized children were 
observed after the placement to the families within the same country; (2) where the 
implementations had been made within the orphanage, and children were observed 
after staying in that institution and while living in different types of families; and (3) 
where the impact of staff training only and staff training plus structural changes 
intervention program consequences on the development and behavior of children 
were separately studied. The follow-up study intended to find out whether the chil-
dren, brought up in institutions with warm emotional relationships between children 
and adults, were more successful after being placed into families in their country of 
birth and whether their parents described those children as developing better and 
having less problems in behavior than children from traditional institutions.

Participants in the current study were all children in the intervention study and 
during follow-up study who entered the three BHs (T + SC, TO, and NoI) – and 
remained in residence for at least 3 months before having their departure assessment 
and transitioning to domestic adoptive, biological (or kin), and foster families – and 
family-reared children who had never been placed to a BH (McCall, Groark et al., 
2016; Muhamedrahimov et al., 2014). The parents rated their children’s develop-
ment on the set of forms after they had lived with them for an average of 33.5 months 
and were between 1.5 and 10.8 years of age (McCall, Groark et al., 2016).

The comparison between previously institutionalized (PI) and never institution-
alized (NI) children showed that PI children were rated similarly to NI children on 
most behavioral measures, consistent with substantial catch-up growth typically 
displayed by children after transitioning to families. However, PI children were 
rated more poorly than NI children on certain competencies in early childhood and 
some attentional skills. In particular, children aged 18–59 months were rated as less 
competent on the Infant-Toddler Social and Emotional Assessment (ITSEA, Carter, 
Briggs-Gowan, Jones, & Little, 2003), especially in prosocial peer relationships, 
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imitation and play, and attention. Given the relative lack of social and emotional 
interactions between caregiver and child in an institution, especially in the NoI BH, 
it is not surprising that PI children will have significantly reduced early social and 
emotional competencies (McCall, Muhamedrahimov et al., 2016b).

It was found that children in the combined sample of the three institutions were 
relatedly poorer on some indicators, if they had been transferred to the family at 
older ages. Those results suggested that children, transferred to the family at younger 
ages, adjusted well to the family, but improved conditions of social and emotional 
environment within the institution may lead to positive consequences in years after 
the transition to the family (McCall, Muhamedrahimov et al., 2016b).

The results showed that despite very substantial differences in the level of chil-
dren’s developmental level at the departure from three BHs, the significant differ-
ences between children from three BHs in the family placement were fewer than 
expected. Nevertheless, consistent with expectations, parents reported T  +  SC 
children displayed less indiscriminate friendliness than NoI children (McCall, 
Muhamedrahimov et al., 2016a).

Contrary to the expectations, T + SC children were more impulsive on the Child 
Behavior Questionnaire (CBQ/30–72, CBQ; Rothbart, Ahadi, Hersey, & Fisher, 
2001) than NoI children. Note that T  +  SC children were more proactive, were 
involved in more different activities, and were more independent and creative. 
Perhaps this is why parents rated them as “impulsive,” compared to the NoI chil-
dren, in whose previous experience such behavior had been not supported. T + SC 
children showed lower scores in aggressive/defiant behavior and less externalizing 
behaviors assessed by the Child Behavior Checklist (CBCL/6–18; Achenbach & 
Rescorla, 2001) than NoI children the longer they were in the BH. It may connect 
with the longer period of time in improved conditions that gave more opportunities 
to learn appropriate behaviors with peers and adults at somewhat older ages (McCall, 
Muhamedrahimov et al., 2016a; Muhamedrahimov et al., 2014).

These results indicate that the improvement of the social and emotional experience 
of the child in an institution leads to the obvious positive effects over the years. The 
fact that produced differences between children are not so great does not mean that 
institutionalization is relatively harmless to the child and its effects can be decreased 
by the transition to the family. Furthermore, some authors (e.g., Fraley, Roisman, & 
Haltigan, 2013) suggest that small differences do not indicate that the intervention 
was useless; it may mean that the most noticeable effect of the intervention will come 
in a longer period of time and at older ages (McCall, Muhamedrahimov et al., 2016a).

4  Dissemination of the St. Petersburg Baby Home Social- 
Emotional Intervention Project to Other Baby Homes 
of Russian Federation

The results of the St. Petersburg Baby Home project were widely disseminated at 
specialized conferences in Russia, resulting in the formation of the professional 
community and NGOs’ new effective approaches of helping institutionalized children. 
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In 2007 the National Foundation for the Prevention of Cruelty to Children (NFPCC), 
Russian nonprofit organization, invited the Saint Petersburg research group to 
implement training + structural changes (T + SC) model at the Krasnoyarsk Territory 
specialized orphanages #3 (Krasnoyarsk) and #5 (Sosnovoborsk) as part of the early 
intervention project “Reducing the level of abandonment and disability of children 
in BHs” (Muhamedrahimov et al., 2009). The project was a component of a pro-
gram to improve health and enhance the quality of social and health services within 
the framework of the partnership program of the Krasnoyarsk Territory and the US 
Agency for International Development, “Promoting an integrated socioeconomic 
development of the region.”

The project in Krasnoyarsk baby home #3 contained research-based intervention 
components developed in St. Petersburg Baby Home project: staff training and 
structural changes (The St. Petersburg-USA Orphanage Research Team, 2008). The 
training program was close to the program developed in St. Petersburg project and 
was aimed to increase baby home staff caregiving sensitivity and responsiveness as 
well as to develop a professional technology in work with young children, including 
children with special needs. The trainers from St. Petersburg conducted seminars, 
trainings, work on creation of the BH’s new policies, training modules, etc. In addi-
tion to the baby home training program, two baby home groups (12–13 children in 
each) participated in the structural changes intervention. Each group was divided 
into two groups (of six and seven children) with allocation of separate facilities for 
each of the groups. The staff schedule was changed: assistant teachers who became 
potential primary caregivers for children had a schedule of five consistent working 
days and 2 day offs (before that they had had the changeable schedule with two 
working days and 2 day offs). Children were integrated by age and disability status. 
The “family hour” was implemented to work of each group to reduce the number of 
adults attending children. The “family hour” is one-hour time twice a day when 
nobody, except the group staff, can move into the group and take the children out; 
this is a time for “inter-family” plans, activities, recreation, and joy between “pro-
fessional mothers” (the group’s assistant teacher and medical nurse) and the chil-
dren. In addition, a new rule according to which children were staying in the same 
group from the beginning until the departure from BH was introduced. All these 
changes were aimed at improving the stability and consistency of the social environ-
ment of children (Groark et  al., 2005; Muhamedrahimov et  al., 2003; The St. 
Petersburg-USA Orphanage Research Team, 2008).

Twenty-four children 4–48 months of age from two integrated by age and dis-
ability intervention groups were assessed at three points: at baseline (BL) before 
any intervention, 2.5 and 8 months after staff training, and structural changes. “The 
list of changes in children’s behavior” (Muhamedrahimov & Shevchuk, 2009) was 
developed and used to assess the manifestation of disruptive behaviors, as well as 
indiscriminate friendliness in children. The expert records for 3 morning hours 
(from 9.00 to 12.00 am) included the number of manifestations of self-stimulation, 
body rocking, autoaggression (head banging, hitting him-/herself, etc.), unusual 
postures, aggression toward objects, aggression toward children, and gnawing 
items. In addition, the number of children displaying the indiscriminate friendliness 
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toward the stranger woman entering the ward was registered, and the BH doctor’s 
regular records on the children’s physical health were checked (Muhamedrahimov 
et al., 2009).

The results revealed a decrease for each type of the selected behavior manifesta-
tions from the baseline (before changes) to 2.5 and 8 months after the intervention 
program (see Fig. 10.1).

The results showed that a few months after implementation of the intervention 
program, children expressed less manifestation of indiscriminate friendliness (89% 
of observed children at BL vs. 33–50% of children at 2.5 and 8 months after inter-
vention). In addition, the BH doctor’s regular records on the children’s physical 
health demonstrated a reduction in morbidity (respiratory catarrh, bronchitis, con-
junctivitis, dermatitis) – 110 cases before vs. 57 cases after the project. According 
to informal group staff observations, children showed more manifestation of anxi-
ety when meeting a stranger and less manifestation of the desire to rush outside the 
ward, returned to the primary caregiver after contact with stranger, and demon-
strated the desire to be closer to the primary caregiver during walks outside. It was 
also observed that children demonstrated the preference of interaction with primary 
caregiver and lack of independent research activity in the early stages after the 
T + SC program implementation. Children with special needs, staying in a perma-
nent environment and communicating with children of all ages and developmental 
levels, demonstrated their ability to imitate and initiate social interaction. The older 
children became more initiative in games; they developed imagination and played 
games that reflected the life of a family. For example, they asked to cover the slide 
with a blanket and made a “house” in which they “live.” The relationships between 
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children improved: they tended to agree with each other, shared toys, and organized 
cooperative games themselves. The children created dialogs with other children and 
caregivers, expressed their desires, and shared experiences and feelings with each 
other. When dressing, the children themselves chose the clothes they wore, and the 
girls decided which bow to tie. After dressing, the kids loved to look at themselves 
in the mirror. Children began to pay attention not only to how they looked them-
selves but also to how the caregivers looked: they noticed the changes and gave their 
opinion (Muhamedrahimov et al., 2009).

The Krasnoyarsk project results led us to the general conclusion that the attempt 
to implement the T + SC program to another BH after its approval in the BH #13 in 
St. Petersburg was successful, that the spread was effective, and that those experi-
ences can be shared. To increase the conversion efficiency and further improve the 
development and behavior of children require a combination of increasing the sta-
bility and consistency of the social environment (through structural changes) with 
the strengthening of staff sensitivity and responsiveness (through training and 
supervision).

After 2009–2010 several nongovernmental child charity funds shifted from the 
purchase of equipment, toys, and providing leisure activities for the children in baby 
homes to “clever charity,” organizing training and supporting structural changes in 
the baby homes. Thus, Children Charity Foundation “The Sun City” (Novosibirsk) 
initiated a collaboration with Division of Child and Parent Mental Health and Early 
Intervention at Department of Psychology, St. Petersburg State University, and has 
organized seminars, trainings, and conferences spreading the model of reforming 
the orphanages in Siberian region, and supported “T + SC” implementation in more 
than five baby homes.

In the baby home #2 in Novosibirsk the structural changes started in one pilot 
group and then were gradually implemented in all the wards during 2011–2012. The 
“Train the Trainers” model was used to educate professionals and caregivers (The 
St. Petersburg-USA Orphanage Research Team, 2008). Training modules included 
an initial set of topics developed for the main project (The St. Petersburg-USA 
Orphanage Research Team, 2008) and three additional modules: “care with respect” 
which focused on predictability of all events and adult behavior, value of child’s 
independent play and physical activity, and cooperation with children in all aspects 
of daily care procedures (Pikler, 2007; Tardosh, 2007a, 2007b). Staff supervision 
after training and orientation training for newly hired caregivers have become the 
daily work of the senior assistant teacher, special teachers, and pediatricians. The 
interdisciplinary team has developed and implemented a number of new policies for 
caregivers and specialists. A comfortable home environment has been created in the 
wards; the playpens were taken out. The caregivers eventually learned to divide the 
ward space into areas according to the interests and needs of children of different 
ages and levels of development. Observations of the children and caregivers have 
demonstrated improvements in the quality of social interaction in dyads and a sig-
nificant improvement in the development of children. It is important to note that all 
children with special needs from the pilot group were adopted or retuned to biologi-
cal families.
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5  Russian Federation State Policies and University- 
Community Collaboration on Improvements of Caregiving 
Environment for Young Children Left 
Without Parental Care

Until 2006, the number of children in institutions remained consistently high. For 
example, in 2005 a record number of 133,034 children left without parental were 
reported (see Fig. 10.2). In recent years, however, the number of children left with-
out parental care and brought up in institutions has been markedly reduced. 
According to the Ministry of Education and Science of the Russian Federation data, 
the number of children left without parental care in 2014 was 61,621, and at the end 
of 2015 it was 58,168 (see http://www.usynovite.ru).

With regard to children from birth to 4 years of age who are brought up in BHs, 
according to the Federal State Statistic Service of the Russian Federation, on 
January 1, 2014, the Russian Federation operated 194 BHs including 18,427 beds, 
with 13,977 children, including 9333 orphans and children left without parental 
care (on January 1, 2013, they operated 207 BHs including 19,819 beds with 15,993 
children, including 11,145 orphans and children left without parental care) (see 
Fig. 10.3, see http://www.gks.ru).

The decreasing number of orphaned children is connected with the state policy 
of the RF, which is determined by the president and the government, and aimed at 
reducing social orphanhood. First of all, these solutions involve work with the bio-
logical families and support the development of the institute of foster families. 

Fig. 10.2 The number of children left without parental care in 1996–2015 (Retrieved from http://
www.usynovite.ru)
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Among the regulations that contribute to this goal is the Presidential Decree of June 
1, 2012, No761 (The Presidential Decree of June 1, 2012 No761 “On the National 
Strategy of Actions for Children” for 2012–2017, 2012). According to this docu-
ment, the key principle is the fundamental right of every child to live and grow up 
in a family.

The care system for children left without parental care in the RF has always put 
as a priority to seek opportunities to return the child to the biological family or place 
him/her in substitute care of different types – adoption, foster, or  relative/nonrela-
tive kinship. However, for many years it was obvious that it takes a long time and 
considerable effort to develop the institute of foster families, as well as to establish 
a professional support system for foster families. In particular, regarding foster fam-
ilies, it was clear that Russian citizens were not ready to accept children with special 
needs, focusing only on healthy children. Also, the level of understanding for rear-
ing nonbiological children remained quite low in the foster families. The situation 
was also aggravated by the “secret of adoption” in the legislation, whereby adoptive 
parents had the right to decide whether to report a child’s true story to him/her or 
bring him/her up as a biological child. In addition, the system of professional sup-
port for foster families was also nonexistent; all the work in this direction was car-
ried out only by nongovernmental organizations which were often a community of 
adoptive parents, who themselves had faced difficulties raising up children from 
institutions.

According to the reasons listed, for a long time orphans and children left with-
out parental care were transferred for adoption to the United States and Western 

Fig. 10.3 Number of BH in the Russian Federation in 1989–2014 (Retrieved from http://
www.gks.ru)
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European countries. The situation changed dramatically in 2013 with the adoption 
of the so-called The Law of Dima Yakovlev (named after a Russian child who died 
while in the care of a US adoptive family). According to Article 4 of this Law, it is 
prohibited to transfer children of Russian citizenship to US adoptive families (The 
Federal Law No272, 2012). Later, a number of laws were adopted, involving a ban 
on the adoption of Russian children. For example, in 2014 the moratorium touched 
the citizens of countries where same-sex marriages were legalized (The Resolution 
No93, 2014).

The introduction of these laws had an effect in the form of decreasing the number 
of children transferred abroad to international families (see Table 10.1 and http://
www.usynovite.ru), as well as an unwanted effect such as an increase in the number 
of siblings and children with disabilities in institutions and increase the number of 
secondary returns of children from substitute families to institutions from 176 in 
2013 to 270 in 2015 (see Annual Report of the Ombudsman for Children’s Rights in 
St. Petersburg, 2015).

In recent years, the state policy of the RF on caring for children without parental 
care has been largely directed at keeping children in birth families, placing children 
in different types of substitute families, and improving the quality of care in institu-
tions for children who reside there. “The reform of institutions for orphans and 
children left without parental care, by downsizing, creating in these institutions con-
ditions, close to family; creating new, modern apartment type children’s homes and 
the formation of a children’s village in accordance with international standards; and 
using modern methods of child development, education, and rehabilitation, with the 
active participation of volunteers and non-governmental organizations”; these are 
statements from the Presidential Decree of June 1, 2012 No761 “On the National 
Strategy of Actions for Children for 2012–2017” (The Presidential Decree No761, 
2012). Difficulties in implementing the National Strategy in the closed, rigid insti-
tutional care system led to a broad discussion of the further steps of its reforming at 
the level of professional, nongovernmental, and government agencies. New regula-
tions on improving institutions (The Resolution of the Government of the RF 
No481, 2014) signed in May 24, 2014, have been influenced by results of the inter-
vention project in St. Petersburg BHs. Ultimately, the new policies require that liv-
ing conditions in institutions should be similar to several aspects of the family 
environment, as implemented in the intervention. Specifically, group size should not 
exceed to six for children up to 4 years and eight for children over 4 years, groups 
should consist of children of different ages and disability status, the number of 

Table 10.1 The number of orphaned children transferred to domestic and international families 
(2011–2015)

Departure 
destinations

2011 2012 2013 2014 2015
Under 
1 year

1–3 
years

Under 
1 year

1–3 
years

Under 
1 year

1–3 
years

Under 
1 year

1–3 
years

Under 
1 year

1–3 
years

Russia 7427 9476 6787 8358 7051 9050 6930 8910 5832 8023
Abroad  175 1931  112 1356  23  719   0  456   0  271
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caregivers per group should be limited, and children should not be routinely 
transferred to new groups.

Professional observations and public control over the implementation of the 
Resolution No481  in BHs have found a lack of understanding the value of early 
social-emotional experience and child mental health concept as a basis of modern-
ization. In 2015, new educational programs for graduates were established by 
Russian members of St. Petersburg-USA Orphanage Research Team at the Faculty 
of Psychology, St. Petersburg State University: “Child mental health and develop-
ment. Creating family environment for children in of orphanages” and “Improving 
the quality of the social environment of children in baby homes: staff training.” 
These two training courses provide the professionals from baby homes with basic 
knowledge needed to implement the Resolution of the Government of the RF No. 
481 and give practical trainer skills to conduct five staff training modules at their 
work places. With financial support from the funds and NGOs, more than 300 pro-
fessionals representing approximately 90 institutions all over the Russian Federation 
were trained, and in 25 of them the training and structural changes intervention 
model with the expert supervision was subsequently implemented.

In August 2016, the “Concept of Early Intervention Development in the Russian 
Federation for the period till 2020” was approved (The Resolution of the Government 
of the RF No1839-r, 2016). This resolution became a significant event for more than 
20 years history of the development of services for vulnerable children and their 
parents in RF. The concept is based on the principles adopted in international early 
intervention practice and suggests to develop in the organizations of public health, 
education, and social protection of various kinds of services for families and their 
children at risk with age 0–3 and children with disabilities with the possibility to 
extend the service to 7–8 years of child’s age. For the BHs, recent legislative initia-
tives of the government have provided the conditions for evolutionary changes. 
Thus, due to the introduction of the “National Strategy of Actions for Children for 
2012–2017” and “The Law of Dima Yakovlev,” the number of children in BH has 
decreased significantly; creating family-type social environment for 6 rather than 12 
children in the group (The Resolution No481, 2014) became a possible task for the 
majority of BHs. Development of the early intervention system in RF brings oppor-
tunities to establish new family-centered services in baby homes: rehabilitation 
facility, unoccupied room, and available professional resources of BH could be used 
as interdisciplinary services for the children at risk and with disabilities growing up 
in biological or foster families. Elements of the social-pedagogical early interven-
tion programs could be used by interdisciplinary BH teams without additional train-
ing. But, since the fields of physical and occupational therapy, behavioral approach, 
and augmentative and alternative communication were not included in to the tradi-
tional education of the majority of BH specialists, development and conducting of 
new training programs are one of the nearest perspectives of educational support of 
the baby homes. At the same time St. Petersburg BH #13 and other institutions – the 
pioneers of advanced experiences – are ready to deliver the following services for 
children being raised in families and their parents: interdisciplinary assessment and 
counseling, individual or group play and educational sessions for young children 
integrated by age and developmental level and their mothers, day care group for 
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children with disabilities, respite care, department for the prevention of social 
orphanhood for daily, day and night, and 5-day stay of the mothers and their chil-
dren including children with disabilities.

6  Summary

We believe that all children should live in families. Although the number of institu-
tions in the Russian Federation decreased during last several years, and the foster 
care system is developing intensively, institutionalization of children left without 
parental care is still common, especially for those with special needs, those who 
have siblings, or for children at older ages. While institutionalization does exist, the 
social-emotional environment for children in institutions should be improved to 
meet their needs to grow and develop in close relationships with emotionally avail-
able sensitive and responsive primary caregiver. The St. Petersburg Baby Home 
intervention project aimed at providing the close to family caregiving environment 
for young orphan children demonstrated the effective influence of the staff training 
and structural changes on children’s development and mental health. This research- 
based model of reorganization of caregiving environment for institutionalized chil-
dren might be effectively used in order to change the life and early experience of 
orphan children and children left without parental care, including those with special 
needs. Development of childcare system in the Russian Federation could lead to 
reorganization of baby homes, and they might be developed to Centers for Children 
and Families aimed to provide interdisciplinary family-centered early intervention 
services both for children left without parental care and for family-reared children, 
including those with developmental disabilities and who experienced early depriva-
tion and adversity.

Questions for Discussion
 1. Identify the main components of the intervention program in the St. Petersburg 

Baby Home project. Compare and contrast this program a program used in your 
own country.

 2. How did the intervention program influence the baby home social-emotional 
environment and children’s development?

 3. Describe the dissemination of the St. Petersburg Baby Home intervention pro-
gram in other institutions of the Russian Federation. How did the project results 
influence the legislation of the Russian Federation concerning the life of orphan 
children and children left without parental care?
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Group care for children and adolescents is widely used as a 
rearing environment and sometimes used as a setting in which 
intensive services can be provided. This consensus statement on 
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and right to grow up in a family with at least one committed, 
stable, and loving adult caregiver. In principle, group care 
should never be favored over family care. Group care should be 
used only when it is the least detrimental alternative, when 
necessary therapeutic mental health services cannot be 
delivered in a less restrictive setting.
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1  Introduction

After the downfall of the Soviet Union and the gaining of its independence as a 
sovereign state in 1991, Ukraine has gradually embarked on the path of reform and 
abolishment of institutional care as a child-rearing practice breaching the right of 
the child for family care and healthy development (Bilson & Carter, 2008; The 
Presidential Commissioner for Children’s Rights, 2013, 2016). However, Ukraine 
still relies mainly on institutional rather than family-based care for children deprived 
of parental care. As a consequence, out of the 52 countries in the WHO European 
region, Ukraine has taken the third place as to the absolute number and the sixth 
place as to the relative number of institution-reared children under 3 years of age 
(Browne, Hamilton-Giachritsis, Johnson, & Ostergren, 2006; UNICEF, 2012). In 
order to understand the slow implementation of reforms of institutional care and the 
failure to break the vicious circle of approaches and attitudes feeding the phenom-
enon of the institutional placement of children, as well as the high number of chil-
dren deprived of parental care, it is important to understand the broader context of 
historical, cultural, and social circumstances that have affected the entire Ukrainian 
population.

In this chapter, we will examine various aspects of institutional care in Ukraine. 
Before doing so, we will briefly describe the historical background of the present 
situation, as to underlying beliefs and circumstances. The present structure and 
functioning of institutional care in Ukraine and its impact on the development of 
children will be examined. A special focus will be on children with HIV infection, 
as Ukraine has the second largest HIV epidemic among the Eastern European and 
Central Asian countries, which also affects children and increases the risk of their 
institutionalization (UNAIDS, 2015). We will discuss the prospects of children 
graduating from institutional care and make some recommendations that follow 
from our analysis.

2  Institutional Care in Ukraine: A Brief Historical Overview

In modern history, the territory that now makes up Ukraine has been part of several 
countries; parts of the present Ukraine fell under Poland, Turkey, Austria, and 
Russia. During the eighteenth century, the major part of the Ukrainian territory was 
taken over by the Russian Empire. The main historical influence on the care for 
orphaned children in Ukraine and its current system of institutions stems therefore 
from the Russian tradition.

Beginning from the eighteenth century, the development of institutional care for 
children in the Russian Empire coincided in many aspects with the history of found-
ling care in Western Europe (Gorshkova, 1995; Gouroff, 1829; Pullan, 1989; Ransel, 
1988). However, the Russian project, inspired by the ideas of the Enlightenment, 
was more far-reaching: the foundling homes were envisioned as incubators of an 
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entirely new type of individual and as the breeding ground for people who would be 
especially useful to their nation. Children were to be made completely different 
from their parents, filled with enlightened morality, work ethic, civicmindedness, 
patriotism, and respect for constituted authority (Gorshkova, 1995; Ransel, 1988). 
Consequently, even legitimate children whose parents were alive were welcomed 
into the growing net of the institutions.

However, mortality rates in the children’s homes went up to 98% (Langmeier & 
Matejeek, 1984), and, according to contemporary observers, children who survived 
early institutional upbringing looked reticent and disobedient and became involved 
in crime at later ages (Ransel, 1988). Despite these poor results, the conviction that 
in a carefully controlled institutional environment, by applying progressive peda-
gogical techniques, the outcasts of society could be transformed into loyal and con-
scious citizens was broadly accepted by the educated elite. This became a basis for 
the educational politics well into the twentieth century.

By the end of the nineteenth century and the beginning of the twentieth century, 
there was a short-lived shift in the policy of the government, aiming to support fami-
lies in their parenting role (Ransel, 1988). Subsequent historical changes, the 
Bolshevik Revolution, and the emergence of the new Soviet state once more strongly 
revived the utopian ideals of institutional rearing. After the October Revolution in 
1917, when the Bolsheviks came to power, all children were declared to be state 
children, and their rearing was to be unified (Oslon & Holmogorova, 2001). 
Adoption was outlawed, and it was not until 1926 that it was made legitimate again 
(Stolee, 1988). The new Soviet policy makers “expressed a wish that all families 
would be destroyed as soon as possible, so that there would be as many abandoned 
children as possible and the state would raise them in much greater numbers” 
(Lunacharsky, 1927/1991, p. 10). Children’s homes for orphans and homeless chil-
dren were viewed as a “wonderful rearing laboratory.”

These new concepts of child-rearing in the institutions found their theoretical 
basis in Makarenko’s theory of personality development “in the collective, by the 
collective and for the collective” (Bronfenbrenner, 1970, p. 51), formulated in the 
1930s and a cornerstone of Soviet education ever since. The strength and continuity 
of this ideological conviction is shown by the project envisaged in 1956 by the 
Communist Party leader N. Khrushchev, who stated the necessity to establish new 
boarding schools for all children, in order to bring up “the constructors of the new 
society, people with a good heart and lofty ideals of utter devotional service to their 
nation” (Khrushchev, 1956, p. 2). Plans were made to increase the number of the 
institutionalized children up to at least 2.5 million by the year 1965 (Khrushchev, 
1956).

The new institutions, often referred to as “schools of the future,” were expected 
to raise model citizens, trained for specific occupations, to perform a welfare func-
tion by providing educational opportunities for children from underprivileged fami-
lies or groups, to replace community-based services for vulnerable families and 
children, and to enhance the social and economic freedom for women. The volun-
tary cession of children by their parents was again encouraged (Dunstan, 1980). To 
fulfill the party’s ambitions to institutionalize the highest possible number of 
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 children, schools and children’s homes were to be reorganized into boarding schools 
(internats), and new facilities were built. Internats were to house about 400 children 
each, usually from 6 to 16–18 years of age, and often were equipped with small 
factories or farms where children could work and develop their skills (Bronfenbrenner, 
1970; Dunstan, 1980).

It soon became clear, once more, that the Soviet state was unable to cope with the 
challenges of institutional child-rearing. The state had to reconsider the role and the 
responsibility of the family in child upbringing, returning that responsibility to the 
families. By the 1970s, the development of residential education slowed down and 
practically stopped, the standards in the institutions deteriorated, and boarding 
schools were turned into schools for “difficult” children, children deprived of paren-
tal care or lacking the conditions for family upbringing (Dunstan, 1980). The public 
care system for orphans and children deprived of parental care established in the 
1960s all over the Soviet Union is still prevalent in Ukraine. As a direct conse-
quence of its ideological origins, this system is structured in such a way as to keep 
children deprived of parental care from birth to young adulthood.

Ideologically driven developments in the care for orphaned children were not 
unique to Russia, Ukraine, and the former Soviet Bloc countries. The parallels can 
be found at different times in different parts of the world as well. For instance, in 
America in the nineteenth century, some Protestants and state-managed orphan asy-
lums also “wanted to break children away from the culture, and often the religion, 
of their impoverished parents,” and Catholic or Jewish asylums “intended to protect 
children’s religious and/or cultural heritage from a world that asylum managers saw 
as hostile to it” (Hacsi, 1998, p. 54).

There are also more recent examples of the attempts to create an alternative col-
lective form of child-rearing and to nourish a “new type” of citizen loyal to the state. 
Israeli Kibbutz movements strived to create collective rearing alternatives to family 
care in order to discourage individualism, to liberate women from childcare in order 
to involve them more in the socioeconomic life of the community, and to prepare 
children better for communal life (Aviezer, Van IJzendoorn, Sagi, & Schuengel, 
1994). Also in China, after the 1948 revolution, most of the functions that tradition-
ally belonged to the family, including child-rearing, were transferred to the people’s 
communes. By the end of 1958, millions of nurseries and kindergartens had been 
established in the rural communes. Families were encouraged to send their children 
to the institutions for similar reasons as in the Soviet Union and Israeli Kibbutz 
movements, i.e., to free adults and especially women from the child-rearing respon-
sibilities and facilitate their greater involvement in the production and to ensure the 
proper “socialist” upbringing of the children (e.g., Dixon, 1982; Shao Chuan, 1989).

Even though the role of the ideological principles in the advancement of institu-
tional upbringing may not be unique and limited only to Ukraine, Russia, and the 
region, its persistence and scale of the influence on child welfare has gone far 
beyond similar developments in other parts of the world and was exacerbated by 
several traumatic events affecting the whole population of the country.
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3  The Impact of Traumatic Events

For Ukraine, the twentieth century was marked by a number of traumatic events. 
The first was the devastation of the Civil War that followed the Bolshevik Revolution 
of 1917. Then the Stalinist mass repressions, especially targeting the Ukrainian 
political and intellectual elite (Conquest, 1986), culminating in the Holodomor of 
1932–1933, a famine artificially created by the communist regime through the con-
fiscation of harvests and all food products. Officially denied by the Soviet Union as 
long as it existed, after many decades the Holodomor has received general recogni-
tion as specifically targeting the Ukrainian population and therefore amounting to 
genocide (Conquest, 1986; Verkhovna Rada, 2006).

From 1941 to 1945, the Second World War raged on the territory of Ukraine. 
Two years after the war, Stalin’s policy of confiscating grain from peasants caused 
the Famine of 1946–1947. Conservative estimates state the number of direct victims 
of the Holodomor at five million and of the Second World War again at five million 
Ukrainians (Magocsi, 2010). The Famine of 1946–1947, according to the data of 
various researchers, killed from 100,000 to 2.8 million people (Ellman, 2000). 
Added to that, indirect losses in the first part of the twentieth century are calculated 
to be many millions of lives: together more than the entire population of a country 
like Greece or Portugal.

Especially hard-hit were the children of Ukraine. As a consequence of World 
War I, civil war, famine, and spread of poverty and diseases, the estimates of the first 
wave of orphans, dating from 1914 through 1927, were ranging from two to seven 
and a half million orphaned and homeless children (Ball, 1994; Stolee, 1988). One- 
third of the Holodomor victims of 1932–1933 were children, and during this period, 
large numbers of them became orphaned and homeless. In late spring 1933, for 
example, over 300,000 homeless children were recorded in Kyiv region alone 
(Conquest, 1986).

The next wave of orphans appeared as a result of the Nazi invasion of Ukraine in 
1941 and of the destruction of life and property caused by the war and four-year 
occupation. During the war, the number of homeless children grew rapidly, and by 
its end, the Soviet Union counted over one million orphaned children. The Famine 
of 1946–1947 also provoked massive orphanhood: saving their children, especially 
severely malnourished infants, from hunger, desperate parents were bringing them 
to cities and leaving them in the hope that they would be taken to an orphanage or 
children’s homes (Ganson, 2006).

It is argued here that Ukraine’s twentieth-century experience amounts to histori-
cal trauma that is conceptualized as a collective complex trauma inflicted on a group 
of people sharing a specific group identity. This can be seen as a legacy of traumatic 
events over the life-span and across generations. Historical trauma encompasses the 
psychological and social responses to cumulative wounding and affects not only 
survivors but also their descendants at the levels of the individual, family, commu-
nity, culture, and society. Historical trauma, being collective, cumulative, and inter-
generational in nature, can result in social malaise and weakened social structures, 
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poverty, substance abuse, health problems, family dysfunction, and child maltreat-
ment (Brave Heart, 2003; Evans-Campbell, 2008; Haskell & Randall, 2009; 
Maercker, & Hecker, 2016).

Not all studies show long-term intergenerational impact of collective trauma; for 
example, meta-analytic research on the aftermath of the Holocaust shows massive 
traumatization in the child survivor generation but surprisingly little impact on the 
second and the third generation. However, the same studies point out that the pres-
ence of supportive interpersonal relationships and successful social productivity 
help to shield against negative consequences of trauma, whereas repeated exposure 
to traumatic experiences and genetic predisposition may increase the vulnerability 
(Barel, Van IJzendoorn, Sagi-Schwartz, & Bakermans-Kranenburg, 2010; Sagi- 
Schwartz, Van IJzendoorn, & Bakermans-Kranenburg, 2008; Van IJzendoorn, 
Bakermans-Kranenburg, & Sagi-Schwartz, 2003). Besides, Shamai (2016) points 
out that the assessment of the impact of trauma should not only focus on the indi-
vidual but also address systemic impact on families, culture, and society and take 
into consideration pre-trauma conditions, the functioning of the social system, as 
well as the possibility to process the trauma individually and collectively 
afterward.

Recent studies demonstrate that the Holodomor genocide, as a collective trauma 
that occurred in an already weakened society, followed by other massive traumatic 
events, continues to exert its intergenerational impact on Ukrainian families and is 
manifested in trauma-based behaviors, such as disrupted relationships and family 
roles, indifference toward others, increased social hostility, and risky health behav-
iors, including alcohol and drug abuse, and increased spread of HIV/AIDS (Bezeo 
& Maggi, 2015a, 2015b; Gornostay, 2014). Indeed, one-third of Ukrainians die 
before the age of 65 years, a rate that is much higher than in European countries; in 
2004 mortality from alcohol abuse (including alcohol psychosis) in Ukraine was 
second highest across the entire WHO European Region; currently, Ukraine has the 
second biggest HIV epidemic among the Eastern European and Central Asian coun-
tries (Bailey et al., 2010; UNAIDS, 2007, 2015; World Bank, 2009).

Apart from historical trauma, modern Ukrainian families and communities have 
to deal with turbulent political and economic transformations of the more recent 
decades, which brought substantial financial insecurity and poverty. New atrocities 
and the current war cause loss of life, family disruption, and a growing number of 
internally displaced persons. So along with the ideological convictions, inherited 
from Russia and the Soviet Union, that presented institutions as beneficial for the 
rearing of the children and substituting family care, Ukraine had and still has to 
cope with extremely unfavorable circumstances that generate a high number of 
orphans. Historical trauma and persistently unfavorable economic and social situa-
tions disrupt the functioning of families and communities, undermine parenting 
practices, and cause health problems on a large scale. Institutional care, either by 
ideology or necessity, remains a prominent reality of child-rearing in Ukraine to this 
day. In fact, it can be said that a major feature of the Ukrainian situation at this 
moment is the phenomenon of social orphanhood.
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4  The Phenomenon of Social Orphanhood

Ukraine has to deal with numerous cases of evasion of parental responsibilities and 
family dysfunction that, as a result, lead to social orphanhood. Every year about 600 
newborns in maternity hospitals alone enlarge the social orphan population during 
the first hours of their life. According to different sources, in Ukraine 95–98% of 
children deprived of parental care are social orphans (e.g., Lopatchenko, 2014; 
UNICEF, 2010). Social orphanhood is defined as a distortion of parental behavior 
and a form of child maltreatment when parents, for various reasons, withdraw from 
fulfilling their parental duties, such as rearing and preparing children for socially 
meaningful activities, supporting minors and protecting young people’s rights and 
interests (UNICEF, 2010).

The distortion of parental behavior can be caused by different factors that are in 
most cases interrelated (Lopatchenko, 2014; Ukrainian Institute of Social Studies, 
2001):

 – Socioeconomic: unemployment of the parents, financial difficulties, jobs that 
require parents’ frequent and lasting absences from home or labor migration, 
lack of permanent housing, etc.

 – Family dysfunction and/or deprivation of parental rights: early or nonmarital 
motherhood, parental illness, parental substance abuse, incarceration, lack of 
parenting skills as a consequence of institutional upbringing, family crises, 
domestic violence, and diverse kinds of child abuse.

 – Child health condition: abandonment as a result of congenital conditions, devel-
opmental disorders or disabilities, or diseases; in such cases, the decision to have 
the child institutionalized is provoked by lack of objective information as to the 
family’s future prospects or even recommendations of the medical doctors. 95% 
of children admitted to institutional care suffer from delays in physical and men-
tal development (Kukuruza et al., 2015).

 – Lack of community-based family-centered services, absence of an effective early 
childhood intervention system, and poor cross-sectoral cooperation (Dobrova- 
Krol, 2014).

The extensive presence of the phenomenon of social orphanhood suggests that 
Ukraine’s children and families, on one hand, may suffer from the effects of histori-
cal trauma and ongoing hardships. On the other hand, they have to bear the conse-
quences of the imposed ideological convictions that promoted institutional care 
over family care and for decades substituted community-based services. These 
effects seem to be transmitted through the generations, thus creating a vicious circle 
of adversity.
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5  Institutional Care in Ukraine: Organizational Structure, 
Abuse, and Structural Neglect

The latest study of institutional care of children in Ukraine1 conducted by The 
Presidential Commissioner for Children’s Rights (2016) reports a total of 774 resi-
dential institutions that house 104,000 child residents or 1.4% of the child popula-
tion of Ukraine. Although the number of orphans and children deprived of parental 
care decreased by 12 percent between 2008 and 2013 (UNICEF, 2015), in 2016 it 
increased again by at least 0.2% of the total number of children as compared to the 
data from 2008.

The majority of the childcare institutions in Ukraine are state-run, with a stan-
dardized structure and functioning across the country, inherited from the Soviet 
system of care. Institutions are organized in such a way as to maintain children who 
are deprived of parental care from birth to young adulthood. They are differentiated 
according to children’s age (for the age groups from 0 to 3 years, 3 to 7 years, and 
7 to 16–18 years); they are also specialized depending on children’s physical condi-
tion (there are special boarding schools for children with various developmental and 
physical impairments). Usually, at age 4, depending on health condition and the 
level of functioning, each child is given a classification from 0 to 4 and placed in an 
institution under the Ministry of Education or Social Policy (Kukuruza et al., 2015; 
Mathews, Rosenthal, Ahern, & Kurylo, 2015):

• 0 – no disability (boarding school of the Ministry of Education)
• 1 and 2 – mild intellectual disability (specialized boarding school of the Ministry 

of Education)
• 3 and 4 – moderate to severe intellectual disability (children are considered to be 

“uneducable” and placed in the institutions of the Ministry of Social Policy)

While, in institutional care, children are frequently transferred within and 
between institutions until their graduation, children with moderate to severe dis-
abilities rarely leave institutional care and remain institutionalized through the rest 
of their lives (Mathews et al., 2015; Ukrainian Institute of Social Studies, 2001).

Childcare institutions for young children in Ukraine may house up to 200 young 
residents and are usually characterized by high child-to-caregiver ratios, multiple 
shifts, and frequent change of caregivers, which, as research reveals, are common to 
institutional care across different countries (Dobrova-Krol, Van IJzendoorn, 
Bakermans-Kranenburg, & Juffer, 2008). By the age of three, children may have 
been exposed to as many as 50 different caregivers.

The conditions of rearing in the institutions may vary substantially: some pro-
vide fairly clean environments, medical care, and adequate nutrition, with usually 
limited cognitive and social stimulation, especially during the first year of life, 
whereas others fail to ensure appropriate nutrition, hygiene, medical care, and stim-
ulation. The daily schedule across Ukrainian institutions is usually strictly 

1 Occupied territories of Donetsk and Crimea were not included in this study.
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 regimented. Apart from routines around sleeping, meals, and hygiene, it often 
includes group learning activities adjusted to age, and indoor and outdoor play 
activities. All children are expected to participate in the daily routine and may be 
exempt from it only if they are ill or as a form of punishment. The rearing conditions 
are especially poor in institutions for children with severe disabilities (level 3–4 
institutions), where immobile children are often undernourished, do not receive 
proper medical care, and usually seen languishing in inactivity in rows of cribs 
(Mathews et al., 2015).

A recent report by experts from Disability Rights International (DRI) on a 3-year 
investigation of 33 Ukrainian institutions reveals extensive evidence of abuse in 
many of Ukraine’s institutions for children and adults with and without disabilities 
who are subject to severe emotional and physical pain, restraint, seclusion, forced 
abortions and sterilization, sexual abuse and trafficking (especially in the war 
affected territories), and dangerous or neglectful medical care that constitute ill- 
treatment under international law. In some cases, abuse that DRI observed may even 
rise to the level of torture (Mathews et al., 2015). Other studies also report about 
maltreatment and abuse of children in Ukrainian institutions by personnel or other, 
usually older children (e.g., Balakireva et al., 2010).

In a survey that involved 110 care-leavers aged 15–26 years old, 438 children 
aged 13–19 years old still living in institutional care, and 55 experts, 18 out of 110 
care-leavers reported that they were treated harshly by personnel in the institutions 
and 19 out of 110 care-leavers witnessed harsh treatment of other children (e.g., 
cases of harsh physical punishment, torture, and humiliation). These reports were 
supported by the data obtained from the representatives of NGOs and state-run 
institutions working with children in institutional care (Balakireva et al., 2010).

Even if a child does not become a victim of physical or emotional abuse while in 
institutional care, he or she suffers from the impact of this rearing environment. A 
body of empirical and theoretical studies has been consistent in demonstrating that 
the rearing failures of institutional care are associated with its radical departure 
from the conditions of the average expectable environment (Cicchetti & Valentino, 
2006; Hartmann, 1958; Rutter, Kumsta, Schlotz, & Sonuga-Barke, 2012; Rutter, 
O’Connor, & The English and Romanian Adoptees (ERA) Study Team, 2004). 
Depending on the child’s age, the average expectable environment encompasses 
consistent protective and sensitive caregiving, a supportive family, as well as social-
ization and open opportunities for exploration and mastery of the world. The pres-
ence of the average expectable environment is an essential prerequisite for the 
normal development of the child (Bowlby, 1997; Nelson et al., 2007).

Obviously, the environment in Ukrainian institutions falls outside the scope of 
the expected range of the average environment due to the risk of structural neglect 
that is embedded in the organization and functioning of childcare institutions 
(Dobrova-Krol et  al., 2008; Van IJzendoorn, 2008): its regimented nature, high 
child-to-caregiver ratio, multiple shifts, and frequent change of caregivers almost 
inevitably deprive children of continuous and reciprocal interactions with stable 
caregivers, necessary to respond to their developmental needs.
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6  Prospects of Graduates of Institutional Care in Ukraine

The regimented nature of the institutions provides little to no opportunities for 
socialization and mastery of the outside world, or development of self-efficacy and 
supportive networks. The lack of experience of family interaction and adequate 
positive social role models intensify the feeling of social alienation. The lack of 
skills for arranging their everyday life (e.g., where to get one’s meals or clothes, 
what to do in case of financial or legal problems or in case of sickness, etc.) and lack 
of programs and services supporting the care-leavers after their graduation make 
their transition to adult life very abrupt and insecure. Young graduates often do not 
have a place to live, no financial means, and scarce opportunities for acquiring edu-
cation or profession. Half of the graduates have no housing after they leave the resi-
dential institution (Ukrainian Institute of Social Studies, 2001).

A survey of 312 care-leavers aged 16–18 years old, aimed at the identification of 
possible social and psychological factors that can hinder the adaptation of care- 
leavers in society, shows that the care-leavers view financial problems and housing 
as the major problems after leaving the institutional care. Comparison with family- 
reared children demonstrates that the care-leavers have smaller if any supportive 
networks; they are more worried about their future, less motivated to choose a pro-
fession according to their interests, and tend to seek a pragmatic or convenient solu-
tion that will give more security (Sidorenko, 2013).

According to the survey of Balakirieva et al. (2010), the care-leavers report expe-
riencing social exclusion and stigma and have difficulty establishing new friend-
ships. One-third of the respondents reported concealing the fact that they grew up in 
institutional care to avoid biased attitudes when they apply for a job or meet new 
friends. The experts that participated in this study confirm that the young care- 
leavers show poor outcomes across a number of life domains, including accommo-
dation, employment, education, and health. They are often discriminated against 
and end up in poverty, get involved in criminal activities, or become homeless. To 
support themselves financially, young people end up doing exhausting low-paid 
work or end up in criminal circles or prostitution (Balakirieva et al., 2010).

In neighboring Russia, according to survey data, 1 in 3 children who leave resi-
dential care becomes homeless, 1 in 5 ends up with a criminal record, and as many 
as 1 in 10 commits suicide. Also, 1 in 10 young offenders in Russia was raised in 
institutional care (Harwin, 1996; Tobis, 2000). In addition, the experience of resi-
dential care can impact family systems and roles and lead to family dysfunction. For 
instance, in Canada, where by 1960 over half of the First Nations and Métis children 
were placed in residential care, it is now generally acknowledged that this experi-
ence was not only traumatizing to these children but also led to secondary trauma in 
their offspring as a result of having parents reared in residential care who lacked 
parenting role models (Ball, 2010).

Thus, the life path of an institutionalized child is often full of perinatal adversi-
ties, starting with the trauma of separation from their own biological family and 
continued in an environment characterized by structural institutional neglect with a 
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high risk of abuse. This experience often leads to significant developmental difficul-
ties. After graduation from the institution, they are frequently exacerbated by the 
lack of support and security and do not adapt well to society, consolidating the cycle 
of the transmission of trauma. Institutional care, both for its graduates and their 
offspring, may very well prove to be a vicious circle of self-perpetuating need for 
state support.

7  Extreme Rearing Circumstances: Institutional Care 
Versus Multiple Problem Families

In the Western world, institutional care as a form of child-rearing never received the 
degree of idealization that it received in Russian and Soviet culture. Still its draw-
backs and benefits have been the subject of debate, especially after John Bowlby 
gave the debate a historical impetus in his report to the World Health Organization 
on the mental health of homeless children in postwar Europe and the effect of insti-
tutional care on children’s development (Bowlby, 1951).

There are modern researchers who maintain that institutions of good quality can 
provide a sense of permanence, security, structure, and camaraderie, absent in dys-
functional and abusive families, and that institutional care may be the best option for 
some children who are left homeless by such plagues of modern times as parental 
drug and alcohol abuse and AIDS (e.g., Carp, 2006; McKenzie, 1996; Seelye, 1997). 
Miller and colleagues (2007) suggest that, in case of extreme rearing circumstances, 
institutions can provide beneficial and for some children even life-saving interven-
tions. Ferris and colleagues (2007) found a trend for survival advantage for 
Romanian HIV-infected children in institutional care as compared to children who 
resided with their biological families. McCall (2013) maintains that it is the quality 
and characteristics of the care within an environment, rather than the type of envi-
ronment itself, that most likely impact the development of the child. Several studies 
show that institutional environments may sometimes be more favorable for children 
in need than their extended families and other family-based configurations of care 
(e.g., Braitstein, 2015; Whetten et al., 2009). However, Bakermans-Kranenburg and 
Van IJzendoorn (2009) in their comments to the study by Whetten et al. (2009) that 
describes better developmental outcomes for institution-reared children argue that 
such conclusions are limited to a specific age range, a specific set of countries and 
institutions, and a restricted set of measures on certain developmental domains and 
therefore are not generalizable.

As discussed earlier in this chapter, institutional rearing falls outside the scope of 
the expected range of the average environment due to the risk of structural neglect 
that is embedded in the organization and functioning of childcare institutions (Van 
IJzendoorn, 2008). It appears that the greater the deviation from the conditions of 
the average expectable environment is, the greater is the impact on the development 
of children and vice versa. Thus, the better the developmental outcomes  institutional 
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care provides, the closer it appears in its structure and functioning to the more regu-
lar family environment (e.g., Gunnar, 2001; McCall, 2013).

Of course, the notion of the average expectable environment is also applicable to 
families. Families may deviate from the average expectable norm for various rea-
sons (e.g., family instability, economic hardships, child abuse, and neglect). This 
raises the question as to what may be more beneficial for the development of the 
child – a well-functioning institution or his or her own dysfunctional family.

However, after several decades of studies that compared the development of chil-
dren in institutions with their family-reared counterparts from a socially disadvan-
taged environment, it can be said that John Bowlby’s (1951, pp. 68–69) conclusion 
that “children thrive better in bad homes than in good institutions” seems to hold 
true remarkably well, even when keeping in mind his warning that much depends on 
how bad the home is and how good the institution.

Whether the rule applies also in Ukraine, with a distinct heritage of institutional 
care and its strong ideological underpinnings, with many families living under the 
poverty threshold, suffering from health problems and substance abuse, has been 
explored in several studies as discussed below.

8  Impact of Institutional Care and HIV on the Development 
of Preschoolers

In a series of studies (Bakermans-Kranenburg, Dobrova-Krol, & Van IJzendoorn, 
2012; Dobrova-Krol, 2009; Dobrova-Krol, Van IJzendoorn, Bakermans-Kranenburg, 
Cyr, & Juffer, 2008; Dobrova-Krol, Van IJzendoorn, Bakermans-Kranenburg, & 
Juffer, 2010a, 2010b), the impact of the type of rearing environment (family vs. 
institution) and HIV infection status on different developmental domains (physical 
growth, regulation of stress, cognitive performance, theory of mind (ToM), attach-
ment, indiscriminate friendliness) of 64 Ukrainian preschoolers reared in institu-
tions or in their own disadvantaged biological families was examined.

Four ethnically homogeneous groups were compared: children with and without 
perinatal HIV infection reared in their biological families and childcare institutions. 
We assessed children who were put into care at 1 month after birth on average. 
These children permanently resided in institutions with similar organization and 
quality of care. Institutions involved in our study provided adequate nutrition and 
health care, but lacked stimulation and stability in child-caregiver relationships. 
Family-reared children, both uninfected and HIV-infected children, were raised in 
families with low to middle income. HIV-impacted families had lower monthly 
income and were more likely to experience multiple adversities, such as single par-
enting, substance abuse, unemployment, and criminal records, than families without 
HIV. HIV-infected children in families and institutions had about the same level of 
immune control over HIV as reflected by their CD4 T-lymphocyte count.
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Institutional care was associated with less favorable outcomes in all examined 
developmental domains (see Table  11.1). Presence of HIV infection led to less 
favorable developmental outcomes; however, the negative impact of institutional 
care was greater than presence of HIV in several domains as discussed below.

HIV-Infected Children in Families and Institutions In three out of six developmen-
tal outcomes that we examined, HIV-infected children reared in disadvantaged fam-
ilies demonstrated better results than HIV-infected children reared in institutions. 
Thus, physical growth delays of HIV-infected children reared in families were less 
substantial (see Fig. 11.1).

They showed better cognitive performance than HIV-infected institution-reared 
children, who lagged behind by more than 15 IQ points. Ninety-six percent of the 
HIV-infected children reared in families managed to develop clearly discernable 
attachment relationships as opposed to only 46% of the HIV-infected children in 
institutional care. HIV-infected family-reared children were more often secure and 
less often disorganized than HIV-infected children in institutions (see Fig. 11.2).

Comparison of the quality of the rearing environment of HIV-infected children 
in families and institutions with the help of the HOME inventory (Bradley et al., 
1993) did not reveal any significant differences on the HOME Total Score between 
these groups. Examination of the individual HOME scales demonstrated that insti-
tutional care was offering better physical environment, whereas families provided 
better child-caregiver interactions. In addition, families provided a more consistent 
rearing environment with a limited number of stable caregivers, which was not pos-
sible in institutions because of their structure and functioning, described earlier. We 
may conclude that due to the consistency, stability, and better quality of child- 
caregiver relationships, even compromised family care promoted more optimal 
development of HIV-infected children compared to institutions that provided better 
physical environments. Moreover, HIV-infected children reared in families tended 
to show more favorable developmental outcomes even in comparison to uninfected 
and relatively healthy children reared in institutions.

Compared to the institutions, HIV-impacted families facilitated better outcomes 
in several domains. However, HIV-impacted families failed to facilitate early Theory 
of Mind development. Also, the elevated levels of disorganized attachment and 
indiscriminate friendliness in comparison to uninfected family-reared children indi-
cate that the rearing environment in HIV-impacted families was not optimal for the 
normal development of children. Still, on the basis of the findings of this study, we 
may conclude that the institutional rearing environment appeared to be more dam-
aging for children’s physical growth, cognitive development, and attachment forma-
tion than the presence of HIV in multiple-problem families.

Risk and Protective Factors Although, on average, institutional care was associated 
with less favorable outcomes in all developmental domains that we studied, there 
was individual variation in the responses of institution-reared children to apparently 
similar adverse experiences. In some cases, the outcomes in different domains were 
even close to normal. For instance, in almost 30% of children, height-for-age scores 
were within one standard deviation from population norms at the time of the 
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 assessment; 7% of children demonstrated cognitive performance within the normal 
range; 21% of children succeeded in the Theory of Mind task. Finally, 28% of chil-
dren managed to form secure, clearly developed attachment relationships with their 
favorite caregiver, and about 37% of children exhibited no or little signs of indis-
criminate friendliness. These findings suggest the presence of certain factors which 
may buffer or exacerbate the influence of institutional care on the development of 
the child.

We found a moderating role of 5HTTLPR genotype for the association between 
adverse rearing environment and attachment disorganization. Carriers of one or two 
short alleles appeared to suffer most from the adverse institutional environment, 
whereas carriers of two long alleles seemed protected, suggesting that genetic lay-
out may indeed play a role in this apparent resilience (Bakermans-Kranenburg, 
Dobrova-Krol, & Van IJzendoorn, 2011).

Perinatal adversities and less optimal physical and health condition of the child 
at birth were significantly associated with less favorable physical development in 
institutionalized children. An important but indirect finding was related to a sub-
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Fig. 11.1 Height-for-age (Z-scores, mean, SE) of uninfected and HIV-infected family- and 
institution- reared children. Note: at 36 months N = 47 (family-reared uninfected, 8; family-reared 
infected, 16; institution-reared uninfected, 10; institution-reared infected, 13) at 48 months N = 35 
(family-reared uninfected, 8; family-reared infected, 11; institution-reared uninfected, 7; 
institution- reared infected, 9) (Source: Dobrova-Krol et al., 2010b, p. 243)
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group of children with the so-called perinatal hypoxic conditions (see Miller, 2005). 
Children who were diagnosed with these conditions demonstrated persistent severe 
growth delays. Despite some improvement in the course of their development, at the 
time of the assessment, these children remained severely delayed. Their cortisol 
production also clearly deviated from other uninfected institution-reared children. 
Obviously, children with perinatal complications may be at increased risk for devel-
opmental delays in institutional care and require special attention.

Better quality of the rearing environment and especially better quality of caregiv-
ing was associated with better physical growth and with better cognitive perfor-
mance in HIV-infected institution-reared children. The overall quality of the rearing 
environment within institutions that were involved in this study was fairly adequate. 
Moreover, with respect to physical characteristics, e.g., safety, quantity and variety 
of toys, and even structured learning activities in institutions appeared to be better 
than HIV-impacted families. Nevertheless, adequate physical aspects of the rearing 
environment of the childcare institutions appeared to be insufficient to facilitate 
normative physical and cognitive development of HIV-infected children and com-
pensate for the conditions of structural institutional neglect.

This study emphasizes the harmful effect of structural institutional neglect espe-
cially during the first years of life. During these years, children in institutional care 
were most severely delayed in their physical growth. Findings on indiscriminate 
friendliness among institution-reared children also illustrate how the lack of consis-
tent and sensitive caregiving during the first year of life may impede the formation 
of stranger anxiety and the development of preference for familiar caregivers. The 
findings of the study are supported by another empirical study that examined the 
impact of the quality of caregiving on the development of 100 4- to 8-year-old 
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Fig. 11.2 Distribution of attachment patterns (Source: Dobrova-Krol et al., 2010a, p. 1372)
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Ukrainian children raised in institutions and their biological families (39 institution 
reared and 61 family reared) showing that institutionalized children’s attachment 
and cognitive development were significantly compromised as compared to the 
family-reared children (Barone, Dellagiulia, & Lionetti, 2015; T. Lyseyko, personal 
communication, April 27, 2016).

It is important to emphasize that in the institutions where our study was con-
ducted, the quality of the caregiving environment was relatively good in comparison 
to the majority of the childcare institutions in Ukraine. The quality of the rearing 
environment of the institutions tends to be worse for older children and much worse 
for children with disabilities, and it can be expected that the impact on their devel-
opmental outcomes may be more significant.

In fact, according to the latest statistics, in Ukraine every 3 days, one child raised 
in institutional care dies due to sickness or accident (Presidential Commissioner for 
Children’s Rights, 2016). Those children who survive and remain in institutional 
care until their graduation leave with the luggage of physical, emotional, cognitive, 
and social difficulties caused by early adversity and institutional upbringing, and 
they also face the challenging task of finding their way in the outside world, from 
which they were isolated while growing up.

9  Conclusion and Recommendations

In this chapter, we treated the problem of child institutionalization and its persis-
tence in a broader context of collective and historical trauma that continues to affect 
individuals, communities, and Ukrainian society in general. We hypothesize that, in 
Ukraine, historical trauma along with imposed ideological convictions of the past 
promoting institutional care and undermining family systems and values, as well as 
current hardships, has caused and continue to sustain the widespread phenomenon 
of social orphanhood and child institutionalization. Therefore, along with the efforts 
geared toward the transition from institutional to family-based care, working 
through the traumatic experience; introducing systemic interventions for collective 
and historical trauma at national, community, family, and individual levels; chang-
ing mentality; and strengthening families and communities should be an integral 
part of deinstitutionalization efforts.

Our empirical studies demonstrate that children infected by HIV appear to thrive 
better in their multiple-problem families than healthy children in relatively good 
institutions. For vulnerable children deprived of parental care and/or infected by 
HIV, mother’s or caregiver’s continuous presence and sensitive care is crucial and 
may ameliorate environmental and child-related adversities. Therefore, efforts 
should be made to prevent child abandonment and to support vulnerable families in 
their parenting role through the development of the community-based Early 
Childhood Intervention services. For those children who nevertheless end up in an 
institution and have little chance of being adopted or placed in family-based care, 
the rearing environment must be optimized and regularly monitored. Given that 
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adequate physical and medical care is provided, it can be achieved by ensuring sta-
bility and improving the quality of caregiving.

The timing of such interventions is of great importance. Because (structural) 
neglect and traumatic experiences during the first year of life may have long-term or 
even permanent detrimental impact on children, interventions should be introduced 
at the earliest possible stages of life, and children under the age of three should not 
be placed in institutional care.

Questions for Discussion
 1. Although the evidence of the harmful effect of institutional care is well docu-

mented, scientifically proven, and widely recognized, millions of children across 
the world continue to live in institutional care. Which factors may cause and 
sustain the widespread phenomenon of the institutional placement of children?

 2. How can the phenomenon of “social orphanhood” be explained and prevented?
 3. What may be more beneficial for the development of the child  – a well- 

functioning institution or his or her own dysfunctional family and why? Should 
countries invest their resources in the improvement of the quality of existing resi-
dential institutions for children?
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We are half of an apple
the other half is our huge world
We are half of an apple
the other half is mankind
You are half of an apple
I am the other half
you and me!

(Nazim Hikmet, 1949)

1  Introduction

Despite remarkable progress in reducing childhood mortality globally, the majority 
of the estimated number of 41,000 homicide deaths involving children and adoles-
cents 15 years of age and under is related to abuse and neglect. This figure includes 
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all types of physical and/or emotional ill-treatment, sexual abuse, neglect which 
results in potential harm to the victims’ survival, as well as growth and development 
(WHO, 2016). To date, research shows that the effects of abuse and neglect during 
childhood years cascade throughout the lifespan, with costly consequences not only 
for affected individuals and their families but also for their communities and for 
society at large.

Children’s experiences of long-term consequences of such adverse exposures 
vary significantly, depending on the severity, chronicity, and timing of abuse or 
neglect, as well as the salient protective factors present in their lives. Studies have 
examined several psychosocial and environmental stressors for child abuse and 
neglect. They include poverty, physical/mental health problems of a family member, 
deficient parenting skills, violence, single parent status, having a nonbiological par-
ent, hyperresponsiveness to child-related stimuli, unrealistic expectations of chil-
dren, poor stress management, low social supports, and social isolation (Finkelhor, 
1994; Kessler et al., 1997).

Children and adolescents abandoned by their families and reared in long-
term residential protective care institutions can in turn be exposed to varying 
degrees of neglectful and abusive practices and living conditions that also con-
tribute to their psychological and physical ill-health. This is a fundamental con-
cern since residential protective care is also viewed as a remedy but more often 
itself serves as a major contributory cause of the persistence of childhood 
neglect and abuse. Converging evidence from research and human rights analy-
ses categorically cannot condone national policies that permit parents to sur-
render their offspring to institutional care. A policy of institutional protective 
care of children facing adversity therefore cannot be consistent with the stan-
dard of the best interests of the child nor can it be concordant with the child 
rights principle inherent in Article 3 of the Declaration of the United Nations 
Convention on the Rights of the Child (Beckett, Bredenkamp, Castle, & ERA, 
2002; Cicchetti & Toth, 2000; Erol et  al., 2004, 2005, 2007, 2008; Erol and 
Şimşek 2007, 2008; Goldfarb, 1943; Keil & Price, 2006; MacLean, 2003; Roy, 
Rutter, & Pickles, 2000; Spitz, 1945; Tizard & Hodges, 1978; UNHR, 1990; 
Vorria, Rutter, Pickles, Wolkind, & Hobsbaum, 1998; Wolff & Fesseha, 1998; 
Yörükoğlu, 2003).

Many parents and families living in low- and middle-income countries (LMICs) 
continue to struggle to cope with rapid social change. They face great disparities in 
education and income, as well as social crises such as displacement and migration 
that in turn contribute to family disruption, mental illness, and exposure to violence 
and terrorism. These salient factors lead to children and adolescents being more 
likely to be placed in institutional care due to parental burden and abandonment, as 
well as exposure to specific abuse or neglect. Although research has highlighted the 
negative impact of institutional care on infant, child, adolescent, as well as adult 
life, there has been a rather slow paradigm shift from institutional- to family-based 
care systems in LMICs.
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2  History of Child Welfare System in Turkey

The services available for children and adolescents under protection in Turkey have a 
unique history dating back to 1863 with the provision of humanitarian care, housing, 
nutrition, education, and vocational training of orphaned youth introduced by the 
governor of Niş, Mithat Pasha. The “Darülaceze” administration was opened in 
Istanbul in 1886 to care for a range of needs and problems of orphaned youth after the 
Russian–Ottoman War (1877–78). The population of Turkey at this time was 10 mil-
lion. As the orphanage movement grew rapidly and solutions offered based on volun-
teerism did not prove to be sufficiently effective, state-based institutions were 
eventually established. The first example of such institutions was “Darülhayr-ı Ali” 
(1903–09) which looked after about 400 children. Later on “Darü’l Eytam’s” (orphan-
ages) were founded in 1914 to care for as well as educate the orphaned youth of the 
Balkan Wars and World War I. These institutions served approximately 16,000 chil-
dren and adolescents in the Ottoman Empire. “Darülhayr-ı Ali” and “Darü’l Eytam’s” 
were replaced by “Himaye-i Etfal Cemiyeti,” meaning Child Protection Agency in 
Istanbul. The aims of this agency included the care and education of children in gen-
eral, their protection from addictions, organization of recreational activities for them, 
and provision of opportunities for play and socialization. In 1917 Children’s Guest 
Houses were opened for the children gathered from the World War I zones, and these 
homes provided care and protection for 2027 children between 1917 and 1922. An 
underlying premise of these humanitarian foundations was a sense of regard for the 
children as being the offspring of martyrs who served the country and who therefore 
deserved to be cared for with dignity and respect. The Child Protection Agency car-
ried out two main services. First, it established a house to give children vocational 
training in farming. Second, it offered mother-infant health services, free of charge, 
in various cities (Cavusoglu & Acar, 2004; Erol et al., 2005).

A branch of the Child Protection Agency was founded in Ankara in 1921, and the 
agency continued establishing a nationwide organizational network to provide ser-
vices for mothers and children under the auspices of the newly founded Republic of 
Turkey in 1923, with a population of 13 million citizens at the time of founding. The 
agency took on the formal status of a public welfare foundation under the name of 
Turkish Child Protection Agency (Turkiye Cocuk Esirgeme Kurumu) in 1937. The 
aims of the Turkish Child Protection Agency included a broad range of activities: 
establishing children’s homes and orphanages; providing food, clothing, and finan-
cial aid for the children of low-income families; supporting the education of poor 
children; placing foster children in families; paying and supervising foster families; 
supplying job opportunities for children capable of working; providing childbirth 
services; paying the health expenses of orphans; and building play grounds. The 
agency housed infants and preschoolers in foundations called “Mother’s Lap.” When 
the residents of these foundations reached 7 years of age, they were transferred to 
boarding schools. As the numbers housed by these foundations outgrew their capac-
ity in 1930, some orphans were placed in poor families who were  allocated support-
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ive payments. With the closure of boarding schools in 1931 in cities, older children 
began to be housed in Mother’s Lap foundations that led to overcrowding. The ser-
vices were later consolidated under the Children’s Homes, Compassion Homes, and 
Orphanages (residential care houses) in 1939 at which time the national population 
reached 17 million (Cavusoglu & Acar, 2004; Erol et al., 2005).

Following a long interval of status quo, the Turkish Child Protection Agency 
was faced with severe financial difficulties following the coup d’etat in 1980. It 
was closed down in 1981 by an act of the National Security Board, and all its 
responsibilities were handed over to the Ministry of Health and Social Support. 
In 1983 the Social Services and Child Protection Administration (Sosyal 
Hizmetler ve Çocuk Esirgeme Kurumu-SHCEK) became a state-based organ 
under the authority of the Ministry of Health and Social Support with the popu-
lation of the country reaching 48 million citizens (Cavusoglu & Acar, 2004; 
Erol et al., 2005).

Since 1991, the SHCEK has been directly governed under the Prime Ministry. 
Until recently, the primary mission of the child protection system in Turkey was 
residential care in crowded orphanages. According to the 2000 census, the national 
population had reached 65 million, and 38.4% of the Turkish population was aged 
18 years and under. As per records of the Turkish Social Services General 
Directorate in December 2005, there were approximately 20,000 children and 
adolescents in the age group 0–18 years living under orphanage care (General 
Directorate of Social Services, 2005). About 92% of these youngsters were placed 
in institutions, 4% in foster care, and a small number were adopted, often by 
extended family (Simsek et al., 2007). In lieu of the lack of foster care and adop-
tion services as a matter of social policy, the reasons for the increasing number of 
children being placed in institutional care in Turkey included the continuing 
financial inability of parents to care for their children and/or lack thereof of par-
enting skills to care for them, parental unwillingness to rear children with frank 
disabilities, and loss of parental rights because of abuse and/or neglect. The 
orphanages also represented a form of local employment and have been bureau-
cratically maintained. In 2005, Erol and colleagues reported the presence of 95 
orphanages for children (0–12 years) and 107 for youth (13–18 years). Abuse and 
neglect therefore was considered as an important reason among others, for insti-
tutional care, with the institutional “culture” primarily concerned with the physi-
cal care of children and youth.

3  Inception of Research and Educational Activities 
Highlighting the Need for Change

A series of evidence-based studies began to identify the prevalence and predictors 
of emotional and behavioral problems reported among institutionally reared chil-
dren and adolescents in Turkish orphanages compared with community controls 
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(Erol et al., 2005, 2010; Şimşek et al., 2007). Ankara University School of Medicine 
Child Psychiatry Department sponsored symposia and highlighted related publica-
tions that served to introduce the fundamentals of evidence-based practice and alter-
native models to institutional care, highlighting the identification of reactive 
attachment difficulties, as well as emotional and behavioral disorders in children 
and youth reared in institutional care. These activities also coincided with the ongo-
ing work at this time under the auspices of the National Mental Health Policy in the 
aftermath of the Marmara earthquakes (Munir et al., 2004) that led to a heightened 
interest as well as political will in developing community-based and family-oriented 
primary mental health services across the country’s 81 provinces with the support of 
the Ministry of Health (Munir et al., 2006).

The symposium on children under state protection (2004) held in Ankara fur-
ther catalyzed interest in the plight of children under protective care. The Ankara 
University School of Medicine compiled a book that summarized the related 
research activities in the Department of Child Psychiatry on effects of institu-
tional care on children and adolescents, as well as the psychological well-being 
and attachment issues among adult subjects who were faced with rearing children 
of their own conceived while under institutional care (Erol et al., 2005). During 
this period, the key Turkish investigators participated in the Fogarty International 
Center/National Institute of Mental Health-sponsored D43 research and education 
program at the Boston Children’s Hospital under various opportunities to learn 
about organizational and educational aspects of family-oriented protective child-
care and mental health services in the United States. In 2005, the Foster Care and 
Adoption Association and Infant Mental Health Association established in Turkey 
provided university-based researchers, advocates, and families a medium to regu-
larly address issues of common interest related to clinical services as well as 
social and economic problems faced by families adopting and fostering children. 
During the subsequent decade, an important groundwork was established. By 
2015, the success stories and voices of foster and adoptive parents as well as the 
children and youth that had been reared in the orphanages began to be heard all 
over the country, highlighted by various television, newspaper, and social media 
outlets. The parent groups were particularly empowered to share their problems 
on social media. The national population by that time had reached 80 million 
citizens.

An epidemiological study undertaken by the General Directorate of Family and 
Social Services and the Turkish Statistical Institute regarding family life that col-
lected data on 12,280 households with a total of 24,647 persons, 18 years and older, 
was a key threshold. The results showed that 82.8 percent of the participants were 
not aware of foster care practice (Gurcan, 2008).

These activities led to the National Foster Care, Adoption and Mental Health 
Symposium held in Ankara/Turkey in 2007 with the participation of professionals, 
advocates, members of Family and Social Policies Ministry, as well as families and 
children. An important result of this meeting was the impetus for the establishment 
of volunteer “ambassadors” in the provinces promoting the formation of provincial 
foster family networks.
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Based on the dissemination of the various cross-sectional and clinical research 
findings on the psychosocial, emotional, and behavioral effects of institutional care, 
national scientific and advocacy symposiums and family meetings were launched 
with increasing media interest. This led to the formation of the governmental initia-
tives on “Reuniting of Children with Their Families” and the “Support Within the 
Family” both with goals to reduce the number of children living in institutional care 
and increase their inclusion within their families. These programs had a particular 
emphasis at the outset on children 3 years of age and under. Increased socioeco-
nomic support for vulnerable families and children, as well as social protection 
services, would provide families opportunities to remain intact, consistent with the 
UNICEF message (UNICEF, 2015).

4  Shift from Institutional to Family-Based Care

Turkey has witnessed an important policy shift from institutional to family-based 
care as a result of renewed socioeconomic policies and the development of foster 
care nationally through convergence of evidence-based research, increased aware-
ness, and national advocacy. In less than a year (from 2012 to 2013) the number of 
children under 3 years of age housed in institutions was substantively reduced. 
Figure 12.1 present care data between 2011 and 2015 by the Ministry of Family and 
Social Policies. As noted in these figures, large institutional care was decreased 
through rapid systemic change, including a policy of reunification with biological 
parents with allocation of economic benefits, and transition to residential care in 
smaller settings, children’s homes, as well as foster care (Ministry of Family and 
Social Policies, 2016).

More recently the goal of the Ministry of the Family and Social Policies has been 
to further improve aspects of the current child welfare system in Turkey, by strength-
ening families and promoting foster care and adoption services nationally and by 
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enhancing training of child welfare staff and foster parents. The overarching 
 objective is the establishment of safe and stable environments for children (Ministry 
of Family and Social Policies, 2016).

5  Risk and Protective Factors on Children’s Development

5.1  Children 0–6 Years in Residential Care

Children’s experiences of residential care vary enormously depending on factors 
such as biological, demographic (age, gender), family, residential characteristics, 
and social and cultural factors that contribute to a supportive climate. Infants and 
toddlers (0–3 years) in institutional care without positive and stable relationships 
particularly are at risk of harm in terms of reactive attachment disorder, insipient 
developmental delay, neural atrophy, and emergence of discrete mental disorders 
across their lifespan (NSPCC, 2016; Yağmurlu et al., 2005). The neglect and dam-
age caused by early deprivation can be considered equivalent to violence (Browne 
et al., 2005).

Figure 12.2 compares children, 0–6 years (mean age 34 months), living in insti-
tutional care (n = 154) with community control children within biological families 
(n = 286; mean age in each group 34 months), with equal gender distribution. Their 
development was assessed using the Ankara Development Screening Inventory 
(Savasır et al., 1998).

These young children in institutional care were four times more likely than con-
trols to have development delay in all subscales (see Fig. 12.3) as well as deficits in 
terms of their sense of basic trust and severe attachment disturbances. The children 
in institutional care were notably deprived of responsive caregiving including limi-
tations in eye contact and physical touch (Erol, 2004).

This is consistent with findings by Schore (2001) that both child abuse and 
neglect generate a high level of stress that is pathogenetic to the immature brain, 
with neglect having an even greater devastating effect on development than the for-
mer. Indeed, most of the problems were a natural consequence of being brought up 
in overcrowded care without any opportunities for forming selective attachments 
which would help the children to feel special and enable them to develop consistent 
relationships and enable them to regulate their emotions on a developmental trajec-
tory that would promote healthy cognitive, emotional, and social development. The 
children’s inability to take care of any belongings and take others’ possessions with-
out asking for permission was likely related to the fact that none of them had any 
personal clothing items or toys. Hitting and shouting at peers and aggression seem 
to be associated with a compulsion to repeat their traumatic experiences by victim-
izing others.

Over the years, a significant part of the problem was the quality of the institu-
tions throughout the country. The social climate and the environmental stimulation 

12 Divergent Developmental Pathways of Children and Adolescents Reared…



248

40.9

59.1

43.4

56.6

0

20

40

60

80

Female Male

Residential care Biological family care

Fig. 12.2 Gender 
distribution by residential 
care and biological family 
care (%)

51.9 55.2

20.1

44.8
50.6

14.3 17.1
7 8.4

12.9

0
10
20
30
40
50
60

Residential care Biological family care

Fig. 12.3 Prevalence of developmental delay by residential vs. biological family care (%)

were directly insufficient, in particular with differential impact on the preschool age 
group. In an institutional-based pilot study in 2003, we observed that some of the 
3–4-year-olds were unable to recognize their own photograph presented to them by 
asking, “Who is she/he?” They recognized each other and knew each other’s names. 
We noted that there were no mirrors in the residence that children could use to see 
and recognize their own faces, since the mirrors used by staff were quite high for the 
children’s height (Erol, 2004).

Vignette 1 and 2 presents the results of growing in institutional care, especially 
without one-to-one sensitive caregiver and child maltreatment from clinical cases of 
the first author.

Vignette 1
A 5-year-old boy reared in an institution and adopted when he was 4 years of age 
wanted to buy chewing gum to give to children residing there during his visit to the 
same institution. When the adoptive parents asked why he chose chewing gum and 
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not cookies, he replied, “No one can take chewing gum from our mouths, it belongs 
to us and it never disappears or melts.” When this example was presented to a young 
adult group reared in institutions, one of them noted, “We need to make sure that, 
like a chewing gum, we can find something that does not disappear, that belongs to 
us, I think that is love. When we were in the orphanage we needed something that is 
our own.”

Vignette 2
Sara was emotionally, physically, and sexually abused by an uncle when she was 3 
years and 7 months of age. At 4 years of age, after her medical treatment, she was 
referred to the Department of Child Psychiatry outpatient clinic at Ankara University 
by the residential care personnel for assessment of the impact of her traumas. Sara’s 
mother had committed suicide by hanging; in her suicide note left for her husband, 
she specifically requested that her daughter be given to the care of her maternal 
grandmother. Sara’s father was unable to take care of the kids and was living with 
his own mother in a village where there were no schools. Sara was therefore sent to 
her maternal grandmother. Sara’s two older brothers were sent to a children’s home 
under the Directorate of Family and Social Policy; her younger brother was given 
to kinship care. During her maternal grandmother’s care, Sara was sexually abused 
by her maternal uncle and subsequently also emotionally and physically abused by 
her grandmother. She was thrown down the stairs and threatened to be dropped 
from a balcony in an attempt to murder her. Sara was saved by a neighbor’s com-
plaint to the authorities and rescued by the police. She was sent to a hospital where 
she required surgical treatment including a colostomy. Both her uncle and grand-
mother were tried by the court, found guilty, and jailed. Sara was adored by her 
doctors and nurses during her 3 months’ hospital stay. She was discharged to a resi-
dential children’s home; she shared a room with four other children. Residential 
care staff was not told of her story. Sara herself was never told clearly that her 
mother was dead but instead given explanations such as “she is in heaven” and that 
“she is an angel.” Sara had differing caregiver staff in various locations at the chil-
dren’s home. Her caregivers were otherwise kind, warm, and loving. In one of her 
therapy visits at the university hospital clinic, Sara was asked to describe “Someone 
special that you can share your feelings with,” she could not respond. In a play 
therapy session when Sara was presented with a figure that symbolized her uncle, 
she put it in the middle of the wild animal figures and stated, “These animals will 
prevent him from causing harm to other children.” Sara continued in therapy with 
her psychologist; asked if she wanted anything at the end of summer vacation she 
added, “I would like to go on top of the wings of a ladybug and fly to be near you.”

Ayaz et al. (2012) aimed to examine the prevalence of mental disorders in insti-
tutionalized children between the ages of 3–5 years. The authors investigated the 
factors associated with mental disorders and compared these findings with data 
from a community sample of children raised in their biological families in Kocaeli. 
Children were assessed using the DSM-IV-R diagnostic criteria, a sociodemo-
graphic form, and the Early Childhood Inventory. Results showed that children 
reared in institutional care had higher rates of mental disorders. Furthermore, the 
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symptom severity of attention deficit hyperactivity disorder, reactive attachment 
disorder, oppositional defiant disorder, and pervasive developmental disorder 
(equivalent to autism spectrum disorder or subtypes) was higher than among the 
community sample. Age, time spent with father, duration of institutionalization, 
number of siblings, and number of hospital admissions because of physical symp-
toms and presence of abuse before institutional care were all determined to be pre-
dictive of psychiatric symptoms. Studies from across the world highlight the high 
prevalence of mental health problems among children in institutional care com-
pared to those in the community. These studies also endorse that the mental health 
problems are a product of both the institutionalized children’s experiences before 
care and the impact of living in the care system (Browne et al., 2005).

These findings are consistent with the observation that the quality of children’s 
attachment relations is fundamental to their development and should be of primary 
concern to all those working with young children in general as well as those under 
care. Sensitive, stable relationships and placement stability are protective factors of 
mental health for children in care. For infants and young children under care, the 
impact of trauma, compounded by placement instability, places them at greater risk 
for mental health problems and other poor outcomes across their lifespan unless 
intervention is early and evidence based. Within the context of stable and supportive 
relationships, challenges such as meeting new people create healthy stress for young 
children that in turn forge good brain development. But “toxic stress” for young chil-
dren caused by trauma, abuse, and neglect disrupt the architecture and chemistry of 
the brain (Shonkoff et al., 2012). The brain can become severely damaged in these 
early developmental stages under the influence of salient toxic exposures with life-
long consequences. Stable relationships really matter, but many children who are in 
care get moved from one placement to the next or returned to a home that cannot 
support them well. Significant adversity impairs development in the early years of 
life, and the more adversity a child faces, the greater the odds of a developmental 
delay with impairments in their emotional as well as adaptive and cognitive function-
ing. Risk factors associated with maltreatment have a cumulative impact with studies 
showing that children exposed to as many as six or more additional risks face a 
90–100% likelihood of having one or more delays in their adaptive, cognitive, lan-
guage, and/or emotional development (ION & NRC, 2014). Global developmental 
delay as well as borderline intellectual functioning is common in children who have 
been neglected with significant adaptive as well as cognitive functioning difficulties 
(Munir, 2016a, 2016b). Neglect and unhealthy stimulation, such as abuse, derail a 
child’s development (Knudsen, 2004). Experiences of stability, loving attachments, 
and nurturing have an exceptional effect on the recovery of the developing brain. A 
stable and loving placement for a young child in care can undo neural damage caused 
by neglect. When infants and young children who have suffered neglect and abuse are 
placed with loving carers, with or without familiar family figures, they demonstrate 
healthy brain development that is comparable to peers not in care (Zeanah, 2000).

There is evidence that clinical treatment and service intervention approaches that 
promote resiliency through the parent-child relationship are the most effective vehicles 
to recovery from trauma because parental functioning predicts both child resiliency 
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and child response to trauma. Berument (2005) aimed to develop an intervention pro-
gram involving environmental enrichment and caregiver training to improve the lan-
guage and cognitive development of infants and young children residing in institutional 
settings in Turkey. Results indicated that institutional care quality was significantly 
improved in the intervention institutions, but remained unchanged in the control insti-
tutions. Furthermore, while the cognitive and language developmental gap of infants 
and toddlers in the control group increased, the gap declined slightly for the infants and 
children in the intervention group. For the preschool age group, the general develop-
ment scores in the intervention group increased, but those of the control group children 
decreased. The intervention program was therefore effective in increasing the care 
quality in orphanages and had a positive effect on the language and cognitive develop-
ment of infants and preschoolers.

5.2  Children 6–18 Years in Residential Care

We examined the prevalence of emotional and behavioral problems and associated 
factors in children and adolescents aged 6–18 years in residential care compared 
with a nationally representative age-matched sample raised by their biological fami-
lies (Erol & Simsek, 2000; Erol et al., 2010; Simsek et al., 2007, 2008). The study 
included 674 children and adolescents aged 6–18 years selected from the national 
Directorate’s residential care centers (“orphanages”) using a stratified probability 
cluster sampling. A sociodemographic information form and the ASEBA Child 
Behavior Checklists (CBCL), Teacher’s Report Form (TRF), and Youth Self-Report 
(YSR) form were used for data collection (Achenbach & Rescorla, 2001; Dumenci 
et al., 2004). The mean ages of the youth were 14.6 ± 2.0 years in the institutional-
ized sample and 14.4 ± 2.1 years in the community care sample. There were no 
significant differences in the mean ages and gender distribution of the institutional 
and community care adolescents (p > 0.05). The mean admission age to the institu-
tional unit was 90.3 ± 42.2 months (range 1–180 months). Among the institutional 
youth, 51.9% had lived with their parents, and 7.4% had lived with their relatives 
prior to admission to the institutional unit, with 34% having previously lived in 
other institutions prior to referral to the present facility.

About 72% of the children from a stable family background had been admitted 
to an orphanage unit primarily because of family disruption, parental separation, or 
divorce (71.7%), poverty (13.2%), 6.9% were abandoned baby, and 5.4% of the 
children were admitted because of physical or sexual abuse. In fact, 35.2% of the 
youth had gone through inter-institution transfers more than two times. Mean dura-
tion of institutional care was 39.8 ± 31.1 months (range 1–168 months). The major-
ity of the children (74.8%) had been transferred between institutions. It was evident 
from data that children experience many placements and they were not receiving the 
support they needed for their success. Furthermore, repeated placements increased 
the likelihood of children developing multiple problems ultimately needing more 
intensive and high cost care.
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Almost 68.9% of the children had a mother or father, or both. The presence of 
parental mental disorders was assessed from case records compiled at the time of 
the children’s admission into the orphanage; 22.9% of the parents had a history of 
mental disorder. Nearly 70% of the children continued to have regular contact with 
their parents or close relatives, visiting them, spending vacations with them, or hav-
ing telephone contact with them.

According to teacher interviews, 22.8 percent of orphanage staff reported any 
participation in school meetings. Table  12.1 presents the prevalence of problem 
behaviors by YSR, CBCL, and TRF for institutional and community care samples.

The total problems overall were higher by YSR than by caregiver/parent (CBCL) 
and teacher informants (TRF). The prevalence of total problems by youth, teacher, 
and caregiver/parent reports was 47%, 23.2%, and 18.3% institutional sample com-
pared to 10.1%, 11%, and 9% community sample, respectively. All differences were 
significant at p < 0.01. The mean internalizing problems scores by youth, teacher, 
and caregiver/parent reports were 40.1%, 15.6%, 6.2% institutional sample com-
pared to 11.5%, 8.9%, and 9.9% for the community sample, respectively. On exter-
nalizing problems, the mean scores by youth, teacher, and caregiver/parent reports 
were 41.9%, 22.7%, and 21.4% for institutional sample compared to 10.9%, 9.3%, 
and 6.9% for the community sample, respectively.

The youths in institutional care reported far more internalizing problems than 
evident by caregiver or teacher assessments. Raising awareness among caregivers 
and teachers of children’s distress and how to identify warning signs of internalizing 
problems should be an important consideration in planning primary prevention as 
well as specialty mental healthcare treatment. In terms of utilization of specialty 
mental health services, even though the prevalence of problem behaviors was high 
among adolescents in institutional care, only 2.4% in fact received any specialty 
mental health services.

6  Predictors of Behavioral Problems

Protective factors related to family, intellectual capabilities, and social support were 
found to be significantly associated with the problem behaviors (Table 12.2). The 
results were consistent with those of previous studies that indicate risk of psychopa-
thology to be lower among children who maintain contact with a parent or a parental 
figure, obtain social support within the orphanage, and/or improve their competence 
to effectively adapt, overcome challenges, and gain achievements (competent per-
formance) within one or more domains in the orphanage (e.g., developmental, social 
competence, academic achievement) (Masten & Coatsworth, 1998; Rutter, 1990). 
Two other protective factors included regular contact between teachers and orphan-
age staff and appropriate task involvement such as sports and folk dances. There is 
now widespread agreement that effective collaboration between orphanage social 
care staff and school teachers at all levels is central to decreasing problems. For 
example, through close cooperation between orphanage staff and teachers, 
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Table 12.1 Prevalence of internalizing, externalizing, and total problems by residential care and 
community sample according to gender and age (%)

Internalizing Externalizing Total problem
Residential 
care Family

Residential 
care Family

Residential 
care Family

CBCL/6–18 (care givers/parents)
Girls 
(6–11 
aged)

7.0 9.4 18.8 5.1 19.5 8.7

Girls 
(12–18 
aged)

7.3 14.4 19.7 3.9 14.6 7.1

Boys 
(6–11 
aged)

6.1 7.0 27.3 10.8 21.8 11.9

Boys 
(12–18 
aged)

3.6 8.9 16.7 7.4 15.5 7.9

Total 6.2 9.9 21.4 6.9 18.3 9.0
χ2 = 7.102, p = 0.001
CRR = 0.6; 0.3–0.9 
(95%)

χ2 = 122.94, p = 0.001
CRR = 3.7; 2.9–4.7 
(95%)

χ2 = 43.687, p = 0.001
CRR = 2.3; 1.8–2.9 
(95%)

TRF/6–18
Gils (6–11 
aged)

12.1 10.9 20.6 5.9 17.8 8.6

Girls 
(12–18 
aged)

23.7 10.6 15.3 4.5 23.7 5.8

Boys 
(6–11 
aged)

13.3 8.6 32.8 12.5 29.7 14.4

Boys 
(12–18 
aged)

9.6 5.3 19.2 11.3 17.3 13.1

Total 15.6 8.9 22.7 9.3 23.2 11.0
χ2 = 17.050, p = 0.001
CRR = 1.7; 1.3–2.3 
(95%)

χ2 = 66.46, p = 0.001
CRR = 2.5; 2.0–3.2 
(95%)

χ2 = 46.16, p = 0.001
CRR = 2.1; 1.7–2.6 
(95%)

YSR/11–18
Girls 
(11–15 
aged)

38.3 10.1 40.7 9.7 49.6 9.4

Girls 
(16–18 
aged)

47.4 13.8 28.6 11.7 50.0 12.0

Boys 
(11–15 
aged)

33.3 10.6 42.9 9.8 42.0 9.3

(continued)
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Table 12.1 (continued)

Internalizing Externalizing Total problem
Residential 
care Family

Residential 
care Family

Residential 
care Family

Boys 
(16–18 
aged)

45.2 13.9 48.7 14.7 42.9 11.3

Total 40.1 11.5 41.9 10.9 47.0 10.1
χ2 = 46.706, p = 0.001
CRR = 3.4; 2.9–4.1 
(95%)

χ2 = 119.48, p = 0.001
CRR = 3.9; 3.2–4.6 
(95%)

χ2 = 310.21, p = 0.001
CRR = 4.6; 3.9–5.5 
(95%)

CRR crude relative risk

Table 12.2 Results of multiple regression model explaining predictors for total problems score

Variables B t p 95% CI

Age −1.573 −2.374 0.018 (−2.87)–(−0.30)
Gender (male) 3.542 0.987 0.324 (−3.52)–(10.6)
Age at first admission −.127 −2.397 0.017 (−.23)–(−.023)
Reason for admission (abuse) 18.001 2.266 0.024 (2.37)–(13.36)
Moves between orphanages 6.162 1.541 0.124 (1.71)–(14.03)
Died or unknown parents 5.970 1.396 0.164 (−2.45)–(14.32)
Regular contact with parents/relatives −11.370 −2.478 0.014 (−20.2)–(−2.36)
Regular contact between teachers and 
orphanage staff

−12.87 −2.385 0.018 (−23.53)–(−2.22)

Appropriate task involvement −20.83 −4.191 0.001 (−30.6)–(−11.02)
Positive characteristics of close friends −9.628 −1.731 0.085 (−20.60)–(1.35)
Stigmatization 38.645 2.667 0.008 (9.06)–(11.23)
Fatalistic beliefs 14.672 2.997 0.002 (1.51)–(6.98)
Perceived social support −14.73 −3.284 0.001 (−23.54)–(−5.91)
Total competencies −4.109 −13.673 0.001 (−4.70)–(−3.52)

R = .780; R2 = .726; F = 6.642; .001; Durbin-Watson = 1.912

difficulties can be identified at an earlier stage so that appropriate additional sup-
ports can be provided and the risk of psychopathology reduced (Erol et al., 2010; 
Simsek et al., 2008).

One of the factors we identified (Erol et  al., 2010) included stigmatization with 
expressed negative attitudes toward the children because they lived in orphanage care – 
by peers at school as well as others in their social environment. This exerted an impor-
tant adverse influence for the emergence of emotional and behavioral problems. Prior 
research also shows that stigmatization associated with mental illness adds to the public 
health burden of mental illness. Stigmatization leads to loss of social status and ensuing 
discrimination triggered by negative stereotypes about people labeled as abnormal 
(Link & Phelan, 2001). Such stigma impedes recovery by eroding the individual’s 
social status, social networks, and self-esteem thus contributing to poor outcomes such 
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as increased isolation, feelings of hopelessness, and psychological symptoms (Ritsher 
et al., 2003). It is inevitably very important for all social services staff to acknowledge 
that stigmatization and its associated prejudice are not only a rights violation but also 
are a real risk factor for the development of children and adolescents in orphanage care.

A possibility that children admitted for financial convenience and/or family dis-
ruption factors may have had less adverse experiences during their period of early 
family care was further examined. Thus, if their early family relationships were 
good, it might be expected that these youngsters would be more likely to maintain 
positive family ties during their period in institutions. With respect to this study 
question, we found that emotional abuse and neglect had a substantial negative 
effect on the emergence of emotional and behavioral problems in affected children. 
This finding is consistent with previous research documenting that maltreatment 
during childhood leads to higher incidence of physical, emotional, behavioral, as 
well as cognitive problems (Cicchetti & Toth, 2000; De Bellis, 2001; Manly, Kim, 
Rogosch, & Cicchetti, 2001).

Abuse and neglect of children may take many forms, from a lack of care for their 
physical needs, through a failure to provide consistent love and nurturance, to overt 
hostility and rejection. It is likely that children and adolescents in orphanage care 
were exposed to full range of such early experiences. As expected, the duration of 
institutional care was correlated with problem behaviors; the children who spent a 
longer period of time in institutional care exhibited higher severity of problem 
behaviors. This finding is also consistent with prior studies (Ames, 1997; Beckett 
et al., 2002; Fisher et al., 1997; Marcovitch et al., 1997).

Previous research has highlighted that having a parent with a mental disorder and 
associated psychosocial adversity and parenting problems frequently precede a 
child’s admission to orphanage care (Quinton & Rutter, 1984). Nevertheless, our 
findings support Vorria and colleagues’ (1998) observations that parental mental 
disorder was unrelated to any of the behavioral problems in children in this study. 
This may reflect the psychosocial adversity and parenting problems among these 
families that lead to institutionalization in Turkey, irrespective of any identifiable 
parental mental disorder.

The discontinuation of any orphanage care notwithstanding the results of this 
study had immediate ethical and practical implications for improvement of inter-
vention conditions for children and adolescents who experience multiple forms of 
deprivation and who continue their care in orphanages. The identification of risk 
and protective factors regarding the emotional and behavioral health of children in 
orphanage care can directly assist social workers, psychologists, and other care staff 
in identifying essential priorities. The children and adolescents in orphanage care 
are clearly at risk for developing a variety of emotional and behavioral problems – 
i.e., it’s not necessarily the conditions that precede their placement but the very 
nature of the care environment within such institutions that also contribute to poor 
mental health outcomes. For this reason, in order to eliminate the stigma and dis-
crimination these youth face, there is a need for more intensive, multifaceted inter-
ventions, preferably including identified parents or relatives, other caregivers, 
including classroom teachers. We recommended that these involve the addition of 
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parental training programs; encouragement of enhanced and regular contact between 
children and their families, relatives, and classroom teachers; social skills training 
and problem solving skills training programs; and increased supports for improving 
their competencies. This study identified the importance of including parents, care-
givers, and classroom teachers in the prevention of youth mental health problems. 
The development of such methods will increase the efficacy of parents or relatives 
as team members in residential care settings as well as the implementation of 
required early interventions. Nonetheless, child welfare and social workers face 
multiple barriers as they attempt to include parents, teachers, and trusted caregivers 
as members of the care teams. In the absence of policies that eliminate institutional 
care, there is a need to promote innovative collaborations that include therapeutic 
recreation spaces, appropriate milieu activities, as well as parent-child support and 
school-child support groups.

The study also underscored the effects of fatalistic beliefs as being powerful 
predictors of adolescents’ emotional and behavioral problems. Previous research 
also examined the effect of fatalism, the belief in external control over life chances, 
as a risk factor in particular for development of adolescent depression. The higher 
rate of self-reported internalizing problems in terms of affective, anxiety, and 
somatic concerns by adolescents support the hypothesis that the youth felt helpless 
over their life chances and control over their lives, otherwise externally unrecog-
nized by key informants. It has been hypothesized that adolescents who demon-
strate greater fatalism would be at higher risk for emotional and behavioral problems 
(Roberts et al., 2000). Erol and Sahin (1995) examined children’s fears in terms of 
their age, gender, and socioeconomic characteristics using the “Fear Survey 
Schedule for Children (FSSC).” The most prevalent 10 fear items were examined: 
fears related to death and separation from parents had the highest rank, with reli-
gious fears (e.g., violating a religious edict, fear of hell and devil) mentioned often 
by children in the lower SES group.

Caman and Ozcebe (2011) aimed to assess the distribution of psychological 
symptoms and their association with the level of physical activity in adolescents 
living in orphanages in Ankara. Female gender, nonparticipation in school or work, 
dissatisfaction with school, lack of contact with family, chronic disease, chronic 
medication use, sleep problems, regular tobacco use, chronic disease in the family, 
and low quality of life were associated with increased risk for mental disorders. 
Adolescents who were physically active had a lower frequency of tobacco, alcohol, 
and other drug usage; lower depression scores; and higher quality of life scores than 
their less active counterparts.

The child welfare system, and policy makers as well as mental health practitio-
ners should also ensure safe and stable social care environments for children and 
adolescents. In order to create high-quality safe environments and child-friendly 
care models at the policy level, the child welfare systems must scrutinize potential 
carers, organize training programs, evaluate care systems, maintain high standards 
of staff conduct, and provide the necessary support and advocates to strengthen 
children’s rights and promote their well-being.
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7  Reintegration Back into Families of Origin

We examined problem behaviors of 6–18-year-old youth who have been moved 
from institutions to their biological parents (n = 37) compared with age-matched 
youth in institutional care (n = 65) and those who stayed within families with gov-
ernmental financial support (n = 81) (Sacan et al., 2014). A sociodemographic infor-
mation form, CBCL, TRF, and YSR were used for data collection. The youth who 
had been moved from institutions to their biological families had higher problem 
scores than those who stayed within their biological families with governmental 
financial support as well as those who were in institutional care. A move out of 
institutional to biological family care, however desirable, requires adequate plan-
ning. Among biological families, 40.5% willingly accepted their children, and 
24.3% were reluctant to do so. Among those youth who were reintegrated, 10.8% 
had to be returned back to institutional care. The youth, as well as their biological 
family caregivers, experienced significant reintegration difficulties if not sufficiently 
prepared and supported. The United Nations Convention on the Rights of the Child 
emphasizes the importance of child participation in decision-making process in 
matters affecting their life. Deinstitutionalization is not a one-way process but a 
complex dynamic developmental trajectory that entails managing ensuing change 
that affects the lives of children, as well as their families and other caregivers.

8  Foster Care and Adoption

Ustuner, Erol, and Simsek (2005) examined and compared the emotional and behav-
ioral problems among children and adolescents aged 6–17 years reared in foster 
family care (n = 39) with similarly aged-matched control samples raised by biologi-
cal parents (n = 62) and those reared in residential care (n = 62). A sociodemo-
graphic information form, CBCL, TRF, and YSR were used for data collection. 
According to the information provided by parents, caregivers, and teachers, the 
prevalence of problem behaviors was 9.7% based on parent reports, 12.9% based on 
foster family reports, and 43.5% based on caregiver reports in residential care. When 
the total problem scores were compared based on care systems, significantly higher 
total problem scores were obtained in youth in residential care (p < 0.05). However, 
no significant differences were found on the total problem scores for those in foster 
care compared with youth in biological families. Since the prevalence of mental 
health problems is particularly high among youth in residential care, in the absence 
of available integration in biological families, encouraging foster parenting and put-
ting standards in place is likely to be highly beneficial. The training of foster fami-
lies on mental health problems should therefore be an important priority.

Altınoglu-Dikmeer, Erol, and Gencoz (2014) examined emotional and behav-
ioral problems associated with attachment security and parenting style in “adopted 
and nonadopted children” in Turkey. The study aimed to investigate and compare 
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emotional and behavioral problems in Turkish adoptees and nonadopted peers 
raised by their biological parents. The study included 61 adopted children (34 
females, 27 males) aged 6–18 years and 62 age- and gender-matched nonadopted 
children (35 females, 27 males). Parents rated their children’s problem behaviors 
using the Child Behavior Checklist/6–18, temperament characteristics using the 
School Age Temperament Inventory, their own personality traits using the Basic 
Personality Traits Inventory, and their parenting styles using the Measure of Child 
Rearing Styles. Children rated their parents’ availability and reliability as attach-
ment figures using the Kerns Security Scale and parenting styles using the Measure 
of Child Rearing Styles. Adolescents aged 11–18 years self-rated their problem 
behaviors using the Youth Self-Report. Group differences and correlations were 
analyzed. Results showed that there were nonsignificant differences in all scale 
scores between the adopted and nonadopted groups. The age of the children at the 
time of adoption was not associated with problem behaviors or attachment relation-
ships. On the other hand, the findings indicated that as the age at which the children 
learned they had been adopted increased, their emotional and behavioral problems 
increased. Thus, adoption alone could not explain the problem behaviors observed 
in the adopted children; the observed problem behaviors ought to be considered 
within the context of the developmental processes.

9  Adults Reared in Institutional Care

Ustun and Erol (2008) examined adults reared in residential care. The authors pos-
ited that growing up in an institution has negative outcomes both during childhood 
and adolescence and might have long lasting negative effects during adulthood. On 
the contrary, some studies had emphasized that institution-reared adults were not 
destined to experience high rates of adversity and that certain factors might promote 
resiliency. There was no previous study in Turkey directing attention to the out-
comes of adults reared in institutions. Thus, the objectives of this study were to 
examine the emotional and behavioral problems, romantic adult attachment styles, 
traumatic experiences, and current stress level of adults reared in institutions com-
pared to those reared in families. A total of 28 adults who had grown up in institu-
tional care were compared to 28 matched family-reared subjects. The Demographic 
Information Form, Young Adult Self-Report (YASR) (18–59), Traumatic Stress 
Symptom Checklists, and Relationship Scales Questionnaire were used. The results 
showed that institution-reared adults reported experiencing significantly more past 
traumatic events, but no significant differences were found between family- and 
institution-reared adults in terms of current stress level, romantic attachment styles, 
and emotional and behavioral problems.

The findings could be explained by sampling characteristics. For instance, Stein 
(2008) proposed that three outcome groups can be identified among youth leaving 
care: “moving on,” “survivors,” and “victims.” In this regard, consistency of 
 relational stability and relational continuity with the biological family are important 
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assets that ameliorate the stress experienced during the years spent in institutions 
and in adaptation to new challenges and responsibilities of adult life after leaving 
care.

In the Ustun and Erol (2008) study, 53.6% of institution-reared adults had posi-
tive feelings and thoughts about their institutions, whereas 42.9% of them had nega-
tive feelings and thoughts. Results were discussed considering the possible 
protective factors for the institution-reared adults that might help them to experi-
ence positive psychological outcomes such as having a certain job, a good educa-
tion, and having friends. The risk of psychopathology might be lesser in children 
remaining in contact with a parent or a parental figure, obtaining social support, and 
improving their competencies in the orphanage (Masten & Coatsworth, 1998; 
Rutter, 1990). The results need to be interpreted in the context of such institutions 
in Turkey that may not be representative and generalizable across other settings.

Despite the Ustün and Erol (2008) study, in Turkey there remains no follow-up 
system for individuals leaving care; furthermore, no prior studies reported on how 
people cope after discharge. Additional studies are needed both to replicate the 
results with larger sample sizes and in order to provide assessment of the institution- 
reared adults with different levels of social and psychological functioning.

Nonetheless, the issues underlined herein are not confined to Turkey but repre-
sent a global concern affecting millions of youth facing abandonment, homeless-
ness, as well as threatening and dangerous living conditions. The transition across 
the lifespan to adulthood and to parenthood presents ongoing challenges for these 
individuals. There is a need for global research collaborations in unique LMIC con-
texts to understand and address various conditions and trajectories facing youth in 
institutional care.

10  Examples of Interventions

Primary interventions should be focused on prevention of early marriages, planned 
and safe parenthood programs by primary health and social care services, and 
infant-toddler-preschool child- and youth-focused collaborative programs with par-
ticipation of relevant ministries, universities, and NGOs. Secondary and tertiary 
preventions should be focused on alternative family-based models such as foster 
care and adoption and creating aftercare programs aimed at preventing maltreat-
ment and increasing the resiliency of these individuals.

10.1  Promotion of Children’s Early Psychosocial Development 
Through Primary Healthcare Services

Preventive action with emphasis on the psychosocial health of the children is of 
great importance and falls within the priorities set by the World Health Organization, 
especially since the adoption by the member states of the “Health for All by the year 
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2000” program and the evaluation of its goals. The program had been implemented 
with collaboration of Ministry of Health, Primary Health Care General Directorate 
Mental Health Department, Ankara University School of Medicine Child Psychiatry 
Department, and World Health Organization in Turkey. The pilot study was started 
in 1992. After this implementation, it had been conducted in nine provinces between 
1995 and 1999. The aim of the program was to develop training for primary health-
care workers (PHCWs) to improve their ability to assess factors relevant to chil-
dren’s psychological development and to provide preventive approaches to foster 
their development, building on family strengths. The focus was on the period from 
pregnancy to the end of the children’s second year of life. The program has been 
evaluated in terms of (a) its impact in terms of training on both the PHCWs’ knowl-
edge and attitudes with regard to infant behavior and development and on PHCWs’ 
use of a semi-structured interview and (b) the effect of the intervention on maternal 
well-being, infant language development and behavior, home environment, and 
mother-infant interactions (Erol, Şimşek, & Ertem, 1997). This model is now dis-
seminated through a train-the-trainer model in Turkey within the Ministry of Health.

10.2  Let’s Break the Social Walls Project

Let’s Break the Social Walls project was implemented by the Hayat Sende Gençlik 
Akademisi (“Life Is Yours” Hayat Sende Youth Academy) established in 2007 by 
the youth leaving institutional care by the first and third authors. The project was 
conducted from September 2013 through April 2014 with the support of the Sabancı 
Foundation Social Development Grant Program. The project’s aim was to remove 
any negative labels in the media usage with the implementation of “Correct 
Dictionary” in reference to youth in institutional care, with promotion of usage of 
positive words that could reduce prejudice and increase acceptance among public 
attitudes. The academy launched a comprehensive communication campaign to 
address prejudices toward youth in state institutions with outreach to 30,000 people 
through presentations through formal and social media channels. To enhance proj-
ect awareness, additional events were organized including bicycle and skate tours in 
the capital Ankara. Accompanying press releases were issued to publicize the events 
and to provide a media message to emphasize “No to labelling in any aspect of life” 
and “Not to aide but share in success!”

10.3  Education Without Stigma Project

The Sabanci Foundation project also analyzed the challenges confronting youth 
under state protective care with an innovative “Education Without Stigma” project 
that targeted the education system in Turkey. This program was implemented 
between 2014 and 2015 by the Hayat Sende Youth Academy along with project 
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partners (Agenda Child Organisation, Teacher Academy Foundation, Ankara, 
Istanbul, and Denizli Foster Family Association). The overall aim of the Education 
Without Stigma project was to keep the youth living in protective care included in 
the formal education system in Turkey, to evaluate struggles regarding stigma in 
areas of education and training, to study the problems, and to look for possible solu-
tions. An overarching goal was to increase participation in education with a contri-
bution by all shareholders in order to fight against stigma. The program also 
enhanced the youth’s access to their rights and educational services especially with 
teachers working in the field. Topics of discussion in training sessions included ethi-
cal principles on social inclusion and distributive justice, as well as specific capacity 
building regarding attachment awareness, effects of neglect and abuse, as well as 
frequent moves between orphanages and schools. The project included an initial 
literature review on stigma and social inclusion, followed by series of focus groups 
that included youth raised under state protection, field case workers in the child 
protective system in Turkey, adoptive and foster families, and teachers as well as 
school personnel. The project emphasized building empathy; use of media as a tool 
to enhance public awareness; addition of new courses in the curriculum to improve 
access and social participation of youth reared under protective care, thus bringing 
them into the forefront and making them visible to raise their voice, guiding them to 
reach a helping hand in solving problems; encouraging volunteerism; role model-
ing; and building advocacy to achieve “education without stigma” in Turkish soci-
ety. The program reached 1200 teachers and was adopted by the Ministry of 
Education to be implemented nationwide.

10.4  Project Pomegranate Arils

The Project Pomegranate Arils was initiated in 2009 with the cooperation of the 
Ministry of Family and Social Policies and Boyner Holding and its subsidiaries and 
with the support of the United Nations Population Fund, the General Directorate of 
Child Services, and the Human Management Association of Turkey. In 2013, the 
initiative was continued through collaboration with the Family Health and Planning 
Foundation of Turkey (TAPV). The project objective was to provide support to 
young women aged 18–24, who were raised in orphanages and subjected to social 
and economic exclusion: in order for them to continue their education, bolster their 
personal development, and prepare for the job market by improving job-seeking 
skills. From 2009 through 2012, 162 young women from across Turkey completed 
a two-week educational program and received a year of mentorship support. A 
group of mentors provided the women with social and economic guidance and 
helped them in overcoming problems associated with gender discrimination. Some 
51% of the young women who participated in the project became employed, 33% 
continued their education, and 16% are active job seekers.
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11  Implications for Improving Children’s Care

Persons reared in institutional care settings face a challenging journey. Although 
Turkey is no exception, the country has clearly made significant strides in recent 
years to help children, adolescents, and adults to overcome otherwise permanent 
obstacles that have long hindered their optimal development and participation in 
society. The activities described in this chapter provide an encouraging repertoire of 
interdisciplinary, collaborative, evidence-based efforts with ensuing important pub-
lic policy and attitudinal changes. This is an example where evidence-based work 
has provided an important impetus for development of partnerships across health-
care, social protection, and education sectors. A key achievement has been the 
development of adoption and foster care networks both nationally and provincially. 
Our initial research had focused on understanding of the epidemiological dimen-
sions of the problem of institutionally reared persons including the operant risk and 
protective factors. We subsequently have moved on to building a developmentally 
informed preventive strategy to increase awareness, improve screening and early 
diagnosis, and provide interventions in order to reduce the adaptive, cognitive, emo-
tional, and behavioral burdens faced by institutionally reared persons. The lifespan 
perspective and partnership between social welfare and primary care services (in 
terms of both psychosocial and physical care) has also been a major 
accomplishment.

Additionally, the work of the mental health Gap Action Plan (mhGAP) by the 
World Health Organization has made important contributions globally in scaling up 
tangible evidence-based interventions in LMICs. The mhGAP is currently increas-
ingly emphasizing child and adolescent mental health as well as child development 
perspectives as major approaches. In the absence of family and community-centered 
services that are urgently needed, caregiver training and support remain a critical 
future step. Preventive mental health interventions that improve problem solving 
skills and decrease fatalistic beliefs among adolescents reared in institutional care 
are important nodal points given their protective effects. Both tobacco and alcohol 
use were additional negative predictors of mental health in particular among adoles-
cents reared in institutional care. Our results support research findings that suggest 
that substance use and dependence are associated with behavioral problems; this 
finding holds true for both high-income and low- and middle-income settings. 
Further, importance of proximal relationships with parents/parental figures in miti-
gating the impact of abuse and neglect and occurrence of cognitive, emotional, 
behavioral, as well as physical problems cannot be understated.

Finally, the work on child protective services and transition from institutional to 
family care services in Turkey has had a unifying effect at the operational level 
between various governmental agencies, universities, and NGOs and has led to 
increased awareness and policy changes that take into consideration not only the 
primary prevention of abuse and neglect but also an appreciation of the negative 
impact of institutional care, as the problem, and not the solution.

N. Erol et al.
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We propose the following recommendations for improving children’s care under 
protective services:

Primary Prevention Measures

• Elimination of poverty
• Prevention of early marriages
• Provision of comprehensive family planning, as well as pre- and postnatal and 

maternal child health services
• Support teams comprised of midwifery, nursing, psychology, and social services 

with enhanced training in prevention of abuse and neglect as well as identifica-
tion of risk of child abandonment

• In the absence of biological parents, identification of family members/relatives 
to enable the children’s sense of belonging within their communities

Secondary Prevention Measures

• Provision of professional community-based family care protective models 
including foster and adoption services under circumstances where the children’s 
reunification with their biological families is neither feasible nor warranted.

• Provision of residential children’s home services with explicit measures to sup-
port their socialization and community integration when foster and adoption ser-
vices may not be available.

Tertiary Prevention Measures

• Implementation of care standards in residential children’s home services with 
continuous oversight of children’s physical, psychological, and social well-being 
in the context of identified risk factors.

• Early identification of attachment, cognition, emotion, and behavior problems 
and concurrent monitoring of children’s psychological and physical well-being 
with access to appropriate referral and evidence-based interventions.

• Attention to children’s individual developmental characteristics as well as areas 
of need for provision of personalized care and inclusiveness of children as much 
as possible in their care decisions.

Questions for Discussion
 1. In addressing problems of abuse and neglect of children, how can we organize a 

well-coordinated community-based approach promoting their engagement in 
safe, stable, nurturing, and stimulating family life and “home” environments?

 2. How can we strengthen child protection models based on innovative epidemio-
logical evidence-based perspectives in effecting public social policy change?

 3. What kind of positive and culturally informed strategies, awareness campaigns, 
can be implemented to ensure the adoption of evidence-based models in child 
protection services by professionals beyond social services and healthcare, 
including education, law, as well as by communities and society at large? How 
can such ethical, sociocultural values be nurtured?
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Chapter 13
Experiences of Victimization by Peers 
and Staff in Residential Care for Children 
at Risk in Israel from an Ecological 
Perspective

Shalhevet Attar-Schwartz

1  Introduction

Young people in public care are considered to be a vulnerable group. Many of them 
have been removed from home because of their parents’ inability to provide them 
with a safe and nurturing environment (Barter, 2011; National Council for the Child, 
2012). Out-of-home care settings are intended to provide young people with a reha-
bilitative experience in a safe, secure environment, and there is an expectation that 
these settings will protect them from further maltreatment (Hobbs, Hobbs, & 
Wynne, 1999). Unfortunately, the emerging evidence about victimization experi-
ences against young people by peers and staff in public care paints a disquieting 
picture of the scale of such phenomena (e.g., Barter, Renold, Berridge, & Cawson, 
2004; Gibbs & Sinclair, 2000; Hobbs et al., 1999; Rus et al., 2013, 2017). Examining 
the victimization of children in care is critical in helping child welfare professionals 
develop policies and programs to protect these young people (Attar-Schwartz, 2011, 
2014).
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We are acutely mindful that the first principle undergirding 
therapeutic residential care must be “primum non nocere”: to 
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This chapter summarizes the results of an Israeli study based on the reports of 
1324 Israeli adolescents, aged 11–19, on their victimization experiences while in 
residential care. The study addressed these research questions: (1) What is the prev-
alence of peer (physical, sexual, verbal, and relational) and staff (physical and ver-
bal) victimization of Israeli adolescents in residential care settings? (2) What 
characteristics of the adolescents are linked with such victimization? (3) What char-
acteristics of the residential care facilities are linked with such victimization? While 
exploring the latter two questions, the study was guided by a social-ecological para-
digm (Bronfenbrenner, 1979), which offers a framework for integrating the various 
factors associated with experiences of victimization among youth. This paradigm 
describes victimization in care as an interplay among several relevant systems, such 
as child, family, institution, and culture.

2  What’s Out There Today? Established Research 
and Practice

This chapter presents the findings of a large-scale study conducted in Israel of ver-
bal and physical staff violence (Attar-Schwartz, 2011) and physical, sexual, indi-
rect, and verbal victimization by peers (Attar-Schwartz, 2014; Attar-Schwartz & 
Khoury-Kassabri, 2015; Khoury-Kassabri & Attar-Schwartz, 2014) of adolescents 
in residential care facilities for children at risk. This section provides a brief over-
view of some of the international and Israeli existing literature on staff and peer 
victimization in public care (or in other settings for children) and introduces some 
of the characteristics of the Israeli residential care system.

2.1  What Do We Know About Victimization by Staff and Peers 
in Public Care?

Although many large-scale studies examine staff maltreatment (e.g., Hyman, 
Zelikoff, & Clarke, 1988; Khoury-Kassabri, 2006; Kim et al., 2000; Youssef, Attia, 
& Kamel, 1998) and peer victimization (e.g., Benbenishty & Astor, 2005; Crick & 
Grotpeter, 1995; Mishna, 2012; Olweus, 1993; Ostrov & Keating, 2004; Smith, 
Kwak, & Toda, 2016) in settings such as schools, there are few empirical studies of 
staff maltreatment and victimization by peers in out-of-home care. The few studies 
that exist, however, paint a worrisome picture.

There is evidence that maltreatment of children and youth in public care is preva-
lent and a serious problem. Young people in state care are involved in official mal-
treatment reports and police investigations much more often than young people 
from the general population (e.g., Benedict, Zuravin, Brandt, & Abbey, 1994; 
Bolton, Laner, & Gai, 1981; Hobbs et al., 1999; Rindfleisch & Rabb, 1984). For 
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example, Hobbs et al. (1999) examined pediatricians’ reports of physical and sexual 
abuse among children in foster care or residential care in the United Kingdom. They 
found that foster children are seven to eight times more likely than children in the 
general population to be assessed and reported as victims of abuse. Children in resi-
dential care are six times more likely. A study examining the outcomes of 569 US 
alumni (ages 20–33) who had been placed in foster care as children found that one- 
third (32.8%) of the sample reported some form of maltreatment by a foster care-
giver or other adult in the foster family during their foster care experience (The 
Northwest Foster Care Alumni Study; Pecora et al., 2005). Rus et al. (2013) con-
ducted a study based on a representative sample of approximately 1400 institution-
alized Romanian children aged 7–20 years. In their study, about 40% of the children 
reported that they had been severely punished, including being beaten, by staff. Of 
these, 7.7% said that they had been severely punished once, and 32% reported hav-
ing been severely punished many times.

Studies of peer violence among young people in care also show that adolescents 
in RCSs are highly victimized (Barter et  al., 2004; MacLeod, 1999; Morris & 
Wheatley, 1994; Rus et al., 2017; Sekol & Farrington, 2009). For example, in their 
study of 71 young people in 14 children’s homes in England, Barter et al. (2004) 
found that over half of the young people (53.5%) reported having been physically 
victimized by peers during their stay in residential homes. A similar trend was found 
in another British study (Gibbs & Sinclair, 2000), where a considerable portion of 
the young people (43.9%) had been bullied in their RCS.  However, Gibbs and 
Sinclair (2000) used a general subjective question about bullying that did not dif-
ferentiate between various types of bullying.

There is evidence that sexual harassment and abuse by peers is prevalent among 
young people in care (e.g., Farmer & Pollock, 1998; Freundlich, Avery, & Padgett, 
2007; Green & Masson, 2002; Sinclair & Gibbs, 1998), especially among those in 
RCSs (Green & Masson, 2002; Kendrick, 2011; Morris & Wheatley, 1994; Spencer 
& Knudsen, 1992). For example, Gibbs and Sinclair (2000) interviewed 223 young 
people in 48 RCSs across the United Kingdom and found that 44% of them reported 
having been bullied during their time in care. They also found that 7% of the males 
and 23% – nearly a quarter – of the females reported that someone had tried to take 
sexual advantage of them after they had moved into the children’s homes. Gibbs and 
Sinclair (2000), however, relied exclusively on a subjective, one-item, generalized 
question about having been sexually harassed, rather than on questions about spe-
cific sexually harassing behaviors. The researchers themselves acknowledged that 
this may have led to uncertainty among the young people about what constitutes 
sexual harassment by peers and that therefore their data might contain inaccuracies 
due to underreporting. Barter et al. (2004) found, on the other hand, that reports of 
unwanted sexual behaviors by peers among young people in UK children’s homes 
were low (see also Sekol & Farrington, 2009), but their study included incidents of 
coercive sexual behaviors and severe abuse such as rape, which one might expect to 
be less frequent than the more common, less severe behaviors included in the cur-
rent study (see Attar-Schwartz, 2009a).
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The few existing studies of peer violence in care generally focus on physical and 
sexual violence. Less severe but more common forms of violence, such as verbal 
violence (e.g., cursing at and name calling) and indirect violence (e.g., gossiping, 
spreading rumors, and social exclusion), have received considerably less attention 
in research and in the public care policy agenda and practice (for a discussion, see 
Attar-Schwartz & Khoury-Kassabri, 2015). There is compelling evidence, however, 
that victims of these forms of violence can suffer serious consequences, such as 
long-lasting emotional harm and social maladjustment. Extreme cases, such as suf-
fering continuous social exclusion, can lead to suicidal thoughts and behavior 
(Archer & Coyne, 2005; Barter, 2003).

Studies examining verbal and indirect forms of violence among young people in 
care have found that verbal insults are common but are often taken for granted as a 
normal aspect of residential life and go ignored and unchallenged by staff. For 
example, Barter et  al. (2004) found that among young people in UK children’s 
homes, nearly all (61 of the 71 young people or 86%) of the young people inter-
viewed had experienced some form of verbal violence such as name calling. In their 
study of 643 young people from 22 Croatian institutions, Sekol and Farrington 
(2009) found that 55% of all residents from children’s homes (including community 
residential homes, state residential homes, and children’s homes) and 40% of resi-
dents from correctional homes reported at least one experience of indirect victim-
ization. Verbal violence was reported by about a third (33.6%) of the residents in 
children’s homes and by a similar number (30.1%) of the residents in correctional 
homes.

The absence of a comprehensive picture of the prevalence or types of maltreat-
ment and peer victimization that youth experience in care (Stein, 2006) is mainly 
due to definitional confusion and the lack of any central mechanism for reporting 
investigations (Benedict et al., 1994; Kendrick, 1997). In addition, existing studies 
of victimization by peers and staff use varying methodologies and populations, 
which does not allow for a valid comparison of their findings. They are often based 
on unrepresentative, small-scale samples (e.g., Agathonos, 1983; Barer, 1998; 
Barter et al., 2004; Benedict et al., 1994; Benedict, Zuravin, Somerfield, & Brandt, 
1996; Gibbs & Sinclair, 1999, 2000; Green & Masson, 2002; Groze, 1990; Hargrave, 
1991; Sekol, 2013) and retrospective samples (e.g., Freundlich et al., 2007; Gibbs & 
Sinclair, 1999; Hobbs et al., 1999). Some of the studies are based on general, sub-
jective questions about being victimized in the RCS (e.g., Gibbs & Sinclair, 2000; 
Rus et al., 2013). The catch-all, subjective nature of these questions may have led to 
different understandings for different respondents and might have made it difficult 
to understand the actual nature of the behavior being asked about (Barter, 2011; 
Barter et al., 2004).

Much of the existing research on both peer violence and staff violence in care 
relies on secondhand reports by adults, such as the children’s social workers, or on 
administrative data and official investigation records (e.g., Attar-Schwartz, 2008, 
2009b; Barter, 1998; Benedict et al., 1994, 1996; Freundlich et al., 2007; Groze, 
1990; Poertner, Bussey, & Fluke, 1999; Rosenthal, Motz, Edmonson, & Groze, 
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1991) and does not include the perspectives of the residents themselves. Relying on 
such data creates inaccurate estimates of victimization in public care because of 
underreporting (Barter et al., 2004; Stein, 2006). This data usually only includes 
extreme cases, such as severe physical or sexual violence, in which the abuse is 
reported to an authority and has been evaluated as serious enough to warrant further 
inquiry (see Barter, 2011). This data may therefore exclude victimizing behaviors 
that are less extreme and more common, but which do not reach formal 
investigation.

In Israel, little is known about maltreatment of at-risk youth by staff in RCSs, 
and the study described in this chapter is the first one to describe children’s experi-
ences of victimization while in residential care for children at risk. Several studies, 
published in the past decade, used large-scale, representative samples of Israeli stu-
dents to examine staff use of violence (e.g., Benbenishty, Zeira, & Astor, 2000; 
Khoury-Kassabri, 2006) and victimization by peers (e.g., Attar-Schwartz & Khoury- 
Kassabri, 2008; Benbenishty & Astor, 2005) in Israeli schools. Davidson-Arad and 
Golan (2007) conducted one of the only studies to investigate victimization of youth 
in settings other than schools in Israel. They focused on youth in correctional facili-
ties for juvenile delinquents and found that about a third of the residents (35%) 
reported experiencing some form of verbal maltreatment by staff at least once in the 
month prior to the survey and approximately one quarter (28%) reported experienc-
ing physical maltreatment in that period. They also found that more than three quar-
ters (76%) of the youth had experienced at least one act of verbal violence by one of 
their peers in the facility; however, fewer adolescents reported incidents of sexual 
harassment (32%) and physical violence (16%) at the hands of their peers.

The study outlined in this chapter is guided by an ecological contextual perspec-
tive (Bronfenbrenner, 1979; Fulcher, 2001; Whittaker, 1978), which suggests that in 
order to understand children’s development and behavior, one should consider influ-
ences from various aspects of their lives. This ecological framework is particularly 
useful for understanding the complex issues of victimization and for developing 
sensitive and effective intervention and prevention programs (Barboza et al., 2009; 
Nesmith, 2006). Although this contextual perspective may appear obvious, there are 
extremely few studies that use this framework to assess risk factors for violence in 
RCSs (for exceptions, see Rus et al., 2013, 2017). Existing studies often examine 
only a limited range of factors, mainly focused on the child’s demographic charac-
teristics such as the gender and age. Previous studies (e.g., Benedict et al., 1996; 
Davidson-Arad & Golan, 2007; Poertner et al., 1999; Sekol & Farrington, 2009; 
Spencer & Knudsen, 1992) too frequently overlook the experiences of youth in 
RCSs and institution-level factors and their association with children’s experiences 
of violence. The current study examined various forms of victimization by peers 
and by staff in RCSs by both child-level (including factors such as gender, age, 
adjustment difficulties, self-efficacy, and perceptions of the RCS climate) and 
institution- level (including size, structure, type of care, and ethnic affiliation of the 
institution) correlates. What follows is a description of the main characteristics of 
the Israeli residential care system for children at risk.
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2.2  Residential Care for Children at Risk: The Israeli Context

Unlike many other Western countries (King, 2013), the majority of children in pub-
lic care in Israel are placed in residential care, with only about 25% in foster care 
(Service for Children and Youth, 2014). In 2014–2015, for example, 9143 children 
and adolescents lived in out-of-home care for children at risk. About 75% of these 
children were placed in RCSs. The rest were placed with foster care families 
(National Council for the Child, 2014; Service for Children and Youth, 2014) under 
the aegis of the Ministry of Social Affairs and Services. The unique status of public 
care in Israel compared to other Western countries is usually explained by Israel’s 
unique historical-ideological circumstances of nation building, in particular the 
need to absorb massive waves of immigrants, including the arrival of thousands of 
Holocaust orphans after World War II (Jaffe, 1978). Residential care in Israel was 
also a tool for socialization and acculturation of youth, and residential facilities 
were considered (especially the youth agricultural villages) elite institutions, which 
yielded some of the important leaders in Israel. These circumstances explain to 
some extent the present legitimacy and acceptability of child residential care in 
Israel (Dolev, Ben-Rabi, & Zemach-Marom, 2009; King, 2013). There is also a 
strong lobby for residential care in Israel. The gatekeepers’ perception of residential 
care facilities is of institutions that provide high-quality care with a concentration of 
services and expertise in a single location (King, 2013). According to King (2013), 
the absence of visible severe abuse and scandals in residential care facilities in Israel 
also contributes to the stability of the system by preventing large-scale shocks to the 
system.

In Israel, the Ministry of Social Affairs and Services appoints an interdisciplin-
ary decision committee to make decisions about placing at-risk children in public 
care. The committee can refer the child to a foster care family, which is not the focus 
of the current chapter, or to a residential care setting. There are three main types of 
residential care settings in Israel for children at risk: rehabilitative, therapeutic, and 
post-hospitalization (Dolev, Benbenishty, & Timar, 2001; Service for Children and 
Youth, 2014). Rehabilitative settings serve young people with satisfactory develop-
mental potential who have been removed from their homes because of their parents’ 
critical inability to cope with their developmental, emotional, and/or educational 
needs. Therapeutic residential care settings are designed to treat young people with 
extreme family problems, personal needs, and adjustment difficulties (see review in 
Attar, 2006). The current study focuses on children from rehabilitative and thera-
peutic settings; it does not include children from post-hospitalization placements, 
which serve youth who suffer from severe psychiatric problems.

In Israel, rehabilitative and therapeutic RCSs use a variety of institutional struc-
tures to accommodate at-risk children. The most common residential care setting 
structure is the traditional group institution, which cares for large numbers of chil-
dren who reside in small groups. Each group of children has a social worker, as well 
as social-educational carers, who work in rotational shifts. In the familial setting, 
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married couples with biological children care for small numbers of children at risk 
(up to 10). All family units in the facility share administrative, cleaning, and general 
support services. There are several other types of settings, including hybrid institu-
tions, that combine residential groups and family-like units in the same structure 
(Attar-Schwartz, 2009b, 2014).

In Israel, Arab schools generally serve the Arab population and Jewish schools 
the Jewish population. Similarly, residential care for young people at risk is divided 
into Arab and Jewish institutions. The study described here is the first to compare 
levels of victimization between Arab and Jewish youth in public care. Studies of 
Israeli schools have consistently found that Arab students suffer more sexual, ver-
bal, and physical maltreatment by staff than Jewish students (Khoury-Kassabri, 
2006, 2009). They also show higher levels of severe physical victimization (such as 
being stabbed or receiving a beating that results in needing medical treatment; 
Benbenishty & Astor, 2005) and indirect aggression (such as being excluded from a 
group) (Attar-Schwartz & Khoury-Kassabri, 2008) than Jewish students. However, 
Jewish students have reported more experiences of verbal violence than Arab stu-
dents (e.g., Attar-Schwartz & Khoury-Kassabri, 2008), and no significant difference 
has been found between Arab and Jewish schools in their rates of moderately severe 
sexual victimization by peers (Attar-Schwartz, 2009a) or moderate physical victim-
ization (see Benbenishty & Astor, 2005).

There are many sociocultural and socioeconomic differences between Jews and 
Arabs in Israel. Arabs in Israel are a minority group characterized by rates of pov-
erty and unemployment that are higher than those of the Jewish majority, and fewer 
public funds are spent on social services for the Arab population than on those for 
the Jewish population (Haidar, 2005; Hareven, 2002). Schools with lower socioeco-
nomic status have been found to have higher rates of maltreatment by staff (Khoury- 
Kassabri, 2006).

In addition, traditional collectivist, patriarchal, authoritarian family values are 
prevalent among the Arab population in Israel, whereas the Jewish population is 
generally more liberal and Westernized (Haj-Yahia, 2000). Jewish society in Israel 
tends to have a less authoritarian attitude toward child rearing (Khoury-Kassabri, 
2010). Some research has found that attitudes toward parents’ use of psychological 
and corporal punishment are more acceptable among the Arab population than 
among the Jewish population. Accordingly, the use of psychological and corporal 
punishment is more common among Arab parents than among Jewish parents in 
Israel (Khoury-Kassabri, 2010; Khoury-Kassabri & Straus, 2011). Arab teachers 
also tend to use more corporal punishment than Jewish teachers (Benbenishty et al., 
2000; Elbedour, Assor, Center, & Maruyama, 1997). School violence researchers in 
Israel also suggest that clear gaps remain between Arab and Jewish students in lev-
els of maltreatment by school staff, even when controlling for socioeconomic status 
(e.g., Khoury-Kassabri, 2006). The study presented in this chapter compares levels 
of staff and peer victimization in Arab and Jewish RCSs.
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3  The Social Climate Study: Research Findings on Youth 
Victimization by Peers and Staff in Israel

The findings described here are part of the Social Climate Survey, which examined 
the adjustment of youth in Arab and Jewish child welfare RCSs (i.e., rehabilitative 
and therapeutic settings) in Israel, as well as the social climate of the institution and 
safety issues. The study was based on the reports of 1324 adolescents aged 11–19 
residing in 32 RCSs and on the reports of the directors of the RCSs on the charac-
teristics of their institutions (see Attar-Schwartz & Khoury-Kassabri, 2015 for more 
details). The current chapter focuses on the youths’ reports of verbal maltreatment 
by staff, including behaviors such as cursing, name calling, mocking, and insulting, 
as well as physical maltreatment by staff, such as kicking and punching. It also 
includes their reports of various forms of peer violence, including physical vio-
lence; moderately severe sexual violence, such as unwanted touches, gestures, com-
ments, peeping, and kissing; and verbal and indirect violence, including gossiping, 
spreading false rumors, and deliberately ignoring or socially excluding. It also iden-
tifies some of the multilevel correlates of these types of victimization.

3.1  Sample

The sampling frame was derived from a list provided by the Ministry of Social 
Affairs and Services of 45 RCSs with more than 20 residents in the relevant age 
group (11–19). Three RCSs in remote villages were excluded from the sample 
because their inclusion would have demanded special resources. As a result, 42 
RCSs were contacted for this study. Of these, seven opted not to participate in the 
study (17.9%), and three ultraorthodox Jewish RCSs were excluded because their 
directors asked for significant revisions to the questionnaire (7.14%). The response 
rate of the RCSs was 76.19%. The sample is broadly representative of the age, gen-
der, ethnic affiliation, and treatment type of adolescents residing in rehabilitative 
and therapeutic care settings in Israel (Attar, 2006; Attar-Schwartz, 2009b; National 
Council for the Child, 2010). The study’s sample included 1324 adolescents aged 
11–19 from 32 RCSs. The mean age of the sample was 14.06 years (SD = 3.11); 
54% of respondents were male. Most of the RCSs included in this study were Jewish 
(75%), and the rest were Arab. Approximately 60% of the RCSs were group institu-
tions; the rest were settings with familial elements (see definitions above). About 
two thirds (62.5%) of the RCSs were rehabilitative; the rest were therapeutic. Each 
RCS serviced an average of 102 youth of all ages (SD = 65.34).
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3.2  Data Collection

Information was collected from the adolescents through an anonymous, structured, 
self-report questionnaire. Letters were sent to the directors of the sampled RCSs 
requesting assistance in collecting data. Each director also received a letter to be 
sent to the parents or guardians outlining the purpose of the study and providing 
contact information in case of questions. Each parent or guardian was asked to 
return a slip if they did not want their child to take part in the study. The adolescents 
were told that they were free to withdraw from the study at any time for any reason. 
The questionnaire was administered by trained research assistants, who visited the 
facilities to administer the questionnaire to all residents between the ages of 11 and 
19 who were on the premises and available at the time. The adolescents completed 
the questionnaires in the RCS.  Given the sensitive nature of the questions, the 
RCS staff was asked not to be present in the room when the youth were filling out 
the questionnaires, and the researchers assured the participants that their responses 
would remain confidential. On completing the questionnaire, the adolescents 
received a sheet listing child welfare agencies and services they could contact if 
they felt distress or in need of help from outside the RCS. In addition, the directors 
were asked to provide some organizational details about their RCSs through struc-
tured self-report questionnaires. Questionnaires, procedures, consent forms, and 
instructions were reviewed by the Ethics Committee of the Hebrew University of 
Jerusalem.

3.3  Measures

Arab adolescents completed the questionnaires in Arabic; Jewish adolescents com-
pleted them in Hebrew. The questionnaire included several measures that originated 
from English-language scales (e.g., the Revised Social Climate Scale, Colton, 
1989), which were translated into Hebrew and Arabic. To enhance the compatibility 
of the Hebrew and Arabic versions, the authors followed common procedures, 
enlisting experts familiar with the Hebrew and Arabic languages, as well as the two 
cultures, to back-translate and discuss the surveys.

3.3.1  Dependent Variables: Victimization by Staff and by Peers

All dependent variables in this study were drawn from Benbenishty and associates’ 
(2000) translation and adaptation of the California School Climate Survey (Furlong 
et al., 2005) measures into Hebrew and Arabic. It was slightly adapted to the popu-
lation of young people in RCSs. Below is a description of the items included in each 
dependent scale.
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Physical and Verbal Victimization by Staff

The questionnaire presented adolescents with a list of aggressive behaviors and 
asked them to indicate whether, within 1 month of the survey, they had been victims 
of aggressive behavior perpetrated by a staff member in their RCS. The question-
naire defined “staff” as any adult who works or volunteers in the institution, includ-
ing social workers, direct caregivers, home parents, directors, psychologists, 
volunteers, and administrative staff. The physical maltreatment subscal (α = 0.74) 
was composed of four items that asked whether the respondent had been (1) grabbed 
or shoved, (2) pinched, (3) slapped, or (4) kicked or punched by a staff member who 
wanted to hurt him or her. The verbal maltreatment subscale included two items 
(α = 0.62): (1) whether a staff member had cursed at the respondent and (2) whether 
a staff member had humiliated, insulted, or ridiculed him or her. Respondents were 
assigned one point for each specific behavior they had reportedly experienced at 
least once in the month prior to the survey. Scores for the physical maltreatment 
subscale ranged from zero to four physical violent behaviors by a staff member 
toward the adolescent; scores on the verbal maltreatment subscale ranged from zero 
to two of such behaviors. It should be noted that physical maltreatment by staff 
served also as an explanatory variable in the examination of the various forms of 
victimization by peers.

Physical Victimization by Peers

Adolescents were presented with a list of aggressive physical behaviors and were 
asked to indicate whether they had been victims of any of these behaviors perpe-
trated by a peer in their RCS in the preceding month (responding options: 1 = never, 
2 = once or twice, 3 = three times or more). The measure included four items indi-
cating whether in the previous month adolescents had been (1) grabbed or shoved, 
(2) kicked or punched, (3) seriously hit by others, or 4) hit with an object (stick, 
stone, chair, etc.) deliberately to hurt (α = 0.79). The subscale was based on the 
mean of items, therefore ranging from 1 (never physically victimized) to 3 (victim-
ized more than three times by all listed behaviors).

Sexual Victimization by Peers

The study included experiences of moderately severe unwanted and unwelcome 
sexual behaviors by peers but did not include rape and attempted rape (for more 
details, see Attar-Schwartz, 2014). Adolescents were asked to indicate whether 
other residents in the RCS had subjected them to any of the eight sexually aggres-
sive behaviors in the month prior to the survey by answering yes or no to each item. 
The scale consists of the following eight items (α = 0.75): (1) a fellow resident tried 
to kiss you without your consent; (2) sexually insulting things about you were 
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written on walls or spread as rumors; (3) a resident peeped at you while you were in 
the bathroom or the shower; (4) a resident touched or tried to touch you in a sexual 
manner when you did not want it; (5) a resident tried to hit on you or made sexual 
remarks that you did not want; (6) a resident took or tried to take off part of your 
clothes without your consent; (7) a resident/residents imposed peer pressure on you 
or threatened to spread rumors about you if you did not consent to their sexual 
demands; and (8) a resident touched you against your will on an intimate part of 
your body and threatened to hurt you if you did not consent to his or her demands. 
To create the sexual victimization subscale, respondents were assigned one point for 
each behavior they reported experiencing at least once in the month prior to the 
survey. Scores for this scale ranged from 0 to 8 sexually aggressive behaviors per-
petrated by fellow residents.

Verbal and Indirect Victimization by Peers

Adolescents were presented with a list of aggressive behaviors and were asked to 
indicate how many times they had been victimized by their peers in the RCS in the 
month prior to filling out the questionnaire: never, once or twice, or more than three 
times. The verbal victimization subscale (α = 0.65) consisted of the following two 
items: (1) a fellow resident cursed at you and (2) a fellow resident mocked, insulted, 
or humiliated you with words. The indirect victimization subscale (α = 0.82) 
included behaviors intentionally aimed at damaging social relationships or feelings 
of peer acceptance of the victims (Crick, Casas, & Mosher, 1997; Crick & Grotpeter, 
1995; Mishna, 2012; Ostrov & Keating, 2004). It consisted of the following four 
items: (1) a resident gossiped about you or said mean and unpleasant things about 
you behind your back; (2) a fellow resident told lies or spread false rumors about 
you; (3) a resident tried to convince other residents not to speak with you or not to 
be your friend; and (4) you were ignored or excluded from a group of other residents 
or deliberately left out of things. Both subscales were based on the means of the 
items, therefore ranging from 1 (never verbally/indirectly victimized) to 3 (victim-
ized more than three times by all listed verbal/indirect violent behaviors).

3.3.2  Individual-Level Correlates

This chapter summarizes the findings from various analyses examining peer and 
staff violence against children in RCSs in Israel. A number of the adolescents’ 
individual- level correlates, such as age, gender, and adjustment difficulties, were 
examined in relation to all of the various types of victimization. Other individual- 
level factors, such as the adolescents’ self-efficacy and their perception of the 
friendliness at their RCS, were examined only in relation to certain victimization 
types.
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Background Characteristics

Adolescents were asked to report on their gender and age.

Adjustment Difficulties

The adolescents’ adjustment difficulties were assessed, for most analyses, by a total 
difficulties measure derived from the self-report version of the Strengths and 
Difficulties Questionnaire (SDQ; Goodman, 1997) for 11–17-year-olds, which was 
translated into Hebrew and Arabic by professionals (www.sdqinfo.com). The SDQ 
is a three-point Likert-type scale (0 = not true, 1 = somewhat true, 2 = certainly 
true) measuring four types of difficulty: hyperactivity, emotional symptoms, con-
duct problems, and peer problems, as well as prosocial behavior (Goodman, 1997). 
The total difficulties score (α = 0.75) was calculated by summing the summative 
scores for the various difficulty subscales (each including five items): hyperactivity, 
emotional symptoms, conduct problems, and peer problems. The score for this scale 
ranged from 0 (no reported adjustment difficulties) to 40 (high level of adjustment 
difficulties). It should be noted that the adjustment difficulties scale was used for all 
analyses presented here, except for the findings of the staff maltreatment (see Attar- 
Schwartz, 2011), which used two specific subscales: emotional symptoms (α = 
0.67) and hyperactivity (α = 0.64).

Self-Efficacy

The study included two subscales derived from the Self-Efficacy Questionnaire for 
Children (SEQ-C; Muris, 2001): (a) social self-efficacy (α = 0.75), which included 
eight items relating to an adolescent’s perceived capability for peer relationships 
and assertiveness (e.g., “How easily can you tell other children that they are doing 
something that you don’t like?”) and (b) emotional self-efficacy (α = 0.77), which 
included eight items pertaining to the adolescent’s perceived capability of coping 
with negative emotions (e.g., “How well do you succeed in cheering yourself up 
when an unpleasant event has happened?”). Each item was scored on a five-point 
scale (1 = not at all; 5 = very well). Each subscale was created by computing the 
mean score of the items. A high score indicated a high level of self-efficacy.

Perceived RCS Social Climate

Adolescents’ perceptions of the social climate at their RCS were examined using 
the Revised Social Climate Scale (RSCS; Colton, 1989). The Original Social 
Climate Scale was devised by Heal, Sinclair, and Troop (1973) to assess how delin-
quent boys in community homes perceive their social environments. Colton (1989) 
modified the scale so that it could be applied to residential and foster care settings 
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for at-risk youth. The scale involved simple statements about the social environment 
in the institution, which respondents rated as either true (1) or false (0). The RSCS 
consists of five subscales: caretaker support, strictness, satisfaction, youth behav-
iors, and youth friendliness. The questionnaire included the three that were assessed 
to be most relevant to this study. The caretaker support subscale included 10 items 
(α = 0.79) that examined the extent to which the adolescent perceived the RCS staff 
to be interested, warm, and supportive (e.g., “You usually talk to the staff if you 
have a personal problem”). The summative score of the subscale ranged from 0 (not 
supportive at all) to 10 (very supportive). The strictness subscale included 8 items 
(α = 0.63) that examined young people’s perceptions of their authority relationship 
with the staff (e.g., “You get into serious trouble if you don’t obey the rules here”). 
The summative score of the subscale ranged from 0 (not strict at all) to 8 (very 
strict). Finally, the child friendliness subscale, which was included in some of the 
analyses, included seven items (α = 0.65) that examined the degree to which the 
young people in care perceived each other as friendly (e.g., “Kids rarely help each 
other here”). The summative score of the child friendliness subscale ranged from 0 
(not friendly at all) to 7 (very friendly).

Perceived Residential Care Setting Policy Against Violence

The scale of the adolescents’ perceptions of the RCS policy against the use of vio-
lence was based on five items from the California School Climate Survey (Furlong 
et al., 2005), which was slightly modified by Benbenishty and associates (2000) to 
make it culturally relevant to Jewish and Arab youth in Israel. Adolescents were 
asked to rate their level of agreement with five statements (α = 0.85) about their 
opinions of the policies and procedures in place at the RCS to limit violence (e.g., 
“The rules against violence in my institution are clear”). Possible responses to these 
items ranged from strongly disagree (1) to strongly agree (4). The resulting index 
was based on the average score of the items.

3.3.3  RCS-Level Correlates

To assess whether the care environment was linked to victimization by staff and by 
peers, this study included four RCS-level correlates as reported by the directors: 
type of care, institutional structure, size, and ethnic affiliation. The measure of RCS 
type referred to the type of care provided (rehabilitative or therapeutic). The mea-
sure of RCS structure indicated whether the RCS was arranged as a traditional 
group setting, as a collection of familial units, or as a mixed familial-group setting. 
Institution size was measured as the overall number of youth of all ages residing in 
the RCS. Ethnic affiliation identified the RCS as either Arab or Jewish institutions. 
In Israel, as mentioned above, Arab youth are almost never placed in Jewish settings 
and vice versa.
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3.3.4  Analytic Plan

The study employed hierarchical linear modeling (HLM), a technique that allows 
the investigation of data organized hierarchically on more than one level (Raudenbush 
& Bryk, 2002). In this study, adolescents were nested within RCSs. The level-1 
model captures the relationships of the individual youth-level characteristics to vic-
timization by peers and staff; the level-2 model captures the relationships of RCS- 
level variables to such victimization. The HLM method provides separate estimates 
of the variance in victimization explained by the adolescents’ characteristics and by 
the RCS features.

3.4  Results, Discussion, and Conclusions

3.4.1  Descriptive Statistics

The adolescents average score of adjustment difficulties was 14.02 (SD = 6.37). On 
average, the adolescents considered their RCS staff to be somewhat supportive (M 
= 6.03, SD = 2.97, on a 10-point scale ranging from not supportive [0] to very sup-
portive [10]) but also moderately strict (M = 4.62, SD = 2.14, on an 8-point scale 
ranging from not strict at all [0] to very strict [8]). They considered their RCSs to 
be child friendly on a moderate level (M = 4.37, SD = 1.98; on a 10-point scale rang-
ing from not friendly at all [0] to very friendly [8]). Adolescents showed agreement 
on a medium to high level that the policy in their RCS against violence was fair and 
consistent (M = 3.04, SD = 0.80, on a scale ranging from low perception of RCS 
policy aimed at reducing violence [1] to high perception [4]). Youth showed a 
medium to high level of perceived social efficacy (M = 3.66, SD = 0.70) and of 
emotional self-efficacy (M = 3.34, SD = 0.84); both scales ranging from 1 (not at 
all) to 5 (very well). Below are the descriptive statistics of the dependent variables 
in the current study, namely, the experiences of victimization by peers and staff.

Physical and Verbal Victimization by Staff

About one in four of the adolescents (24.7%) reported having been victims of at 
least one act of physical maltreatment by staff during the month prior to the survey, 
and approximately a third (29.1%) reported at least one act of verbal maltreatment 
in that time. More specifically, approximately one-third of the adolescents (29.9%) 
reported that a staff member had mocked, insulted, or humiliated them verbally, and 
15% of the adolescents reported having been cursed at by a staff member. About one 
in five of the adolescents (19.2%) reported that a staff member had grabbed or 
shoved him or her deliberately at least once in the prior month, and about 16% of 
the adolescents reported that a staff member had pinched them. Approximately 12% 
of the adolescents reported that a staff member had slapped them, and a similar 
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number (11.1%) reported that a staff member had kicked or punched them with the 
intention to hurt them. These findings show that even in a society where corporal 
punishment is illegal, physical maltreatment by residential care staff clearly takes 
place (see a discussion in Attar-Schwartz, 2011).

Physical Victimization by Peers

The results show that adolescents in Israeli RCSs are highly exposed to victimiza-
tion by peers. Most participants (56%) reported having been exposed to at least one 
act of physical violence at the hands of a peer during the previous month. 
Approximately 45% reported having been grabbed or shoved, and 38.6% reported 
having been kicked or punched by a peer at least once during the last month. 
Approximately a third of the participants (29.1%) reported that they had been hit 
with an object deliberately to hurt, and one in five reported that they had been seri-
ously beaten.

Sexual Victimization by Peers

Around 40% of the adolescents surveyed reported having been a victim of at least 
one act of peer sexual violence in the month prior to the survey. Nearly one in five 
of the sampled adolescents (17%) reported that they had been peeped at in the bath 
or shower at least once in the prior month, and a similar rate (16.6%) reported that 
sexually insulting things about them had been written on walls or spread as rumors. 
About 15% (14.6%) of the adolescents reported that a fellow resident had tried to 
kiss them without their consent. Similar numbers reported that a resident had 
touched or tried to touch them in a sexual manner when they did not want it (14.1%) 
and that a resident had tried to hit on them or made unwelcome sexual remarks 
(13.7%). Approximately 7% of the adolescents reported that a resident had taken or 
had tried to take off their clothes without their consent, and a similar proportion 
(6.4%) reported that one or more residents had pressured them, for example, by 
threatening to spread rumors about them, if they did not consent to their sexual 
demands. Slightly less than 5% of the adolescents (4.5%) reported that a resident 
had touched or tried to touch an intimate part of their bodies without their consent 
and had threatened to hurt them if they did not consent to his or her demands.

Verbal and Indirect Victimization by Peers

Nearly three quarters (73.4%) of the adolescents reported having been a victim of at 
least one act of verbal violence by a peer in the month prior to the survey. More 
specifically, about three in four respondents (75.5%) reported having been cursed at, 
and more than half (54.9%) reported that they had been verbally mocked, insulted, 
or humiliated at least once in the month prior to the survey. Approximately two 
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thirds of the adolescents (62.4%) reported having experienced at least one act of 
indirect violence at the hands of a fellow resident in the month prior to the survey. 
More than half of the adolescents reported that a resident had gossiped about them 
and said mean things about them behind their back (54.9%) or that a resident had 
lied or spread false rumors about them (50.4%). In addition, 37% of the adolescents 
reported that a resident had tried to convince other residents not to speak to them or 
not to be their friend, and 30.4% reported that they had been ignored, excluded from 
a group, or left out of things on purpose.

These findings, showing worrisome levels of victimization in RCSs, are consis-
tent with studies from other countries that show that violence in public care is com-
mon among youth and staff (e.g., Barter, 2008; Green, & Masson, 2002; Kendrick, 
2011; Farmer & Pollock, 1998; Rus et  al., 2013, 2017; Sinclair & Gibbs, 1998; 
Spencer & Knudsen, 1992). However, a comparison of the rates of victimization in 
RCSs in other countries could be misleading, as mentioned above, because of meth-
odological differences in sampling procedures and target populations, the events the 
young people were asked to report on, and varying time frames, ranging from the 
child’s entire stay in the RCS to 1 month prior to the child answering the question-
naire (for further discussion, see Khoury-Kassabri & Attar-Schwartz, 2014; Monks 
et al., 2009). A high incidence of staff maltreatment and peer victimization plays a 
critical role in creating the atmosphere of an RCS, which can negatively impact a 
resident, regardless of whether he or she is the direct victim. A negative, intimidat-
ing atmosphere can prevent the institution from carrying out its basic mission to 
protect and nurture youth (Groze, 1990).

Multilevel Correlates of Victimization by Peers and by Staff

The study described here examined RCS contextual variables, such as the RCS 
cultural affiliation and size, that may be associated with victimization by staff and 
by peers. This investigation assumed that RCSs differ in regard to the victimization 
that youth experience from RCS staff and fellow residents (see also Rus et  al., 
2013). Fully unconditional models (i.e., models with no independent variables) 
were employed to test that assumption. The fully unconditional model provided 
useful preliminary estimates on the extent of variance in victimization within RCSs 
and also across RCSs. According to this model, the RCSs in this study varied by 
18.9% in the reports of staff physical maltreatment (χ2 [31] = 280.374, p < .001) and 
by a lower, but still not to be ignored, 6% in the reports of staff verbal maltreatment 
(χ2 [31] = 280.374, p < .001). It was also found that 9.98% of the reports of verbal 
victimization by peers (χ2 [31] = 151.29, p < .001), 6.76% of the reports of indirect 
victimization by peers (χ2 [31] = 108.79, p < .001), 11.48% of the reports of physi-
cal victimization by peers (χ2 [31] = 188.175, p < .001), and 4.68% of the reports in 
sexual victimization (χ2 [30] = 82.169, p < .001) by peers were accounted for by 
variance across RCSs in adolescents’ reports of their experiences. Because of this 
variance, a two-level analysis was conducted. The variance between institutions in 
levels of staff maltreatment and victimization by peers emphasizes the importance 

S. Attar-Schwartz



285

of investigating multilevel correlates in relation to victimization by peers and staff 
in residential care facilities for children at risk (see Attar-Schwartz & Khoury- 
Kassabri, 2015; Rus et al., 2013). The results presented below summarize the find-
ings of a series of multilevel analyses examining the contribution of youth-level and 
RCS-level correlates to the various measures of victimization.

3.4.2  Adolescent-Level Correlates

The current study finds that certain adolescents were found to be more likely than 
others to experience various types of victimization by peers and by staff.

Gender

The findings show that there were no differences between girls and boys in verbal 
victimization by staff (see also Davidson-Arad & Golan, 2007). Boys reported sta-
tistically significant more experiences of physical maltreatment by staff than girls, 
which is in line with previous studies that show that boys run a greater risk of being 
physically maltreated by staff (Barter, 2003; Benedict et al., 1996; Davidson-Arad 
& Golan, 2007; Hobbs et al., 1999; Rus et al., 2013). This finding might also reflect 
other studies’ findings that boys are involved in more aggressive behaviors and dis-
cipline confrontations with staff (see, e.g., Attar-Schwartz, 2008; Benbenishty et al., 
2000). There are a number of possible explanations for this finding, including the 
possibility that staff might feel that physical intimidation is more effective than 
verbal intimidation at enforcing discipline among boys. They might also potentially 
believe that girls are the weaker sex and therefore require gentler punishment 
(Youssef et al., 1998).

There were no differences between boys and girls in experiences of verbal vic-
timization by peers, but boys suffered more experiences of physical victimization 
by their peers (see also Attar-Schwartz, 2008; Glisson, Hemmelgarn, & Post, 2002). 
On the other hand, boys reported fewer experiences of indirect victimization by 
peers than girls (see also Monks et al., 2009; Sekol & Farrington, 2009). Gender 
differences in violence can, at least partly, be interpreted in terms of sexual selection 
theory (see a discussion in Attar-Schwartz & Khoury-Kassabri, 2008), which 
explains the different strategies used by males and females to damage the status and 
reputation of others (Monks et al., 2009; Pellegrini & Archer, 2005). Direct aggres-
sive behavior, such as physical violence, has been found to be more often used by 
boys and against boys. It is associated with aims that are important for boys, con-
cerning dominance and position within the hierarchy of the peer group (Block, 
1983; Crick, 1997; Crick et  al., 1997; Scheithauer, Hayer, Peterman, & Jugert, 
2006). Girls, on the other hand, are more likely than boys to use more covert, indi-
rect, aggression as a means to achieving social goals, such as maintaining status, 
power, and popularity in peer groups. These goals have been found to have special 
value for girls in the context of their psychosocial development within the peer 
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group (Crick, 1997; Leaderbeater, Boone, Sangster, & Mathieson, 2006; Zahn- 
Waxler & Polanichka, 2004). The insignificant gender gaps in experiences of peer- 
to- peer verbal, direct, violence, found in the current study, however, cannot be 
explained by those assumptions and are inconsistent with some previous research 
findings (e.g., Attar-Schwartz & Khoury-Kassabri, 2008). Other studies have found 
similarly insignificant gender gaps in verbal victimization by peers among young 
people in public care (e.g., Davidson-Arad & Golan, 2007). Because of this incon-
sistency, the meaning and stability of these findings should be further explored in 
future research.

Age

The study found that although age was insignificantly linked with staff maltreat-
ment, experiences of physical, verbal, and indirect victimization by peers decreased 
as children’s ages increased (see also Attar-Schwartz & Khoury-Kassabri, 2008; 
Borg, 1999; Gibbs & Sinclair, 2000; Nansel et  al., 2001). Several factors might 
explain this decrease. One common explanation posited by researchers and theorists 
relates to the association between aggression and cost-benefit considerations. For 
example, Cillessen and Mayeux (2004) found that the positive associations between 
popularity and aggression among school students declined from grades 5 to 9. It has 
also been suggested that younger children have not yet acquired the social aggres-
siveness skills needed to effectively deal with and discourage aggressive behaviors 
directed toward them (Smith, Madsen, & Moody, 1999).

Emotional and Behavioral Adjustment Difficulties

Consistent with prior research, this study found that adolescents with more adjust-
ment difficulties (i.e., emotional symptoms and hyperactivity) reported more expe-
riences of maltreatment by staff (see also Benedict et al., 1996; Hobbs et al., 1999; 
Youssef et al., 1998). Youth in out-of-home care represent a population particularly 
at risk for psychosocial, health, and developmental difficulties. These characteris-
tics may be important factors in maltreatment by staff (Benedict et al., 1996; Hobbs 
et al., 1999). For example, according to Hobbs et al. (1999), caregivers often strug-
gle to cope with the demands of these emotionally vulnerable youth, whose malad-
justed behavior and patterns of communication may be misinterpreted. For example, 
staff may interpret a behavior as inappropriate and bizarre in the context of the 
youth’s new environment, but the behavior may be totally adjusted to the abusive 
context from which he or she came. Maltreatment often can be triggered by difficult 
behaviors, and the caregiver may perceive the physical assault as a reasonable dis-
ciplinary method for controlling adolescents’ behavior (Youssef et  al., 1998). 
Despite the complex problems and difficulties exhibited by youth in care, residen-
tial care staff in many countries, including Israel (see Attar, 2006, for review), are 
untrained and lack the knowledge to deal effectively with such behaviors. Placement 
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of youth in such settings creates the risk that they might be maltreated again (Groze, 
1990; Hobbs et al., 1999).

The findings also show that adolescents with adjustment difficulties experienced 
higher levels of all types of victimization by peers (see also Gibbs & Sinclair, 2000). 
It seems, therefore, that adolescents with more adjustment difficulties are more sus-
ceptible to violent experiences and should be identified as a high-risk group deserv-
ing special resources. Because this study employs a cross-sectional design and 
cannot establish a causal direction of relationships among variables, the possibility 
of reverse causation should be examined in future studies. That is, the measured 
adjustment difficulties could have existed before the victimization or arisen as a 
consequence of it, and surely adjustment difficulties could be worsened by experi-
ences of victimization (see Attar-Schwartz, 2011, 2014). Future studies should 
adopt longitudinal designs to establish causality.

Self-Efficacy

The findings reveal that perceived social self-efficacy was insignificantly linked 
with verbal victimization by peers (self-efficacy was not examined in regard to peer 
sexual victimization or staff maltreatment) but was negatively associated with levels 
of physical and indirect victimization by peers. Emotional self-efficacy was insigni-
ficantly linked with physical, verbal, and indirect victimization by peers. Social 
self-efficacy pertains to children’s ability to deal with social challenges (Bandura, 
Pastorelli, Barbaranelli, & Caprara, 1999). Adolescents with little belief in their 
social abilities might be less assertive when faced with a violent act. They may have 
little belief in their ability to be accepted by others and may suffer from feelings of 
social maladjustment and loneliness. These characteristics could account for the 
increased risk of these adolescents to be physically, indirectly, and sexually victim-
ized (Andreou & Metallidou, 2004; Crick & Grotpeter, 1995; Kokkins & Kipritsi, 
2012). Because of the cross-sectional design of this study, however, causal interpre-
tations should be exercised with caution. Longitudinal studies in the future could 
help establish causality.

Physical Maltreatment by Staff

In this study it was found that exposure to experiences of physical maltreatment by 
RCS staff is linked with greater exposure to all the types of peer victimization 
examined. Rus et al. (2017) similarly found that children in Romanian institutions 
who reported previous abuse by a staff member were more likely to be aware of 
exploitation in the RCS or to be victims of further exploitation themselves than 
those who did not report previous abuse. This finding can be interpreted in light of 
Bandura’s cognitive-social learning theory (1982), which asserts that individuals (in 
this case, the perpetrators) learn certain behavioral patterns, such as using violence, 
through observation, role modeling, and reinforcement (e.g., Baldry, 2003; Monks 
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et al., 2009). Assuming this theory, children might turn to violence to solve prob-
lems and conflicts when they observe the adults in their environment doing so, espe-
cially toward those who are seen to be the targets of adult violence (Geving, 2007; 
Lewis, Romi, Qui, & Katz, 2005). These young perpetrators of violence might also 
believe that, by appearing to collude with the adult perpetrators against the same 
victims, they will be immune to punishment by the adults: a circular situation that 
perpetuates violence against victims (Khoury-Kassabri & Attar-Schwartz, 2014).

Social Climate of the Institution

Adolescents who perceived the staff as stricter and less supportive reported more 
experiences of physical and verbal maltreatment by staff. Strictness and support 
were insignificantly linked with other forms of peer victimization, except for physi-
cal victimization by peers, which was linked positively to staff strictness. One pos-
sible interpretation for this finding is that the perception of staff as strict and less 
supportive might decrease young people’s tendency to seek help, including in cases 
of peer victimization and staff maltreatment, resulting in an increase of exposure to 
violence. These hypotheses should be further tested in future research.

One possible explanation for the insignificant link that was found between ado-
lescents’ perception of strictness and lack of support from the RCS staff and experi-
ences of indirect and verbal victimization by peers is that when it comes to subtle, 
more moderate, violence, there is evidence that even professionals in schools and in 
public care, who are aware of verbal and indirect aggressive incidents, do not iden-
tify those behaviors as victimization but rather see them as an integral part of the 
children’s lives, expecting the children will resolve the issue on their own. These 
assumptions can lead to nonintervention (Barter et al., 2004; Mishna, 2012). As a 
result, adolescents might be made to feel that they are expected to deal with such 
situations on their own or that they are not actually forms of violence, so they there-
fore do not seek support in such cases, even if support is available in other aspects 
of their lives in the RCS (Barter et al., 2004). This may explain why this factor has 
no significance in explaining the variance among youth in RCSs in experiences of 
indirect and verbal peer violence (see Attar-Schwartz & Khoury-Kassabri, 2015). 
These possible interpretations, and the insignificant links found also between staff 
support and strictness and sexual victimization by peers, should be examined in 
future research.

The degree to which the young people in care perceived each other as friendly 
was found to be negatively linked to indirect and verbal victimization by peers (this 
aspect was not examined with regard to other aspects of victimization). This finding 
is consistent with previous studies that found that one of the most important factors 
in experiences of intimidation and violence among peers in RCSs is the peer culture 
and group dynamics (Barter et al., 2004; Sekol, 2013). This finding emphasizes the 
need to examine peer violence in RCSs from a wider contextual social perspective 
that includes peer behaviors and cultures (see Barter, 2011 for further discussion) 
and to focus intervention and prevention efforts in that direction.
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Perceived RCS Antiviolence Policy

A key finding of the study is that levels of physical and verbal victimization by staff 
and levels of peer sexual victimization are negatively linked to young people’s per-
ceptions of the RCS’s antiviolence policy. The clearer, fairer, and more consistent 
the adolescent felt the policy was, the fewer reported incidences of peer sexual 
victimization and staff verbal and physical victimization there were (this aspect was 
not examined with regard to other forms of victimization). It might be that youth 
who perceive the RCS antiviolence policy as positive may feel that their RCS does 
not tolerate any form of violent behavior. They may feel encouraged to be aware of 
their rights and to be able to distinguish behaviors that are acceptable from those 
that are not (Attar-Schwartz, 2011, 2014; Barter et al., 2004). Having a clear, fair, 
and consistent policy can be seen as an important aspect of creating a safe environ-
ment for children in care.

3.4.3  RCS-Level Correlates

Guided by an ecological contextual framework and using a multilevel analysis 
method, the study also found several RCS-level characteristics that correlated to an 
increased risk of victimization by peers and by staff in the RCS. The present study 
is consistent with other studies addressing violence experiences among youth in 
public care (e.g., Barter et al., 2004; Rus et al., 2013) in showing that levels of peer 
and staff victimization vary significantly across RCSs, depending on various insti-
tutional factors.

Ethnic Affiliation of the RCS

This study found more reports of staff physical maltreatment in Arab RCSs than in 
Jewish RCSs. This finding is consistent with studies of the Israeli educational sys-
tem (e.g., Khoury-Kassabri, 2006). However, our study did not determine the vari-
ous factors responsible for this finding. Some research suggests that differences 
between Arabs and Jews in Israel, and specifically differences in socioeconomic 
status, sociocultural norms, and sociocultural beliefs, may be relevant in explaining 
this finding (Benbenithy & Astor, 2005). As mentioned above, much of the Arab 
society in Israel is generally seen to be characterized by traditional, patriarchal, 
authoritarian values (Haj-Yahia, 2000). In contrast, the Jewish society is generally 
seen to be characterized by more Westernized, liberal values (Minkulincer, Weller, 
& Florian, 1993). Youth in Arab RCSs belong to an ethnic group whose cultural 
norms generally include greater tolerance toward corporal punishment (Khoury- 
Kassabri, 2010; Khoury-Kassabri & Straus, 2011). Acting in loco parentis, staff in 
Arab RCSs may discipline youth as they think parents would (Youssef et al., 1998), 
that is, by using corporal punishment. In addition, Arabs in Israel are a minority 
group characterized by rates of poverty and unemployment that are higher than 

13 Experiences of Victimization by Peers and Staff in Residential Care for Children…



290

those among the Jewish majority. Arabs also receive lower expenditures of public 
funds for health, education, and social services than those received by the majority 
(Haidar, 2005). Moreover, previous studies have found that staff maltreatment is 
more prevalent in the schools of communities with lower socioeconomic status 
(Benbenishty & Astor, 2005).

Economic and social factors also have been found to contribute to ethnic varia-
tion in aggression. Following the frustration-aggression theory, some argue that 
racial inequality leads to frustration, which leads in turn to aggression and violence 
(Berkowitz, 1989; Russell, 1994). Caregivers in a system characterized by lack of 
resources may therefore face many difficulties, may find it challenging and stressful 
to cope effectively with the difficult behaviors and needs exhibited by youth in care, 
and thus may resort to the use of violence. These assumptions find support in the 
parental child abuse literature, which connects parental stress, lack of adequate sup-
port, lack of resources, and child maltreatment (e.g., Parton, 1985). Studies in Israel 
found that differences between levels of maltreatment in Jewish and Arab schools 
were greatly reduced when analyses controlled for school socioeconomic status but 
that the differences remained statistically significant (e.g., Khoury-Kassabri, 2006). 
Therefore, both cultural and socioeconomic factors may contribute to high rates of 
maltreatment among Arab youth in RCSs in Israel. The possible links between eth-
nic affiliation and maltreatment should be examined empirically in future research.

The study shows, however, higher levels of verbal and sexual peer violence 
among youth from Jewish compared with Arab institutions. Lower rates of verbal 
victimization in Arab RCSs are consistent with findings in Israeli schools (Attar- 
Schwartz & Khoury-Kassabri, 2008) and might be associated with the collectivist, 
traditional values held by many in the Arab community (Dwairy & Achoui, 2006). 
Among the Arab population, cursing another person or his or her family is often 
considered to be an act of severe humiliation that has the potential to lead to serious 
sanctions and conflicts between clans. More control and supervision might there-
fore be placed on verbal violence and might help to explain why this form of victim-
ization is less prevalent among Arab youth in RCSs (Attar-Schwartz & 
Khoury-Kassabri, 2008).

The finding that there were more reports of sexual victimization among adoles-
cents from Jewish RCSs than among adolescents from Arab RCSs is inconsistent 
with some studies of Israeli schools, which showed that Arab students reported 
more sexual victimization (e.g., Attar-Schwartz, 2009a). This inconsistency might 
be explained by differences between children in schools and at-risk children in pub-
lic institutional care, but additional research is needed in order to understand sexual 
victimization in and across Israeli Arab and Jewish youth in care. Future studies 
should address the motives and consequences of such behavior in each cultural 
group. The insignificant link between indirect peer victimization, moderate physical 
peer victimization, verbal staff victimization, and cultural affiliation, and the inter-
pretations suggested here, should also be replicated in future studies.
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Overall Number of Children in the RCS

Institution size – the overall number of children of all ages in the RCS – was found 
to be positively correlated with levels of physical maltreatment by staff. However, it 
was not found to be linked to the other types of victimization examined in this study. 
Greater institution size being linked to more physical maltreatment may raise con-
cerns about the burdens placed on staff in larger RCSs. Large numbers of children 
may create higher levels of noise, less personal space and privacy, and more inter-
personal friction, violence, and bullying, all of which can damage the sense of inti-
macy and care in the institution (Barter et al., 2004; Gibbs & Sinclair, 1999).

No significant links were found between the other victimization types and the 
number of children in the RCS, which is consistent with other studies in Israel link-
ing emotional, social, and behavioral outcomes of children in Israeli residential care 
with institution size (e.g., Attar-Schwartz, 2008). The overall number of children in 
the care setting might not be very informative per se. For example, large RCSs may 
be divided into several subgroups, creating smaller, more protective, and intimate 
environments (see Barter et al., 2004). Alternatively, the limitations of large RCSs 
can be mitigated by a low child-to-caregiver ratio (Attar, 2006). Future studies 
should examine RCS size in the context of a broader set of organizational variables, 
which can combine to explain the effects of various aspects of the RCSs on chil-
dren’s status.

Type of Care

Institutions providing more intensive, therapeutic care for children reported more 
experiences of physical maltreatment by staff and sexual victimization by peers 
than rehabilitative institutions. Therapeutic RCSs provide care for youth with more 
troubled backgrounds and poorer psychosocial functioning than those youth in 
rehabilitative settings (see Attar-Schwartz, 2008). In keeping with the finding that 
maltreatment by staff and peer victimization are positively linked with adolescent 
adjustment difficulties, youth in therapeutic RCSs are found here to have much 
higher levels of reported physical maltreatment and sexual victimization by peers 
than their counterparts in rehabilitative settings. This finding suggests that staff mal-
treatment and peer victimization of youth in care are commonly associated with a 
high concentration of those regarded as the most troublesome clients (Holder, 
Nabinger, Lund, Costello, & Morton, 2003; Sinclair & Gibbs, 1998).

RCS Structure

No significant links were found between RCS structure and verbal and indirect vic-
timization by peers or verbal maltreatment by staff. However, reports of physical 
and sexual victimization by peers and physical victimization by staff were found to 
be higher in traditional group settings than in settings with familial elements (such 
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as familial clusters or mixed familial-group settings). This finding is consistent with 
Rus et al. (2013), who found that children in traditional group placement centers for 
school-aged children had greater odds of being severely punished by staff than those 
in family- or mixed-type settings. It is possible that in familial placements, the like-
lihood of maintaining strong relational bonds is higher. Adolescents in such settings 
may receive more encouragement to report victimization and may seek help more 
than their counterparts in other settings, which in turn may reduce the probability of 
their being victimized (Attar-Schwartz, 2011, 2014; Khoury-Kassabri & Attar- 
Schwartz, 2014). It is also possible that settings with familial elements allow more 
effective monitoring of peer violence than traditional group settings (Barter et al., 
2004).

4  How Can This Knowledge Improve Children’s Care?

The findings presented in this chapter show that peer violence and staff maltreat-
ment are pervasive safety concerns among young people in RCSs in Israel. Clearly, 
stronger mechanisms are needed to ensure the safety of young people in RCSs, and 
safety issues should be placed high on the public and professional agenda (Barter, 
2011; Freundlich et al., 2007). Yet RCSs in Israel and other countries frequently 
lack strategic approaches to tackle victimization experiences by staff and peers 
(Attar-Schwartz, 2014; Barter, 2011). This considerable problem calls for system-
atic planning of prevention and intervention programs to change RCS environments 
so that various types of victimization are clearly defined, controlled, and no longer 
tolerated (e.g., Barter, 2011; Gibbs & Sinclair, 1999; Stein, 2006).

Antiviolence prevention and intervention programs should not only focus on 
more overt, severe violent behaviors such as physical and sexual violence but should 
also be tailored to address the more common forms of violence outlined in this 
chapter, such as indirect and verbal violence (see Attar-Schwartz & Khoury- 
Kassabri, 2015). Targeting these behaviors is critical given their high occurrence 
and their documented detrimental consequences for children’s outcomes.

Using an ecological-contextual perspective, this study revealed the need to 
address peer and staff violence in RCSs from a holistic point of view, intervening at 
the personal level with both victims and perpetrators, as well as at the institutional 
level, identifying the various RCS contexts in which victimization occurs more fre-
quently (see also Rus et al., 2013). Accordingly, interventions should be directed at 
the entire RCS community (children, staff, directors, and, if possible, parents) rather 
than only at a selected group of violent or victimized young people or staff. Yong 
people, staff, and directors need to work together to create a structured and safe 
everyday living environment that offers constructive opportunities while creating 
clear guidelines for acceptable and tolerable behaviors (Barter et al., 2004).

The findings seem to suggest a pressing need for improved regulation, registra-
tion, and inspection in RCSs (Attar-Schwartz, 2011, 2014; Stein, 2006). It would be 
helpful for staff members to receive ongoing training to help them understand the 
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backgrounds of the youth entering care as problematic past experiences can make 
youth afraid to develop trusting and close relationships. Such training should iden-
tify the behavioral consequences of young people’s experiences, as well as ways to 
deal effectively with young people of all backgrounds in care (Gill, 1996; Hobbs 
et al., 1999; Youssef et al., 1998).

Given the widespread nature of physical, sexual, verbal, and indirect victimiza-
tion by peers in RCSs, it might be beneficial to establish a system of continuous 
monitoring of peer victimization in RCSs. In addition, specific steps involving all 
RCS partners should be developed to undertake close supervision of young people 
in care and to help build positive expectations of accepted behavior (Barter, 2011). 
There is also a need to develop respectful and nurturing interactions between chil-
dren and caregivers and among the young people themselves. These steps might 
help prevent further victimization of children in RCSs, many of whom are removed 
from their homes because of maltreatment in the first place. Taking these steps 
might help give these vulnerable young people the opportunity to live and thrive in 
a safe, healthy, and nurturing environment.

5  Summary

The study found that adolescents in Israeli RCSs are exposed to high levels of peer 
violence. More than half of the participants (56%) reported that they had been phys-
ically victimized by at least one act of physical violence by a peer in their RCS in 
the previous month, 73% reported having been exposed to verbal maltreatment, 
62% to indirect maltreatment, and 40% to at least one act of sexual violence. The 
adolescents also reported incidences of maltreatment by staff. One in four of the 
adolescents reported that they had been physically victimized at least once by a staff 
member, and 29% reported that they had been verbally victimized at least once in 
the month prior to the survey. This high level of victimization is consistent with the 
findings of previous studies; however, given the various populations, methodolo-
gies, and time frames used in other studies, it might be misleading to compare their 
findings with those of the study outlined here.

The findings of the present study emphasize the importance of examining the 
various types of violence to which young people in care can be exposed. Certain 
ecological correlates act as risk factors for some types of violence but have an oppo-
site or insignificant effect on others. The study highlights the importance of apply-
ing an ecological-contextual perspective to the research of correlates of staff and 
peer-to-peer violence in residential care. They show that adolescent victimization 
by peers and staff is explained simultaneously by the adolescents’ individual char-
acteristics (such as gender, age, and adjustment difficulties) and by the social con-
text (including, e.g., the size of the institution, the type of care) in which the 
adolescents’ development occurs (Kuppens, Gritenes, Onghena, Michiels, & 
Subramanian, 2008; Rus, Parris, Cross, & Purvis, 2010; Rus et al., 2013). Given the 
vulnerability of young people in RCSs, many of whom experienced maltreatment 
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prior to being placed in public care, it is critical to find ways to protect them from 
further harm while in the care setting. Knowing which factors may increase a child’s 
risk of being victimized by peers and staff must be an essential part of designing and 
implementing interventions to deal with violence in out-of-home facilities.

Questions for Discussion
• Based on the findings presented in this chapter, can you plan an intervention 

program to address peer and staff victimization in residential care settings for 
children at risk? Specify the target population and the specific steps needed to 
put this program into action.

• This study explored several youth-level and institutional-level correlates of youth 
victimization in care. Can you suggest additional correlates that might be impor-
tant for predicting victimization?

• This study looked at a number of specific forms of staff and peer victimization. 
Can you think of other forms of institutional abuse not included in this study that 
seem important to explore? Can you suggest ways to measure these types of 
maltreatment?
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(…) the more the social environment in which a human child is 
reared deviates from the environment of evolutionary 
adaptedness (which is probably father, mother, and siblings in a 
social environment comprising grandparents and a limited 
number of other known families) the greater will be the risk of 
his developing maladaptive patterns of social behavior.

Bowlby (1982, p. 166).

1  Introduction

Although a substantial number of children reside in orphanages in India (estimated 
number of 20 million orphans, defined as children who have been abandoned or lost 
both parents; SOS Villages India, 2011), empirical studies on these institutionalized 
children are scarce, especially studies on young children (but see Taneja et  al., 
2002). For example, Escueta, Whetten, Ostermann, O’Donnell, & The Positive 
Outcomes for Orphans Research Team (2014) included children in institutional care 
in their longitudinal study on psychosocial well-being and cognitive development of 
orphans and abandoned children in five low-income countries (Cambodia, Ethiopia, 
India, Kenya, and Tanzania), but their study started with children aged 6–12 years. 
Eapen (2009) examined the physical and cognitive development of institutionalized 
children aged 8–12 years in India. Both studies found significant developmental 
delays, but we do not know whether these findings can be generalized to younger 
children in institutional care in India. In our study we examined the physical and 
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cognitive development of children in the age range of 1–6 years in an orphanage in 
one of the big cities of India, and we observed the daily life experiences of the 
youngest, most vulnerable group of toddlers.

1.1  Physical Growth

One area of child development that is negatively affected by growing up in institu-
tional care is physical growth. Several studies have shown that institutionalized chil-
dren suffer from marked delays in weight, height, and head circumference (e.g., 
Dobrova-Krol, Van IJzendoorn, Bakermans-Kranenburg, Cyr, & Juffer, 2008; 
Johnson et al., 2010; Miller et al., 2007; Miller, Chan, Comfort, & Tirella, 2005). 
Lack of appropriate nutrition as well as growth retardation caused by social- 
emotional deprivation may contribute to the physical growth delays in institutional-
ized children (Johnson & Gunnar, 2011).

Remarkably, the physical growth delays of institutionalized children recover or 
disappear when these children are placed in a more nurturing environment (e.g., Van 
den Dries, Juffer, Van IJzendoorn, & Bakermans-Kranenburg, 2010). In the 
Bucharest Early Intervention Project (BEIP; Zeanah et  al., 2003), children were 
randomized either to prolonged institutionalization or to foster care to study the 
effects of institutional care and possible catch-up after removal from the institu-
tional setting. All institutionalized children showed marked growth delays at the 
start of the study, but the children randomized to foster care showed significant 
catch-up in weight and height, but not in head circumference, within 12 months 
(Johnson et al., 2010).

In the same vein, a meta-analysis of internationally adopted children found mas-
sive catch-up in weight and height, and somewhat less catch-up in head circumfer-
ence after placement in an adoptive family, pointing to plasticity of physical growth 
in early childhood (Van IJzendoorn, Bakermans-Kranenburg, & Juffer, 2007). 
Before their adoption, internationally adopted children usually live in deprived set-
tings and often in orphanages (Juffer et al., 2011). The drastic change of environ-
ment from institutional care to adoptive family care appears to result in significant 
gains in physical growth.

1.2  Cognitive Development

Several studies have shown that cognitive development of children in institutional 
care is severely compromised (e.g., Dobrova-Krol, Van IJzendoorn, Bakermans- 
Kranenburg, & Juffer, 2010). In a meta-analysis including 75 studies in 19 different 
countries, we found large IQ delays in institutionalized children (Van IJzendoorn, 
Luijk, & Juffer, 2008). Children growing up in orphanages showed a substantially 
lower level of intellectual development (average IQ of 84) than children reared in a 
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family (average IQ of 104). The meta-analysis also included an intervention 
study – introducing a daily brief structured play session as an intervention – in an 
Indian orphanage (Taneja et  al., 2002). The researchers found severe delays in 
developmental quotient (DQ) in the infants (aged 6  months to 2.5  years) and a 
remarkable increase after a 3-month intervention period (from a DQ of 66 to a DQ 
of 90, as assessed with the Bayley Scales of Infant Development).

Recovery of cognitive development has also been demonstrated in children who 
were moved from a depriving institutional setting to a more nurturing environment, 
such as a foster or adoptive family. In the BEIP study (see before), the children 
randomized to foster care outperformed the children who remained in institutional 
care in IQ (Nelson et al., 2007). Similarly, a comprehensive meta-analysis on the 
cognitive development of adopted and non-adopted children showed that adopted 
children scored substantially higher on IQ tests than children who remained in insti-
tutional care (Van IJzendoorn, Juffer, & Poelhuis, 2005).

Family care matters for children’s cognitive development. In a study on infants 
adopted from Chinese orphanages versus Chinese foster families, the adopted chil-
dren with a foster family background outperformed the adopted children with an 
orphanage background regarding their DQ, measured with the Bayley Scales of 
Infant Development (Van den Dries et al., 2010). Two months after their adoption 
(age at adoptive placement between 11 and 16 months), the children from institu-
tional care in China showed an average DQ of 74, whereas the children from foster 
care in China had an average DQ of 84. Six months after adoption, both groups 
showed a similar, significant catch-up: the average DQ of the children from institu-
tional care increased from 74 to 84, while the average DQ of the children from 
foster care increased from 84 to 92 (Van den Dries et al., 2010).

1.3  Daily Life Experiences

Child development is profoundly affected by growing up in orphanages, and the 
negative impact of institutional care is of course broader than the domains of physi-
cal growth and cognitive development. Children’s neurobiological and social- 
emotional development, their well-being and behavioral functioning, and their 
attachment relationships are also negatively affected by institutionalization (e.g., 
Bakermans-Kranenburg et al., 2012; Van IJzendoorn et al., 2011). Given the mas-
sive body of evidence, one starts to wonder which features of growing up in an 
orphanage are so detrimental for children’s development.

Several studies have provided global or more detailed descriptions of children’s 
daily life in an orphanage, while all studies converge in their view that stable and 
adequate, consistently sensitive care is largely lacking in institutions (e.g., Dobrova- 
Krol, Bakermans-Kranenburg, Van IJzendoorn, & Juffer, 2010; Groark, McCall, 
Fish, & The Whole Child International Evaluation Team, 2011; Groark, 
Muhamedrahimov, Palmov, Nikiforova, & McCall, 2005; Smyke et  al., 2007). 
Detailed observations of how orphanages in different countries provide child care to 
young children may shed more light on this issue.

14 Structural Neglect in Orphanages…
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Two studies have used an observational instrument to measure the daily life 
experiences of young children in orphanages: spot observations in a time use proce-
dure (Daunhauer, Bolton, Cermak, 2005; Tirella et al., 2008). Daunhauer and col-
leagues used this measure in a Romanian orphanage, and Tirella et  al. used it in 
Russian baby homes. In the current study, we conducted time use spot observations in 
an Indian orphanage. In spot observations (comparable to time diaries) a target child’s 
activities and whereabouts are recorded on the spot at preset intervals during a period 
of time (e.g., during one morning) (Daunhauer et al., 2005). These observations are 
unannounced and nonintrusive to facilitate spontaneous behavior and interactions. In 
the studies in the Romanian and Russian orphanages, the observers stepped into the 
children’s room every 10  min during 5  h and coded several categories, including 
whom the target child was interacting with and what the child was doing at that 
moment. Both studies found indications for suboptimal levels of care in the orphan-
ages, due to a strong focus on daily routines and schedules with few opportunities for 
human interaction and play (Daunhauer et al., 2005; Tirella et al., 2008).

2  Current Study

In this study we examined the development of young children and their daily life 
experiences in an orphanage in one of the big cities of India. In this institution young 
children resided in a large room for toddlers and a smaller room for preschoolers 
(with no strict age limit, roughly younger/older than 3.5 years). Common group size 
was 30–35 for the toddlers and 10–15 for the preschoolers. Caregiver-child ratio was 
1:6 in the morning and 1:8 in the afternoon and at night. Usually there were no toys 
available for the toddlers, whereas the preschoolers had access to some play mate-
rial. The children in the orphanage had been abandoned or relinquished by their 
birth family; whenever possible children were placed in domestic or international 
adoptive families. Infants younger than 1 year, children older than approximately 
6 years, and children with disabilities resided in other rooms in the orphanage.

We address the following research questions: (1) Do young children in institutional 
care in this orphanage show delays in physical growth and cognition? (2) Is there any 
catch-up in physical growth and cognition after staying in institutional care for a year? 
(3) What are the experiences of young children’s daily life in an orphanage? For the 
last question, we specifically focus on the youngest age group of toddlers.

2.1  Method

2.1.1  Procedure and Participants

We assessed physical growth and cognition in 37 young children. In a subsample 
(n = 20) we repeated these assessments 1 year later to examine possible catch-up 
growth. In the youngest age group (n = 20 toddlers from the total sample of 
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37 children), we examined children’s daily living environment with spot observations. 
The total sample of young children in institutional care consisted of 24 girls (65%) 
and 13 boys with a mean age of almost 3 years (35 months, range, 13–80 months; 
see Table 14.1 for child characteristics). All children had been abandoned or relin-
quished because of unwed motherhood by their birth family. Weight, height, and 
head circumference were assessed, and tests for cognitive development were admin-
istered. Follow-up assessments after about 1 year (M = 14 months, SD = 4; range 
11–24 months) were available for a subsample of 20 children with a mean age of 
approximately 3.5 years (see Table 14.1). Post hoc, their results on physical and 
cognitive development were compared with outcomes from a cohort of 18 young 
children (not included in the current study) assessed with the same measures in a 
previous year to see whether our findings were replicated. Finally, spot observations 
of children’s daily life experiences were carried out in a subsample of 20 toddlers 
from the total sample of 37 children (mean age approximately 2  years; see 
Table 14.1). Each child was observed on 1 day during 5 h, once every 10 min.

2.1.2  Measures

Physical Growth

To measure height, a measuring tape was attached to the wall, and the child was 
standing next to it, with his or her back to the wall (>2 years; for younger children 
supine length was measured when they were lying down). To measure head circum-
ference, the measuring tape was wrapped around the widest circumference of the 
child’s head (broadest part of the forehead, above the ears, most prominent part of 
the back of the head). All outcomes were converted to Z-scores using the World 
Health Organization Anthro calculator (WHO, 2016). To compute growth Z-scores, 
a child’s individual outcomes were related to the average outcome of children of the 
same age, resulting in weight-for-age, height-for-age, and head circumference-
for-age. Growth data were collected by the WHO Multicentre Growth Reference 

Table 14.1 Child characteristics and outcome variables in the total sample, the follow-up 
subsample, and the time use subsample

Total
N = 37
(65% female)
M (SD)

Follow-up
n = 20
(60% female)
M (SD)

Time use
n = 20
(75% female)
M (SD)

Age at assessment in months 35.11 (16.40) 43.17 (17.03) 25.46 (8.50)
Age at arrival in months 22.64 (18.68) 27.48 (22.49) 16.84 (10.19)
Time in institution in months 12.46 (11.45) 15.69 (13.90) 8.62 (5.99)
Z-score weight −1.90 (1.21) −1.58 (0.91) −2.22 (1.33)
Z-score height −1.86 (1.50) −1.71 (1.12) −2.11 (1.77)
Z-score head size −1.56 (1.01) −1.63 (1.02) −1.55 (0.97)
Developmental quotient 67.73 (13.70) 68.41 (15.76) 65.21 (11.48)
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Study and included 8500 children from widely different ethnic backgrounds and 
cultural settings (e.g., India, Norway, the USA). A Z-score describes how many 
standard deviations the child’s growth outcome lies above or below the mean (zero). 
Mild delays are indicated by Z-scores between −1 and −2. More severe delays are 
indicated by Z-scores <−2 for weight (underweight), height (stunting), and head 
circumference (microcephaly) (Miller, 2005).

Cognition

Two nonverbal tests for cognitive development, one for the younger and one for the 
older children, were administered by trained research assistants. Because the chil-
dren were not used to sitting at a table, children and research assistants were sitting 
on the floor during the test procedure. The tests were administered in a separate 
room with no other children around. If necessary, a caregiver was invited into the room 
to reassure the child. The caregiver was not allowed to give any help to the child. 
When the test continued for too long because of inattentiveness, restlessness, tired-
ness, or distress of the child, the test was administered in two parts (see also Van der 
Meulen, Ruiter, Lutje Spelberg, & Smrkovsky, 2004).

To examine the cognitive development of the toddlers, the nonverbal version 
(Ruiter, Hoekstra, Van der Meulen, & Lutje Spelberg, 2005) of the Dutch Bayley 
Scales of Infant Development-II was administered (Van der Meulen et al., 2004). 
All children received a score for cognitive development (Mental Developmental 
Index). The Bayley Scales of Infant Development are widely recommended for test-
ing young children, and the psychometric qualities of the test are sufficient. For the 
verbal Dutch version of the Bayley-II, internal consistency was 0.79 and test-retest 
correlation 0.75.

The preschoolers were tested with the Snijders-Oomen Nonverbal Intelligence 
Test  – Revised (SON-R; Tellegen, Winkel, Wijnberg-Williams, & Laros, 2003). 
The SON-R is a nonverbal intelligence test for children aged 2.5–7 years. The test 
can be administered without the use of spoken or written language and can there-
fore be used for children with learning difficulties and for international and cross-
cultural research. In the current study, we selected two of the most reliable subtests 
of the SON-R (comparable with Dobrova-Krol, Van IJzendoorn et  al., 2010): a 
visual- spatial performance patterns subtest and an abstract reasoning analogies 
subtest (average internal consistency of the subtests was 0.76). Convergent validity 
of the SON-R with the WISC-R was 0.80 and with the Raven 0.74 (Tellegen & 
Laros, 1993).

Based on each child’s score on the Bayley or the SON-R, a developmental quo-
tient (DQ) was computed, which has a mean of 100 and a standard deviation of 15. 
The DQ was computed by dividing the developmental or reference age (derived 
from the norm tables of the Bayley or SON-R) by the chronological age and multi-
plying this value by 100.
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Daily Life Experiences

Daily life experiences were observed in the toddler group by two trained research 
assistants. During 5 weeks, time use was measured for 20 children, randomly chosen 
from the 30 children in the toddler group, with spot observations (Daunhauer et al., 
2005; Tirella et al., 2008; see Sect. 1). Between 09:00 a.m. and 14:00 p.m., one child 
was observed during 1 day, by making a spot observation every 10 min. The research 
assistant stepped into the toddler room, videotaped in a nonintrusive way the part of 
the room where the target child was at that moment, and after about a minute stepped 
out of the room and completed the observation form. When the time use observations 
started, the research assistants had been filming in the toddler room for several days 
already, so the caregivers and children were used to them (and their small video cam-
era). The caregivers and children were not aware of who the target child was or what 
the assistant was looking for. During filming, the assistant avoided eye contact or 
interaction with the children and caregiver(s). The forms were completed in the hall-
way, outside the toddler room. One child was observed every 10 min during 5 h 
resulting in 31 spot observations (620 observations for 20 children).

The observations were coded using ten categories:

 1. Interaction of the child (no interaction, interaction with caregiver, interaction 
with peer)

 2. Activity of the caregiver (no caregiver present, monitoring group, adult-led 
activity)

 3. Activity of the child (sleeping, routines, meaningful activities, non-meaningful 
activities)

 4. Activity of the group (no group activity, routines, transition, educational activ-
ity, others)

 5. Place where the child is (floor, crib, bathroom, outside toddler room)
 6. Available material (no material, toys in room but not available to child, toys 

available, other materials available)
 7. Vocalization of the caregiver (no vocalization, speaking to adult, speaking to 

other child, speaking to target child, speaking to group)
 8. Tone of the caregiver’s voice (neutral; angry, annoyed, or impatient; friendly)
 9. Vocalization of the child (no vocalization, child to other child, child to adult, 

others)
 10. Emotional expression of the child (positive, negative, neutral)

The two research assistants were trained in coding using practical experience 
until their inter-rater reliability was >85% (cf. Tirella et al., 2008). We restricted the 
analyses to the child’s awake time, leaving out the spot observations while the child 
was sleeping (cf. Daunhauer et  al., 2005; Tirella et  al., 2008) for the following 
pertinent categories: (1) interaction of the child, (7) vocalization of the caregiver, (8) 
tone of the caregiver’s voice, (9) vocalization of the child, and (10) emotional 
expression of the child.
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2.1.3  Data Analysis

Data were analyzed with the statistical software package IBM SPPP Statistics 21. 
No outliers (|z| > 3.29) were found in the data. Based on the moderate associations 
between gender and outcome variables (see Table 14.2), we decided to include gen-
der as covariate in the pertinent analyses. For three children outcomes for head cir-
cumference were missing. Four children were too passive or too restless to cooperate 
in the cognitive test. For four other children in the follow-up subsample, cognitive 
results were available for the first but not for the second assessment (due to the same 
reasons). We used regression imputation with the background and outcome vari-
ables as predictors to impute estimated means. The results were similar with and 
without these imputations.

With descriptive statistics and t-tests, we analyzed physical growth and cogni-
tion, and we used repeated measures (M)ANCOVAs to analyze possible recovery of 
growth and cognition and to compare our outcomes with a replication sample. The 
time use observational data are reported in percentages of time.

2.2  Results

2.2.1  Physical Growth and Cognition

Weight, Height, and Head Circumference

On average, the young children in the orphanage showed moderate delays in weight, 
height, and head circumference, indicated by average Z-scores between one and two 
standard deviations (SDs) below the mean (Fig. 14.1), with no gender differences 
(ps > 0.11).

A substantial number of children showed severe growth delays, indicated by 
Z-scores larger than two standard deviations below the mean. More than a third and 

Table 14.2 Correlations between background and outcome variables (N = 37)

Gender Age study Age arrival Time Z-weight Z-height Z-head

Gender 1
Age study 0.17 1
Age arrival 0.11 0.80** 1
Time −0.06 0.14 −49** 1
Z-weight 0.321 0.321 0.33* −0.08 1
Z-height 0.14 0.12 0.08 0.04 0.40* 1
Z-head −0.12 0.07 −0.03 0.14 0.45** 0.15 1
DQ 0.301 0.03 0.03 −0.005 0.44** 0.43* 0.24

Time time in institution, DQ developmental quotient
1 p<0.10; *p<0.05; **p<0.01

F. Juffer et al.



309

up to half of the children were underweight, had stunted growth, or microcephaly 
(Fig. 14.2). No gender differences were found (ps > 0.11).

Developmental Quotient

Mean developmental quotient of the children in the orphanage was 68 (range 
41–97). Girls (M  =  64.74, SD  =  13.29) did not differ from boys regarding their 
developmental quotient (M = 73.24, SD = 13.17), t(35) = −1.86, p = 0.07, Cohen’s 
d = −0.69.

Scores of 70–85 indicate a mild cognitive delay, while scores above 85 point to 
normative cognitive development. Scores below a developmental quotient of 70 
indicate severe delays in cognitive development. More than half of the children in 
the study showed severe delays in cognitive development (Fig. 14.3), with no gen-
der differences (p = 0.45).

2.2.2  Catch-Up in Institutional Care?

In a subsample we examined possible catch-up in physical and cognitive develop-
ment, with a first (Time 1) and second assessment (Time 2) after on average 14 months 
(Table 14.3).

-2

-1.5

-1

-0.5

0
Weight Height Head size

SD

Z-scores physical growthFig. 14.1 Z-scores of 
weight, height, and head 
circumference (N = 37; see 
Table 14.1 for mean and 
standard deviations)

0

10

20
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50
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underweight stunted microcephaly

%
Severe physical growth delays

Fig. 14.2 Severe delays in 
physical growth: 19 
children were underweight 
(51%), 15 had stunted 
growth (41%), and 14 had 
microcephaly (38%)
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Using a repeated measures MANCOVA for the anthropometric indices weight, 
height, and head circumference with gender as covariate, there was no significant 
recovery in physical growth, main effect: F(3, 16) = 0.32, p = 0.81. The interaction of 
gender with time was not significant (p = 0.65), but a main effect of gender was found: 
F(3, 16) = 3.78, p = 0.03. Univariate analyses showed that height (but not weight or head 
size) differed between boys and girls, F(1, 18) = 5.06, p = 0.04. At Time 1 girls showed 
a larger average delay in height (−2.14, SD  =  1.14) than boys (−1.06, SD  =  0.73) 
(Cohen’s d = −1.28). At Time 2 girls had an average height Z-score of −1.92 (SD = 1.16) 
and boys −0.97 (SD = 0.82), showing again larger delays for girls than for boys (Cohen’s 
d = −1.28). Summarizing the overall results, there was no catch-up – nor decline – in 
physical growth after more than 1 year of institutionalization.

Regarding the cognitive outcomes, a repeated measures ANCOVA with gender 
as covariate showed no difference between the two DQs, F(1, 18) = 2.55, p = 0.13. 
Gender nor the interaction between gender and time were significant in this analy-
sis. After a stay of more than a year in the institution, there was no significant catch-
 up – nor decline – in cognitive development.

Replication of Physical and Cognitive Outcomes?

Post hoc, we compared the Time 1 physical and cognitive findings of the 20 children 
in the follow-up subsample with the outcomes of a cohort of 18 children, measured 
in a previous year. With respect to the background variables of age at study, age at 

Developmental Quotient

Normal

Mild delay

Severe delay

Fig. 14.3 Developmental 
quotients in the normative 
range (>85), 5 children 
(13.5%); mild delays 
(70–85), 9 children 
(24.5%); and severe delays 
(developmental quotients 
<70), 23 children (62%)

Table 14.3 Physical and cognitive outcomes (n = 20) at Time 1 and Time 2

Time 1 (M, SD) Time 2 (M, SD) Correlation T1–T2

Z-score weight −1.58 (0.91) −1.84 (1.18) 0.52
Z-score height −1.71 (1.12) −1.54 (1.12) 0.89
Z-score head size −1.63 (1.02) −1.40 (1.04) 0.84
DQ 68.41 (15.76) 73.90 (15.46) 0.44
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arrival, and time in the institution, these children were very similar to the children 
in the follow-up study (ps of 0.64, 0.99, and 0.47, respectively, and a similar rate of 
females, 61% vs. 60%). A MANCOVA with gender as covariate revealed no differ-
ence in physical growth (weight, height, and head circumference) between the 
follow- up subsample and the replication sample, main effect: F(3, 33)  =  1.19, 
p = 0.33 (and no gender effect, p = 0.23). Using an ANCOVA with gender as covari-
ate, we found no difference in DQ either, F(1, 35) = 1.38, p = 0.25 (gender not sig-
nificant, p = 0.16). We conclude that the physical growth and cognitive delays found 
in the current study could be replicated in a previous cohort of young children grow-
ing up in the same orphanage and were thus not exceptional.

2.2.3  Daily Life Experiences in Institutional Care

What are the daily life experiences of children in institutional care? Our observa-
tions are reported for the ten categories of the spot observations conducted in the 
toddler group (see Sect. 2.1).

Is the Child Involved in Interaction?

Most of the time that they were awake, the toddlers were not involved in interaction with 
a caregiver or peer (80%, Fig. 14.4). Interaction was rare: the target child was interacting 
with a caregiver only 6% of the time and with another child 14% of the time.

Activity of the Caregiver

Activities and whereabouts of the caregiver who was in charge of the toddler group 
were also coded. The observations showed that no adult caregiver was present in the 
room for 23% of the time. When multiple caregivers were present in the room, the 
behavior of the caregiver who was nearest to the target child was coded. However, 
often only one caregiver was actually in charge of the group while the other 
caregiver(s) were busy outside the room (e.g., getting food, cleaning, preparing 
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Other child

Caregiver

No

%

Interaction?Fig. 14.4 Is the child 
involved in interaction with 
peers or caregivers during 
wake time?
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routines such as bathing time). For a third of the time (33%), the caregiver in charge 
was monitoring the toddler group, that is, watching the children without active 
interaction or engagement with them. The caregiver in charge was involved in adult- 
led activities such as feeding, changing diapers, or playing (with or without the 
target child) during 44% of the time.

Activity of the Child

During about a quarter of the time, the toddlers were sleeping (Fig. 14.5). The tod-
dlers spent more time on nonmeaningful activities (49%), such as passively sitting 
or lying, than on meaningful activities (15%) such as playing or motor activities 
(e.g., crawling). Involvement in routines, including feeding and bathing, was 
observed 9% of the time.

Activity of the Group

Our observations showed that there was no specific group activity during 21% of the 
time. Quite some time was spent on the main group activities which were daily 
routines, such as nap time (32%) or mealtime (13%). For 20% of the time, the tod-
dlers were busy with the transition to the next group activity, for example, when the 
children had to sit down in a circle to wait for mealtime. In the category “others” 
(8%), group activities that did not fit in the other categories were coded, such as 
bathing and toileting. For only 6% of the time, there was an educational group activ-
ity, such as playing or singing (Fig. 14.6).

Where Is the Child?

The children of the toddler group were supposed to stay in the same toddler room 
day and night, except for bathroom routines. The institution did not have a suitable 
playground outside, and children in the toddler group never went outside the house. 
Except for three cribs, there was no furniture in the toddler room. All activities took 
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place in that room, including mealtime and sleeping. Most children slept on the 
ground: the youngest in a crib and the older toddlers on a sleeping mat that was 
made available during nap time and during the night. During daytime the youngest 
toddlers were often put in a crib when they were awake. In those cases the three 
cribs in the toddler room were used as a playpen (but most of the time without toys). 
Usually two to three younger toddlers were put in one crib to get them out of the 
way of the older toddlers. Although the toddlers were supposed to stay in the same 
room, the most mobile, older toddlers were able to move to places outside the tod-
dler room, such as the preschooler’s room or the hallway.

The observations showed that the toddlers were on the floor of the toddler room 
57% of the time and in a crib in the toddler room 22% of the time. For 3% of the 
time they were in the bathroom and for 18% of the time they were in places outside 
the toddlers room.

Available Material

The observations showed that there was no (play) material at all during two thirds 
of the time (66%). Alternatively, there were toys in the room, but they were not 
available for the target child 11% of the time, for example, when other (usually 
older) children did have toys but did not want to share them. Toys were available for 
the child 10% of the time. Other materials available for the toddlers included food 
(5%) and various objects (8%), such as items of clothing and plastic spoons.

Vocalization of the Caregiver

We observed how often the caregiver in charge of the toddler room was vocalizing. 
We found that they were speaking either to another adult (10% of the time), to 
another child (21%), to the group in general (2%), or to the target child (1% of the 
time). For two thirds of the time (66%), the caregiver did not speak at all (Fig. 14.7).
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Tone of the Caregiver’s Voice

We also coded how the caregiver in charge of the toddler room vocalized. For 66% 
of the time, the caregiver did not vocalize (see also previous category). The care-
giver was vocalizing with a neutral tone during 25% of the time, with an angry, 
annoyed or impatient tone (6%), and with a friendly tone during 3% of the time.

Vocalization of the Child

The observations showed that children in the toddler group were hardly vocalizing. 
They were silent and did not speak or babble 92% of the time (Fig. 14.8). The chil-
dren vocalized to another child 4% of the time and to the caregiver 1% of the time. 
Other vocalizations (3%) included vocalizing without addressing someone in 
particular.

0 20 40 60 80 100

Cg to group

Cg to target child

Cg to other child

Cg to adult

No vocalization

%

Vocalization of the caregiverFig. 14.7 Vocalization of 
the caregiver (Cg)

0 20 40 60 80 100

Other

Child to adult

Child to other child

No vocalization

%

Vocalization of the childFig. 14.8 Vocalization of 
the child

F. Juffer et al.



315

Emotional Expressions of the Child

We coded whether the child showed positive, negative, or neutral emotional expres-
sions. Most of the time (72%), the toddlers showed neutral or blank facial expres-
sions (Fig. 14.9). Positive expressions such as smiling, laughing, or looking curious/
interested were seen 18% of the time. Negative expressions, including crying or 
whining, were observed 10% of the time.

3  Conclusion and Discussion

We examined physical growth and cognitive development in 37 young children 
(1–6 years) in an Indian orphanage, with repeated assessments in a subsample, and 
extensive observations in another subsample of toddlers. Our findings revealed 
severe delays in physical growth: 51% of the children were underweight, 41% were 
stunted, and 38% had microcephaly. Their mean developmental quotient (DQ) was 
68, and 62% of the children had a severe delay in cognitive development (DQ < 70). 
Follow-up assessments and assessments in a replication cohort confirmed the delays 
in physical and cognitive development with no evidence of recovery (or decline) 
after more than 1 year of institutionalization.

The observations in the toddler group showed that these children did not interact 
with a caregiver or peer during 80% of the time. Observations also pointed to com-
promised child care, including, for example, no adult caregiver present in the room 
for almost a quarter of the time, practically no educational group activities, caregiv-
ers who hardly spoke to the children, and toddlers who were confined to the floor or 
a (shared) crib day and night in an unfurnished room without toys.

Although our study had a modest sample size of 37 children, the outcomes are 
strengthened by the follow-up assessments in which we examined whether recovery 
took place during institutionalization. Also, the main outcomes on physical growth 
and cognitive development were confirmed in a replication cohort. Finally, the time 
use procedure resulted in a large number of unique spot observations.
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3.1  Delays and Recovery

Our study adds to the vast body of research on the plight of children growing up in 
institutions. Studies in orphanages in, for instance, Romania, Russia, and Ukraine 
have shown that child development is affected negatively by institutional care 
(e.g., Daunhauer et  al., 2005; Dobrova-Krol et  al., 2008; Groark et  al., 2005; 
Johnson et al., 2010; Miller et al., 2007; Sloutsky, 1997; Smyke et al., 2007; Van 
IJzendoorn et al., 2011). Our study extends the literature because of its focus 
on India: empirical research in Indian orphanages is scarce, especially studies on 
young children growing up in institutional care. Our outcomes converge with the 
results from two studies in Indian orphanages, both revealing significant delays in 
older children (6–12 years; Eapen, 2009; Escueta et al., 2014). Based on the cur-
rent study, we must conclude that such delays are also found in younger children 
in Indian institutions.

The children in our study did not recover from their physical and cognitive delays 
after more than 1 year of institutional care. This is in stark contrast to children who 
are removed from institutions to adoptive or foster family care. Immediate and mas-
sive catch-up of developmental delays after children’s placement in family care has 
been noted in a large number of studies and in meta-analyses (e.g., Nelson et al., 
2007; Van den Dries et al., 2010; Van IJzendoorn et al., 2007; Van IJzendoorn & 
Juffer, 2006).

3.2  Stabilization of Delays?

One should of course keep in mind that most children enter institutional care with 
large delays, because they are orphaned or come from poor, deprived families. 
Childhood malnutrition is common in India. In a large population study on 1941 
children’s nutritional status in the slums of Mumbai (India), Das et al. (2012) found 
high rates of underweight (35%) and stunted growth (47%) in children under 5. 
Many children in our study came from extremely difficult backgrounds, indicating 
that they may have had significant delays when they entered institutional care. 
Adequate child and healthcare facilities may ameliorate at least some of the physi-
cal growth delays (e.g., Kapavarapu et al., 2012).

However, in our study there were no signs of catch-up when children were 
assessed again after more than a year in the institution. Similarly, the correlations 
between the time the children had been in the institution (on average 12 months) and 
the anthropometric and cognitive indices were not significant (see Table  14.2). 
Findings from the BEIP study (see Sect. 1; Nelson, Fox, & Zeanah, 2014) also illu-
minate the immense differences between children randomized to prolonged institu-
tionalization versus foster care, with the latter children showing remarkable 
recovery, in contrast to the children who remained in institutional care.
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3.3  Daily Life Experiences of Structural Neglect

The spot observations of this study shed a sharp light on the appalling daily experi-
ences of toddlers living in an Indian orphanage. Children clearly miss out on oppor-
tunities for interaction and play, while they are left on their own for most of the 
time. In other words, these children seem to “(…) suffer from ‘structural neglect’ 
which may include minimum physical resources, unfavorable and unstable staffing 
patterns, and social-emotionally inadequate caregiver-child interactions” (Van 
IJzendoorn et al., 2011, p. 8). The observations in the current study indeed point to 
experiences of structural neglect and sustained traumatization within a highly regi-
mented, child-unfriendly structure of child care. A larger contrast to sensitive care – 
perceiving the child’s behavior and emotions accurately and responding to what the 
child needs in an adequate way (Ainsworth, Blehar, Waters, & Wall, 1978; Bowlby, 
1982) – is hardly conceivable.

Many factors may contribute to the structural neglect in orphanages. Large 
groups, suboptimal caregiver-child ratios, high rates of staff turnover, and lack of 
education in caregivers may be some of the reasons for the insufficient child care. 
Also, it is hard to change caregiver practices in institutional care (e.g., Groark et al., 
2005; McCall, Van IJzendoorn, Juffer, Groark, & Groza, 2011). In Taneja et al.’s 
(2002) intervention study in an Indian orphanage (see Sect. 1), children clearly prof-
ited from a daily structured play intervention. However, in their follow-up study, 
Taneja, Aggarwal, Beri, and Puliyel (2005) reported that the caregivers lost their 
interest and returned to their mechanical routine of cleaning and feeding the chil-
dren. To resume the intervention, a play therapist had to be recruited.

3.4  Recommendation for Practice

Empirical research has convincingly shown that young children’s development is 
seriously jeopardized in institutional care, resulting in profound delays in virtually 
every area of their functioning (e.g., McCall et  al., 2011; Miller, 2005; Rutter, 
Sonuga-Barke, & Castle, 2010; Smyke et al., 2007; Van IJzendoorn et al., 2011). 
Our study extends this literature because of its focus on India: studies on young 
children growing up in institutional care in Indian orphanages are scarce. Based on 
the empirical evidence, institutional care for young children in India should be 
replaced by options of family care such as kinship care, foster care, domestic adop-
tion, or – as a last option – international adoption (Bakermans-Kranenburg et al., 
2012; Dozier et  al., 2014; Forber-Pratt, Loo, Price, & Acharya, 2013; Groza & 
Bunkers, 2014; Groza et al., 2003; Riley-Behringer, Groza, Tieman, & Juffer, 2014).

Based on our findings and evidence from comparable studies, we conclude that 
children in institutional care show profound developmental delays, while young 
children’s daily life experiences in orphanages must be qualified as structural 
neglect. Against the background of the UN Convention on the Rights of the Child, 
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one cannot but conclude that children in orphanages should be taken into 
good- enough family care as soon as possible to break the cycle of sustained trauma-
tization and enable them to recover from their developmental delays.

Questions for Discussion
 1. Taneja’s intervention studies (see Sect. 3.3) showed that it is hard to change care-

giver practices in institutional care. Reflect on the reasons why it would be dif-
ficult to change child care in children’s homes, and take into account the empirical 
evidence on efforts to intervene in institutional care practices (Bakermans- 
Kranenburg, Van IJzendoorn, & Juffer, 2008; St.Petersburg USA Orphanage 
Research Team, 2008).

 2. Discuss the two options of either improving institutional care or offering good- 
enough family care to children (kinship care, foster, and adoptive families). 
Include the perspective of the child’s best interest in your discussion.

 3. The international organization Better Care Network gives the advice not to volunteer 
in children’s homes (see http://www.bettercarenetwork.org/bcn-in-action/better-vol-
unteering-better-care/activities-and-outputs/orphanage-volunteering- why-to-
say-no). How does this advice relate (or not) to the findings of this chapter?

Acknowledgments We would like to thank children and staff of the children’s home, and the 
assistance of Eline Baarda, Reshni Balkaran, Lieneke Jooren, Maartje Luijk, Eva Niemeijer, Lindy 
Noord, Jolien van der Graaff, Sanneke van der Geest, Vera van Leeuwen, and Janneke van 
Wingerden. We gratefully acknowledge the support of the Netherlands Organization for Scientific 
Research (Spinoza, MHvIJ) and the European Research Council (ERC AdG, MJBK), as well as 
the Gravitation program of the Dutch Ministry of Education, Culture, and Science and the 
Netherlands Organization for Scientific Research (NWO grant number 024.001.003).

References

Ainsworth, M. D. S., Blehar, M. C., Waters, E., & Wall, S. (1978). Patterns of attachment. A psy-
chological study of the strange situation. Hillsdale, NJ: Lawrence Erlbaum.

Bakermans-Kranenburg, M. J., Bunkers, K. M., Dobrova-Krol, N. A., Engle, P., Fox, N. A., Gamer, 
G., … The Leiden Conference. (2012). The development and care of institutionally reared chil-
dren. Child Development Perspectives, 6(2), 174–180. doi: 10.1111/j.1750-8606.2011.00231.x.

Bakermans-Kranenburg, M.  J., Van IJzendoorn, M. H., & Juffer, F. (2008). Earlier is better: A 
meta-analysis of 70 years of intervention improving cognitive development in institutional-
ized children. Monographs of the Society for Research in Child Development, 73(3), 279–293. 
doi:10.1111/j.1540-5834.2008.00498.x.

Bowlby, J. (1982). Attachment and loss. Vol. 1: Attachment (2nd ed.). New York, NY: Basic Books.
Das, S., Bapat, U., More, N. S., Alcock, G., Fernandez, A., & Osrin, D. (2012). Nutritional status 

of young children in Mumbai slums: A follow-up anthropometric study. Nutrition Journal, 
11(100), 1–9. doi:10.1186/1475-2891-11-100.

Daunhauer, L. A., Bolton, A., & Cermak, S. A. (2005). Time-use patterns of young children insti-
tutionalized in Eastern Europe. Occupation Participation and Health, 25(1), 33–40.

Dobrova-Krol, N. A., Bakermans-Kranenburg, M. J., Van IJzendoorn, M. H., & Juffer, F. (2010). 
The importance of quality of care: Effects of perinatal HIV infection and early institutional rear-
ing on preschoolers’ attachment and indiscriminate friendliness. Journal of Child Psychology 
& Psychiatry, 52(12), 1368–1376.

F. Juffer et al.

http://www.bettercarenetwork.org/bcn-in-action/better-volunteering-better-care/activities-and-outputs/orphanage-volunteering-why-to-say-no
http://www.bettercarenetwork.org/bcn-in-action/better-volunteering-better-care/activities-and-outputs/orphanage-volunteering-why-to-say-no
http://www.bettercarenetwork.org/bcn-in-action/better-volunteering-better-care/activities-and-outputs/orphanage-volunteering-why-to-say-no
http://dx.doi.org/10.1111/j.1750-8606.2011.00231.x
http://dx.doi.org/10.1111/j.1540-5834.2008.00498.x
http://dx.doi.org/10.1186/1475-2891-11-100


319

Dobrova-Krol, N. A., van IJzendoorn, M. H., Bakermans-Kranenburg, M. J., Cyr, C., & Juffer, F. 
(2008). Physical growth delays and stress dysregulation in stunted and non-stunted Ukrainian 
institution-reared children. Infant Behavior and Development, 31(3), 539–553. doi:10.1016/j.
infbeh.2008.04.001.

Dobrova-Krol, N. A., van IJzendoorn, M. H., Bakermans-Kranenburg, M. J., & Juffer, F. (2010). 
Effects of perinatal HIV infection and early institutional rearing on physical and cognitive 
development of children in Ukraine. Child Development, 81(1), 237–251.

Dozier, M., Kaufman, J., Kobak, R., O’Connor, T. G., Sagi-Schwartz, A., Scott, S., … Zeanah, 
C. H. (2014). Consensus statement on group care for children and adolescents: A statement of 
policy of the American Orthopsychiatric Association. American Journal of Orthopsychiatry, 
84(3), 219–225. doi: 10.1037/ort0000005.

Eapen, D.  J. (2009). Institutionalized children: The underprivileged. International Journal of 
Nursing Practice, 15(5), 349–352. doi:10.1111/j.1440-172X.2009.01785.x.

Escueta, M., Whetten, K., Ostermann, J., O’Donnell, K., & The Positive Outcomes for Orphans 
Research Team. (2014). Adverse childhood experiences, psychosocial well-being and cogni-
tive development among orphans and abandoned children in five low income countries. BMC 
International Health and Human Rights, 14(6), 1–13. doi:10.1186/1472-698x-14-6.

Forber-Pratt, I. A., Loo, S., Price, S., & Acharya, J. (2013). Foster care in India: An exploratory 
survey of the community perceptions and prospects for implementation of foster care in a 
developing nation: A study in Udaipur, Rajasthan, India. Children and Youth Services Review, 
35(4), 694–706. doi:10.1016/j.childyouth.2013.01.002.

Groark, C. J., McCall, R. B., Fish, L., & The Whole Child International Evaluation Team. (2011). 
Characteristics of environments, caregivers, and children in three Central American orphan-
ages. Infant Mental Health Journal, 32(2), 232–250. doi:10.1002/imhj.20292.

Groark, C. J., Muhamedrahimov, R. J., Palmov, O. I., Nikiforova, N. V., & McCall, R. B. (2005). 
Improvements in early care in Russian orphanages and their relationship to observed behaviors. 
Infant Mental Health Journal, 26(2), 96–109. doi:10.1002/imhj.20041.

Groza, V., & Bunkers, K. M. (2014). Adoption policy and evidence-based domestic adoption prac-
tice: A comparison of Romania, Ukraine, India, Guatemala, and Ethiopia. Infant Mental Health 
Journal, 35(2), 160–171. doi:10.1002/imhj.21439.

Groza, V., Kalyanvala, R., Boyer, S., Nedelcu, C., & The Bharatiya Samaj Seva Kendra Research 
Team. (2003). Indian families adopting Indian children. Indian Journal of Social Work, 64(1), 
93–113.

Johnson, D.  E., & Gunnar, M.  R. (2011). Growth failure in institutionalized chil-
dren. Monographs of the Society for Research in Child Development, 76(4), 92–126. 
doi:10.1111/j.1540-5834.2011.00629.x.

Johnson, D. E., Guthrie, D., Smyke, A. T., Koga, S. F., Fox, N. A., Zeanah, C. H., & Nelson, C. A. 
(2010). Growth and associations between auxology, caregiving environment, and cognition 
in socially deprived Romanian children randomized to foster vs. ongoing institutional care. 
Archives of Pediatrics and Adolescent Medicine, 164(6), 507–516.

Juffer, F., Palacios, J., LeMare, L., Sonuga-Barke, E., Tieman, W., Bakermans-Kranenburg, M. J., 
… Verhulst, F. (2011). Development of adopted children with histories of early adversity. 
Monographs of the Society for Research of Child Development, 76(4), 31–61.

Kapavarapu, P. K., Bari, O., Perumpil, M., Duggan, C., Dinakar, C., Krishnamurthy, S., … Shet, 
A. (2012). Growth patterns and anaemia status of HIV-infected children living in an insti-
tutional facility in India. Tropical Medicine and International Health, 17(8), 962–971. doi: 
10.1111/j.1365-3156.2012.03022.x.

McCall, R. B., Van IJzendoorn, M. H., Juffer, F., Groark, C. J., & Groza, V. K. (2011). Children 
without permanent parents: Research, practice, and policy. Monographs of the Society for 
Research in Child Development, 76(4), 1–318.

Miller, L., Chan, W., Comfort, K., & Tirella, L. (2005). Health of children adopted from Guatemala: 
Comparison of orphanage and foster care. Pediatrics, 115(6), E710–E717. doi:10.1542/
peds.2004-2359.

14 Structural Neglect in Orphanages…

http://dx.doi.org/10.1016/j.infbeh.2008.04.001
http://dx.doi.org/10.1016/j.infbeh.2008.04.001
http://dx.doi.org/10.1037/ort0000005
http://dx.doi.org/10.1111/j.1440-172X.2009.01785.x
http://dx.doi.org/10.1186/1472-698x-14-6
http://dx.doi.org/10.1016/j.childyouth.2013.01.002
http://dx.doi.org/10.1002/imhj.20292
http://dx.doi.org/10.1002/imhj.20041
http://dx.doi.org/10.1002/imhj.21439
http://dx.doi.org/10.1111/j.1540-5834.2011.00629.x
http://dx.doi.org/10.1111/j.1365-3156.2012.03022.x
http://dx.doi.org/10.1542/peds.2004-2359
http://dx.doi.org/10.1542/peds.2004-2359


320

Miller, L.  C. (2005). Handbook of international adoption medicine: A guide for physicians, 
parents, and providers. New York, NY: Oxford University Press.

Miller, L. C., Chan, W., Litvinova, A., Rubin, A., Tirella, L., & Cermak, S. (2007). Medical diag-
noses and growth of children residing in Russian orphanages. Acta Paediatrica, 96(12), 1765–
1769. doi:10.1111/j.1651-2227.2007.00537.x.

Nelson, C. A., Fox, N. A., & Zeanah, C. H. (2014). Romania’s abandoned children. Deprivation, 
brain development, and the struggle for recovery. London, UK: Harvard University Press.

Nelson, C. A., Zeanah, C. H., Fox, N. A., Marshall, P. J., Smyke, A. T., & Guthrie, D. (2007). 
Cognitive recovery in socially deprived young children: The Bucharest early intervention proj-
ect. Science, 318(5858), 1937–1940. doi:10.1126/science.1143921.

Riley-Behringer, M., Groza, V., Tieman, W., & Juffer, F. (2014). Race and bicultural socialization 
in the Netherlands, Norway, and the United States of America in the adoptions of children 
from India. Cultural Diversity and Ethnic Minority Psychology, 20(2), 231–243. doi:10.1037/
a0035324.

Ruiter, S. A. J., Hoekstra, A. T., Van der Meulen, B. F., & Lutje Spelberg, H. C. (2005). BSID- 
II- NL, deel III: Niet-Verbale schaal [BSID-II Dutch version, Part III: Non-Verbal Scale]. 
Amsterdam, The Netherlands: Harcourt Test Publishers.

Rutter, M., Sonuga-Barke, E.  J. S., & Castle, J.  (2010). I.  Investigating the impact of early 
institutional deprivation on development: Background and research strategy of the English 
and Romanian Adoptees (ERA) study. Monographs of the Society for Research in Child 
Development, 75(1), 1–20.

Sloutsky, V. M. (1997). Institutional care and developmental outcomes of 6 and 7 year-old children: 
A contextualist perspective. International Journal of Behavioral Development, 20, 131–151.

Smyke, A. T., Koga, S. F., Johnson, D. E., Fox, N. A., Marshall, P. J., Nelson, C. A., … The BEIP 
Core Group. (2007). The caregiving context in institution-reared and family-reared infants 
and toddlers in Romania. Journal of Child Psychology and Psychiatry, 48(2), 210–218. doi: 
10.1111/j.1469-7610.2006.01694.x.

SOS Villages India. (2011). See  https://www.soschildrensvillages.ca/india-now-home-20-million- 
orphans-study-finds

St.Petersburg USA Orphanage Research Team. (2008). The effects of early social-emotional and  
relationship experience on the development of young orphanage children. Mono-
graphs of the Society for Research in Child Development, 73(3), 1–262. doi:10.1111/j. 
1540-5834.2008.00483.x.

Taneja, V., Aggarwal, R., Beri, R.  S., & Puliyel, J.  M. (2005). Not by bread alone proj-
ect: A 2  year follow-up report. Child Care Health and Development, 31(6), 703–706. 
doi:10.1111/j.1365-2214.2005.00563.x.

Taneja, V., Sriram, S., Beri, R.  S., Sreenivas, V., Aggarwal, R., Kaur, R., & Puliyel, J.  M. 
(2002). ‘Not by bread alone’: Impact of a structured 90-minute play session on develop-
ment of children in an orphanage. Child Care Health and Development, 28(1), 95–100. 
doi:10.1046/j.1365-2214.2002.00246.x.

Tellegen, P., & Laros, J. (1993). The construction and validation of a nonverbal test of intelligence: 
The revision of the Snijders-Oomen tests. European Journal of Psychological Assessment, 9, 
147–157.

Tellegen, P., Winkel, M., Wijnberg-Williams, B., & Laros, J. (2003). Snijders-Oomen niet-verbale 
intelligentietest. SON-R 2½-7. Handleiding en verantwoording. Amsterdam, The Netherlands: 
Boom.

Tirella, L.  G., Chan, W., Cermak, S.  A., Litvinova, A., Salas, K.  C., & Miller, L.  C. (2008). 
Time use in Russian baby homes. Child Care Health and Development, 34(1), 77–86. 
doi:10.1111/j.1365-2214.2007.00766.x.

Van den Dries, L., Juffer, F., van IJzendoorn, M. H., & Bakermans-Kranenburg, M.  J. (2010). 
Infants’ physical and cognitive development after international adoption from foster care or 
institutions in China. Journal of Developmental and Behavioral Pediatrics, 31(2), 144–150. 
doi:10.1097/DBP.0b013e3181cdaa3a.

F. Juffer et al.

http://dx.doi.org/10.1111/j.1651-2227.2007.00537.x
http://dx.doi.org/10.1126/science.1143921
http://dx.doi.org/10.1037/a0035324
http://dx.doi.org/10.1037/a0035324
http://dx.doi.org/10.1111/j.1469-7610.2006.01694.x
https://www.soschildrensvillages.ca/india-now-home-20-million-orphans-study-finds
https://www.soschildrensvillages.ca/india-now-home-20-million-orphans-study-finds
http://dx.doi.org/10.1111/j.1540-5834.2008.00483.x
http://dx.doi.org/10.1111/j.1540-5834.2008.00483.x
http://dx.doi.org/10.1111/j.1365-2214.2005.00563.x
http://dx.doi.org/10.1046/j.1365-2214.2002.00246.x
http://dx.doi.org/10.1111/j.1365-2214.2007.00766.x
http://dx.doi.org/10.1097/DBP.0b013e3181cdaa3a


321

Van der Meulen, B. F., Ruiter, S. A. J., Lutje Spelberg, H. C., & Smrkovský, M. (2004). Bayley scales 
of infant development-II-NL. Handleiding [BSID-II Dutch version, Manual]. Amsterdam, The 
Netherlands: Harcourt Test Publishers.

Van IJzendoorn, M. H., Bakermans-Kranenburg, M. J., & Juffer, F. (2007). Plasticity of growth 
in height, weight and head circumference: Meta-analytic evidence of massive catch-up after 
international adoption. Journal of Developmental and Behavioral Pediatrics, 28, 334–343.

Van IJzendoorn, M. H., & Juffer, F. (2006). The Emanuel Miller memorial lecture 2006: Adoption 
as intervention. Meta-analytic evidence for massive catch-up and plasticity in physical, socio- 
emotional, and cognitive development. Journal of Child Psychology and Psychiatry, 47, 1228–
1245. doi:10.1111/j.1469-7610.2006.01675.x.

Van IJzendoorn, M. H., Juffer, F., & Poelhuis, C. W. K. (2005). Adoption and cognitive develop-
ment: A meta-analytic comparison of adopted and nonadopted children’s IQ and school perfor-
mance. Psychological Bulletin, 131(2), 301–316. doi:10.1037/0033-2909.131.2.301.

Van IJzendoorn, M. H., Luijk, M., & Juffer, F. (2008). IQ of children growing up in children’s 
homes – A meta-analysis on IQ delays in orphanages. Merrill-Palmer Quarterly-Journal of 
Developmental Psychology, 54(3), 341–366.

Van IJzendoorn, M. H., Palacios, J., Sonuga-Barke, E. J. S., Gunnar, M. R., Vorria, P., McCall, 
R.  B., … Juffer, F. (2011). Children in institutional care: Delayed development and resil-
ience. Monographs of the Society for Research in Child Development, 76(4), 8–30. doi: 
10.1111/j.1540-5834.2011.00626.x.

WHO (2016). World Health Organization Anthro calculator. Retrieved from http://www.who.int/
childgrowth/software/en/

Zeanah, C. H., Nelson, C. A., Fox, N. A., Smyke, A. T., Marshall, P., Parker, S. W., & Koga, S. 
(2003). Designing research to study the effects of institutionalization on brain and behavioral 
development: The Bucharest early intervention project. Development and Psychopathology, 
15(4), 885–907. doi:10.1017/s0954579403000452.

14 Structural Neglect in Orphanages…

http://dx.doi.org/10.1111/j.1469-7610.2006.01675.x
http://dx.doi.org/10.1037/0033-2909.131.2.301
http://dx.doi.org/10.1111/j.1540-5834.2011.00626.x
http://www.who.int/childgrowth/software/en/
http://www.who.int/childgrowth/software/en/
http://dx.doi.org/10.1017/s0954579403000452


323© Springer International Publishing AG 2017 
A.V. Rus et al. (eds.), Child Maltreatment in Residential Care, 
DOI 10.1007/978-3-319-57990-0_15

Chapter 15
Child Maltreatment and Prevention Practices 
in Chinese Orphanages

Xiaoyuan Shang and Karen R. Fisher

1  Introduction

By the end of 2012, around 109,000 children were in the guardianship of child wel-
fare institutions operated by Civil Affairs Departments in China (MCA, 2013). Most 
of them lived in the institutions, so the extent and prevention of maltreatment in this 
form of care is a significant policy question. This chapter examines the experience 
of children in government and nongovernment institutional care based on the 
authors’ empirical research and published and unpublished materials. It addresses 
the difficult questions about the extent of abuse and neglect within the institutions 
that are intended to protect them, the types and causes of maltreatment, and how 
social policy responds to these problems. The chapter examines child protection 
within child welfare institutions in three respects:

 1. It reviews the existing literature and materials from a historical perspective, 
including cases of child maltreatment reported in the past two decades and the 
findings about maltreatment from fieldwork for projects conducted by the 
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authors. A historical perspective is important because the past continues to influ-
ence current policies and practices in China.

 2. It examines the current policies and practices applied in the child welfare institu-
tions in China. Many of these policies were in response to the reported child 
maltreatment cases in the past two decades.

 3. It examines wider policy changes to which the maltreatment reports contributed. 
There is a policy shift toward a mixed welfare regime and from institutional to 
family-based care. This longer-term trend away from institutional care and its 
associated risks offers the greatest hope for preventing child maltreatment in 
institutions.

2  Children in Government and Other Welfare Institutions

At the end of 2007, China had about five million children with disabilities (Chen & 
Chen, 2008), 573,000 orphaned children, and 94,000 children in state care (Shang, 
2008b; Beijing Minzheng Xinxiwang, 2014). Most orphans in China are cared for 
within their extended family. Before 2015, China did not have a child protection 
system to remove children who were subject to abuse or neglect within their family. 
Only children without any family connections were eligible for state care, so they 
were generally children who had been orphaned, without other family members, or 
left in the care of the state without any way to trace their family members.

Most children living in state care have disabilities for several reasons. Chinese 
health and welfare systems generally do not provide free support except in some 
wealthier coastal areas. Some families decide that the only way their child can 
receive the care they need is if they are left in state care, so they leave their children 
where they can be found by the state (Shang & Fisher, 2014). Like other countries, 
alternatives to state care are more likely to be found for children without disabilities. 
If children come into state care, most are adopted, nationally or internationally, but 
children with disabilities or infectious diseases are the least likely to have this option 
(Shang & Fisher, 2014; Shang, 2008a).

2.1  Child Welfare System in China

In China, welfare for disadvantaged children was very limited before 2010. The 
main support was for children without any known family connections, almost all of 
which was in the form of institutional care. An international event that influenced 
improvements in China’s child welfare in the 1990s was the BBC investigative doc-
umentary, The Dying Rooms, about appalling conditions in some Chinese child 
institutions. The documentary triggered deep concerns from child welfare organiza-
tions throughout the world and from the Chinese government (Human Rights Watch, 
1996).
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In response to this and related investigations (Human Rights Watch, 1996), the 
state changed policies to allow donations to the welfare institutions and to permit 
international adoption (Shang & Fisher, 2014; Shang, 2008a). The state also 
increased funding for state child welfare institutions. Some institutions in poorer 
cities already had a history of foster care originally for financial reasons. Following 
the public outcry after The Dying Rooms, other major cities including Beijing and 
Shanghai, also accepted the internationally recognized benefits of family-based fos-
ter care as a better alternative to institutional care. Through these practices, foster 
care also became a method of preventing maltreatment in institutions.

These efforts of international organizations and the Chinese government have 
since radically changed the way state child welfare operates in China. Changes in 
policy, funding, and alternative care types have improved the quality and safety of 
care to children in the guardianship of state welfare institutions (Shang, 2008a). 
Currently, care for children in the guardianship of the state includes three main 
forms. The predominant practice remains institutional care, supplemented with for-
mal foster care in the community arranged by the institution, and family-like group 
care within institutions. Two-thirds of children in state care live in the state child 
welfare institutions (Beijing Minzheng Xinxiwang, 2014). The remainder lives in 
foster care arranged by the institution or the local civil affairs department. The 
guardianship of children living in state care is held by the local state child welfare 
institution, irrespective of whether they live in the institution or in foster care.

Some nongovernment child welfare institutions also care for children. According 
to the 2013 survey data of the Ministry of Civil Affairs (MCA), 878 individuals or 
nongovernment organizations received orphans nationally, including over 500 reli-
gious organizations, and cared for 9394 orphans (Xu, 2013). The survey data of the 
MCA showed the positive contribution of the civil sector in accommodating chil-
dren but also revealed challenges for the government to protect the safety and inter-
ests of the children. Examples are described in this chapter.

2.2  Defining Child Maltreatment in China

The definition of maltreatment in each country is based on the local history, culture, 
and custom. In Chinese institutions, neglect is more common than other forms of 
maltreatment due to regulations about standards, although the findings in this chap-
ter demonstrate a wide range of maltreatment. Unfortunately, even neglect results in 
serious harm or death for some children in care. The Chinese government does not 
have a legal definition of child maltreatment, so in this research, we shall use an 
international definition.

The International Society for the Prevention of Child Abuse and Neglect 
(ISPCAN) compared definitions of child abuse from 58 countries and found some 
commonality in what were considered abusive behaviors to children (Bross, 
Miyoshi, Miyoshi, & Krugman, 2000). The WHO Consultation on Child Abuse 
Prevention (1999: p. 15) drafted the following definition:
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Child abuse or maltreatment constitutes all forms of physical and/or emotional ill- treatment, 
sexual abuse, neglect or negligent treatment or commercial or other exploitation, resulting 
in actual or potential harm to the child’s health, survival, development or dignity in the 
context of a relationship of responsibility, trust or power.

3  Past Maltreatment in Institutions

The Chinese government does not collect data on child maltreatment in institutions. 
Instead, the rest of the chapter addresses two research questions based on the policy 
reviews and fieldwork conducted by the authors (Shang, 2008a; Shang & Fisher, 
2014, 2016, 2017). Professor Shang has been conducting empirical research about 
child institutions since the 1990s. The research includes policy analysis and inter-
views with staff and young people who had grown up in institutions (all names are 
pseudonyms). They were asked about their experiences of maltreatment in institu-
tions. What was the extent and type of child maltreatment in Chinese institutions? 
And what were the policy and practice responses to prevent maltreatment 
institutions?

Past maltreatment included extreme levels of neglect in under-resourced or 
unregulated state and nongovernment institutions, practices in institutions that 
would now be considered maltreatment, and physical and emotional abuse reported 
by children and young people who grew up in institutional care.

3.1  Neglect in Child Welfare Institutions

In the 1990s, the mortality rate and living conditions of children in Chinese state 
child welfare institutions shocked the world through the BBC documentary (Human 
Rights Watch, 1996). Many abandoned children, mostly healthy girls, who were 
living in state child welfare institutions, died of poor care or lack of medical treat-
ment. At that time, the death rate was 50–72% in some welfare institutions (Human 
Rights Watch, 1996).

The high mortality rate was due to policy decisions that provoked increases in 
the number of children in state care. Before 1992, the policy of state child welfare 
institutions was to prioritize domestic adoption for most of the children in their care. 
As a result, only a few thousand children lived in the care of state in the 1980s. 
However, at the end of the 1980s and early 1990s, the strict application of the family 
planning policy permitted each family to have one child for urban residents and two 
for rural residents. Parents who gave birth and kept any children above the quota 
would be fined heavily, which sharply increased the number of abandoned children 
in certain areas. At the same time, changes to the Adoption Law in 1992 set much 
stricter criteria for domestic adoption.
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With these two policy changes, institutions in some parts of China became 
responsible for a larger number abandoned children yet fewer adoptive families 
were eligible to accept them. These institutions did not have adequate financial or 
staff resources to care for these babies, which resulted in many babies dying from a 
lack of adequate care and medical services. For example, an institution director told 
Professor Shang that during that time, the institution accepted nearly 1000 babies 
each year. At the peak, she saw 11 abandoned babies at the front gate of her institu-
tion at the same time, and she had no means to find enough space or staff to care for 
any of them. Policy responses to these extreme pressures are described later in the 
chapter.

In addition to neglect in state institutions, neglect in nongovernment institutions 
was also revealed, including recent problems. An example was in Lankao, Henan, 
Province in 2013, where seven children died in a fire. One woman and an adult with 
disabilities cared for seven children and young people aged between 7 months and 
20 years, most of whom had disability support needs. Although responsibility for 
the tragedy was widely debated, it was clear that serious neglect was the reason they 
died. The nongovernment care was run by an individual woman who had no legal 
guardianship and had raised more than 100 orphans since 1986. Local authorities 
were in the practice of referring newly found children to her care, despite the obvi-
ous risk that her facility did not meet any minimum safety standards for raising 
children in group care (China Youth Newspaper, 2013). The event led to practice 
change to more strictly follow the policy that prohibits this type of informal care 
facilities from taking in children (Shang & Fisher, 2017).

3.2  Institutional Practices of Maltreatment

In addition to the gross neglect risking death described above, some accepted prac-
tices within institutions would now also be considered maltreatment. Some of them 
have been addressed by subsequent policy and practice change. Two examples here 
are naming practices that removed the identity of children and forced sterilization of 
girls and young women with disabilities.

Until the 1980s, most state institutions named children in state care with politi-
cally related surnames or numbers. The family name of most of the children when 
they came into care was unknown because they were anonymously left at the gate 
of the institution or found by a member of the community. In these circumstances, 
many institutions gave them a nationalistic family surname when they entered state 
care, such as Dang (Party, implying they were children of the Communist Party), Fu 
(Welfare), or Guo (Country). At the time, the practice of naming them this way was 
intended as an honor, but the effect was to label the children as orphans without 
families, attracting stigma during their childhood and adulthood. In addition, some 
children, especially children with disabilities, were also only called by a nickname 
rather than their real given first name, or they were only named with a number 
instead of a given name.
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The young people in the authors’ research recounted how during their teenage 
years, the surname Dang was a source of shame, because it indicated they were 
raised in an institution rather than a family (Shang & Fisher, 2017). They tried to 
evade acknowledging the origins of their surname, by claiming it was a different 
“Dang” surname. In contrast to children growing up in their family environment, 
they viewed their surname as a source of shame. For example, Jin, a young man who 
grew up at the welfare institution and still lived there said:

While speaking to my clients [at the massage clinic], they might ask me “Doesn’t the sur-
name of ‘Dang’ suggest children raised at Child Welfare Institution?” But I do not want 
them know I was an orphan, and I just say that there is a traditional Chinese family name 
‘Dang’, because I do not want them to view me as pitiful.

The practice of naming children with numbers started to cease in the 1980s in the 
better institutions. However, the practice of naming children with Dang, Fu, or Guo 
still continues in some parts of China. For example, children in state care in Beijing 
were not given a usual Chinese surname until 2012. In the 2010s, more institutions 
stopped the practice, with the expectation that the Ministry of Civil Affairs (MCA) 
would otherwise have to regulate against it (Heilongjiang News, 2012). These 
changes are consistent with more recent Chinese government attempts to uphold 
children’s rights, including that the names of children should not include the ele-
ments of discrimination, birth defects, political or religious meanings, or that could 
trace back to their identity as abandoned or orphaned children (Heilongjiang News, 
2012).

The second example of institutionalized maltreatment was forcibly sterilizing 
girls and young women with disabilities. In 2005, the media reported that two girls 
with disabilities were sterilized in the state child welfare institution in Nantong. The 
investigation and court action against the institution director revealed that this had 
been a common practice since 1980s (Nanfang Dushibao, 2005). The legality and 
ethics of the practice were debated during the court action. The lawyer for the insti-
tution argued that the practice was accepted internationally, their disabilities meant 
that the girls could not look after themselves, they felt pain during their periods, and 
they would not be able to marry, so the operation was in their interests and should 
be an accepted practice. The court decision was that the girls were seriously harmed 
by the practice and the director of the institution was found guilty (Dongfang 
Zaobao, 2005).

3.3  Physical and Emotional Abuse in Institutions

The young people who had grown up in institutions also spoke about maltreatment 
during their childhood, which included violence, loss of relationships, and discrimi-
nation (Shang & Fisher, 2017). Many of the young people said they had experienced 
violence living in an institution. They said the violence took place when they were 
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young and no longer happened once they grew up, because when they were bigger, 
they could fight back.

At a focus group, while talking about whether they experienced physical vio-
lence from institution staff, all the children became agitated and said they had been 
beaten or scolded by staff. They said that when they refused to help the workers with 
the chores, they were beaten and ordered to stand on their knees outside or run out-
side in the rain as a punishment. They said these forms of physical punishment were 
used because officially physical punishment was prohibited. A young woman named 
Ming said that once she would not help a worker do chores and just stayed on the 
bed, ignoring her requests. The woman kept urging her, and she quarreled with the 
woman, until the worker kicked her painfully. When a teacher at the institution 
heard the story, she sent her to be checked by the doctor.

Luo, a 23-year-old man, had lived in an institution when he was very young, then 
moved to foster care where he had many positive memories. His said his worst 
experience in institutional care was being denied breakfast as punishment:

When I was young, I used to be denied breakfast if I wet the bed. Somehow I kept wetting 
the bed, and the teachers refused to give me food. But older children offered me some food.

Such maltreatment experiences affected their emotional development as observed 
by the researchers, including strongly self-protective behavior and violence and 
abusive name-calling toward each other and the workers. For example, Zhong, a 
26-year-old man, spoke about being physically punished in childhood, which led to 
him beating other children:

The staff disciplined us strictly … sometimes improperly. They might beat or physically 
punish children. Some children even had broken bones or other physical injuries … Shortly 
after we arrived at the welfare institution they disciplined us in a harsh way in order to 
effectively control us. The physical punishment was severe, and the impact on children was 
negative. For example, children were denied dinner or were beaten or scolded … So we 
were both bullied by older children and disciplined by the woman staff, facing dual pres-
sures. In a word, we were not very happy there.

Zhong said he too used to beat younger children, replicating his own experience 
as a younger child. But he said that when he was influenced by a teacher, he stopped 
beating younger children:

We had a teacher … who bought educational books, particularly books written by American 
or UK education experts. I read some of the books, and abandoned the habit of beating other 
children. Instead, I began to oppose beating children. I no longer believed beating was an 
effective way of disciplining them.

Formal foster families managed by welfare institutions are also prohibited from 
physically punishing children; otherwise they become disqualified from caring for 
a foster child. No young people who had grown up in foster care mentioned being 
physically punished in their foster family. Instead, the worst experiences of young 
people who had lived in foster families were associated with lost affectionate rela-
tionships with the families, particularly when they were forcibly removed from the 
family, with whom they had formed family-like relationships. Some children were 
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transferred back to the welfare institutions from the foster families due to policy 
requirements for their later care.

One example was Hen who was aged 23 years at the time of the research. He had 
moved between institutional care, foster care, and back to institutional care. At the 
age of 14 years, Hen was transferred from the foster family where he had lived since 
he was 4 years old, back to the institution. Initially, Hen was not accustomed to the 
institutional environment. Everything in the institution was unfamiliar, and he felt 
the loss of his family. He vividly described the contrast:

Previously, all my family members sat around table, having dinner. But now [at the institu-
tion] a group of children sit in row, having a small dinner and stopping even if we do not 
feel full. At the beginning, I felt very strongly homesick, but I never told the other children 
about my bad feelings. My parents visited me several times, but the stipulation of the insti-
tution prohibited frequent visiting. One year, they picked me up to celebrate the Spring 
Festival at home … All in all, everything started over. I felt like a chess piece placed by 
others at will.

This feeling of loss when relationships were broken by administrative decisions 
was also shared by young people who had grown up in family groups within institu-
tions. In one institution, all the young people in care participating in the research 
grew up in small family groups and treated each other as siblings within the group. 
Li, a 21-year-old man, recounted that when a younger child he looked after at the 
welfare institution was adopted internationally, Li never saw the child again. He 
said he would always feel pain from this loss:

In my childhood, some older children were charged to look after younger children. I looked 
after a child much younger than me. He made a strong impression on me. But he was taken 
out of the country … He was basically brought up by me, and I was responsible for his 
clothing and dinner. So I felt heartbroken when he was taken away.

These examples give a flavor of the types of direct and indirect child maltreat-
ment in child institutions in China, many of which are likely to have been repeated 
in the lives of other children in institutional care. Most of the examples are from past 
experiences. Evidence about recent or current maltreatment is not available due to 
the poor accountability and closed environment of Chinese government and non-
government child institutions.

4  Policy Changes to Protect Children in Institutions

Since these reports of maltreatment, the Chinese government has responded with 
various policy changes to improve the quality of support for children not in the care 
of their family, whether in state or nongovernment care. The main changes are about 
resources, supervision, and functions of institutions and the development of family- 
based care as an alternative to institutional care.
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4.1  Redressing Policy Neglect

Many maltreatment cases reported from the past 20 years were the result of policy 
neglect, in the form of insufficient resources or marginalizing the rights of children 
in care. The high mortality rate reported in the 1990s was due to insufficient finan-
cial and staff resources for institutions, in combination with their responsibility for 
more children. Resources for staffing and facilities increased in the 2000s, which 
remedied the worst of these conditions. Perversely in some areas, the new resources 
also encouraged the re-institutionalization of children to justify the continued oper-
ation of the institution. An example was the distressed young man, Hen above, 
forced to return to the institution, after he had the benefit of living in foster care 
during the time when the institution had relied on foster care to stretch the limited 
financial resources.

In the past two decades, the concept of child rights has gradually gained greater 
acceptance in China, both within the government and in the wider community. 
Some common practices in the institutions became unacceptable when seen through 
a children’s rights framework, such as the naming, forced sterilization, and physical 
punishment described earlier by the young people.

More broadly, the Chinese government has accepted a shift toward a mixed wel-
fare system, which has the effect of spreading responsibility for alternative care of 
children without known family members. It means that financial support for welfare 
institutions can be shared between government and other sources. For example, in 
the past, state institutions could not accept donations, but now they are encouraged 
to seek them from local donors and businesses (Shang, 2001). In addition, state 
institutions can now contract with nongovernment organizations to care for chil-
dren, whereas in the past such nongovernment organizations were merely tolerated 
by ignoring their presence (Shang, 2008a). Similarly, some institutions are now 
accepting a small number of self-funded children with disabilities to board at the 
institution, so that they can receive medical and therapeutic interventions otherwise 
not available to them (Shang, 2008a).

The purpose of state guardianship and state care are also gradually changing in 
China. Originally, state care was for children who were orphaned and who did not 
have known extended families to care for them. As described above, as family plan-
ning and adoption became stricter and access to public disability and medical inter-
ventions waned during the economic reforms in the 1990s, more children with 
disabilities were left in state care by their families who did not have other choices to 
support their children.

In wealthier areas, these policy driven causes for children ending up in state care 
have decreased as the public health and welfare systems improve; the causes for the 
deaths of parents have decreased (accidents and illness); domestic adoption laws 
have improved; and parents can be supported to care for their own children with 
adequate health and welfare support (Shang & Fisher, 2016). For example from 
2010, all children who are orphaned are entitled to income support through a 
national orphan allowance, which makes it more feasible for children to continue to 
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live with their extended families, where the allowance is implemented (General 
Office of the State Council, 2010).

The functions of child welfare institutions in richer cities in China are now 
changing toward that of high-income countries. Institutions continue to hold guard-
ianship for state wards, but they are more likely to arrange national or international 
adoption or other forms of family-based care for children in their care. In addition, 
some institutions are providing free or low-cost support to the families of children 
with disabilities so they are not forced to abandon their children to get the support 
they need. Other institutions are becoming involved in wider child protection sup-
port for children experiencing maltreatment in their families. In the long term, it is 
foreseeable that institutions will become administrative centers that house few or no 
children. Examples of this already exist, such as in Daxing, a rural area of Beijing 
(Shang & Fisher, 2017; Shang, 2008a).

4.2  Care Outside an Institution

A fundamental shift away from maltreatment in institutions has been to avoid insti-
tutional care altogether by developing family-based alternatives. Like most coun-
tries, the main methods are to reunite the child with their family or arrange permanent 
adoptive families. These methods have effectively stemmed the increase in the total 
number of children cared for by the state, as well as the proportion of children in 
institutions (Shang & Fisher, 2014).

Some children who continue to live in care now also have alternatives such as 
family group care within the institution, where a housemother cares for a group of 
children to build sibling-like relationships. Other children live with foster families 
in the community, supervised by the institution. The Standing Committee of the 
State Council passed the Opinions on Strengthening Welfare Protection of Orphans 
2010, which recognized small group family care and foster care, but it did not posi-
tion these forms of alternative care as preferred types of care. In 2010, social wel-
fare institutions with foster care accounted for over 50% of all welfare institutions 
with children. Over 50% of orphans and children with disabilities in these institu-
tions were raised in foster families, and foster care became one of the primary 
approaches to the care of orphans who were in the guardianship of these institu-
tions. Although institutional care continues to be the dominant type of care and 
policy makers continue to favor it or family care units over foster care, a gradual 
process of deinstitutionalization continues.

Three management types of foster care have evolved – rural community-based 
foster care, urban community-based foster care, and urban discrete foster care. 
These types of foster care have been adapted to the local needs and resources in 
these areas. The variation between the types can be explained by differences in 
policy objectives about social inclusion, the approach to managing risks and harm 
to the children, and managing costs within a limited budget (Shang & Fisher, 2014).

X. Shang and K.R. Fisher



333

Among the three types, urban foster care offers the greatest opportunities for 
social inclusion. In this type, children live in regular urban families, attend local 
schools, and receive health-care services at local hospitals. Their family and com-
munity environment is the same as other children in their community. It contrasts 
with institutional care, which separates children from the community and incurs a 
high financial cost. Government control of the risks to children in foster care is more 
remote when compared to institutional care.

None of the approaches or adaptations completely addresses the disability ther-
apy needs of children with disabilities with high support needs. Some child welfare 
institutions have professional therapy in rural foster care and professional 
community- based foster care to respond to the large proportion of children with 
disabilities requiring alternative care.

In summary, in addition to adoption, depending on the location, children subject 
to state guardianship might be in alternative care ranging from institutional care to 
foster care. Family-based care has not yet become a dominant type of care in China. 
The extent of maltreatment in these different care types upon children’s lives as they 
become young adults has not been examined fully despite the different impact of 
each type of alternative care on the choices that will be available to them in the 
future.

5  Future Directions to Prevent Maltreatment in Institutions

The Chinese government’s attention to maltreatment in child welfare institutions 
has changed as it has engaged with international frameworks about children’s rights 
and good practice in alternative care. Three sets of policies have contributed to 
reducing child maltreatment in institutions. The first set is aimed at preventing chil-
dren coming into state care through improvements in the health and welfare system 
that support families to remain intact. These changes have been associated with 
economic development, which has enabled central and local governments to estab-
lish systems and allocate resources to ensuring the safety and support of children in 
their families.

The second set of policy changes was to prioritize permanent international and 
domestic adoption for children whose extended family could not be found and 
implementing foster care for remaining children who are not adopted. The policy 
effectively reduced the number of children growing up in child welfare institutions, 
thus reducing the incidence of maltreatment in institutions. The shift from institu-
tional care to foster care is not as widely implemented as would be expected accord-
ing to international guidelines, due to a lack of central government commitment to 
family-based care as the preferred form of care and also strong local vested interests 
in continuing institutional care. Most foster care remains supervised and monitored 
by the state child welfare institutions. This, in addition to the local community over-
sight, means that in most cases, the quality of care and the opportunity for maltreat-
ment within foster families are under close scrutiny. The intimate Chinese 

15 Child Maltreatment and Prevention Practices in Chinese Orphanages



334

government and local community structures mean that long-term foster care oper-
ates quite differently to programs in most developed countries, with maltreatment 
less likely to remain unnoticed (Shang, 2008a).

The most recent set of policies regulates alternative care provided by nongovern-
ment child welfare organizations. In the past, these arrangements have tended to be 
conveniently ignored, but now that a mixed welfare system is more established, the 
government has begun to encourage them and has responded to public criticism 
about unregulated quality of care.

Each of these sets of policy improvements is far from complete, particularly the 
implementation of the policies and changes to local practices to prioritize the inter-
ests of children. In addition, problems remain about a lack of mechanisms to moni-
tor staff behavior within institutions, apart from the generalized responsibility of 
institution management.

6  Summary

The state responsibility for orphans whose families cannot be found historically 
took the form of institutional care. The number of children in care rose during the 
implementation of strict policy criteria for family planning, adoption, and disman-
tling of the communist welfare state in the 1980–1990s. During that time, institu-
tions were severely under-resourced, maltreatment levels were extreme, and children 
were dying from neglect. Young people who grew up in care also reported physical 
and emotional abuse from practices such as physical punishment from staff despite 
rules against it, naming practices, forced sterilization, and loss of relationships from 
forced shifts between forms of care.

In more recent years, the Chinese government has implemented different types 
of policies that have the effect of reducing the incidence of maltreatment in institu-
tions. Support for children to live in their families and communities, such as 
improvements in the health and welfare systems, has had the effect of reducing the 
reasons they become state wards. If they do become state wards, the policies and 
practices also preference adoption, and now in some areas, they also prioritize 
family- based alternative care. The regulations about quality of care from nongov-
ernment carers are more likely to be implemented now, following scandals about the 
death of children in their care. Outstanding problems are how to implement the poli-
cies, particularly replacing institutional care, monitoring the behavior of staff, and 
ensuring nongovernment carers comply with regulations.

Questions for Discussion
 1. In the context of China as a large country with variation in policy implementa-

tion, how could we find out if children’s experiences of maltreatment have 
improved?

 2. The BBC documentary, The Dying Rooms, had a significant role influencing 
policy and practice change about maltreatment in institutions. Why do you think 
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it was so influential, and what would you make a documentary about to continue 
that impact?

 3. Children with disabilities are most likely to be in institutional care in China. 
What additional practices should be implemented to protect them from maltreat-
ment and respond to their needs?
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Chapter 16
Child Abuse and Neglect in Charitable 
Children’s Institutions in Uasin Gishu County, 
Kenya: A Challenge of Context

Paula Braitstein, Samuel Ayaya, David Ayuku, Allison DeLong, 
and Lukoye Atwoli

1  Introduction

In a slum of Eldoret, Kenya, Denis, aged 5, and his brother Robert, aged 3, took 
shelter for months with a stray dog in a pile of dirt into which they had dug a hole 
to get out of the rain. Their mother abandoned them; their father was an alcoholic 
and seemed to have forgotten that he had two young children who depended on him. 
Reported to the local children’s authorities, no action was taken until eventually a 
local orphanage was notified and they came and picked them up. The children were 
both extremely malnourished, their bellies bloated with worms. Denis had obvious 
evidence of having been raped, repeatedly.
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This chapter is based on a body of research, much of it already published, that 
seeks to understand optimal and cost-effective care environments for orphaned and 
vulnerable children and adolescents in the county of Uasin Gishu, in the beautiful 
western highlands of Kenya. With funding from the United States National Institutes 
of Child Health and Human Development (NICHD R01HD060478), the Orphaned 
and Separated Children’s Assessments Related to their (OSCAR) Health and Well- 
Being cohort was established in 2009 and is funded through 2020. The study con-
sists of nearly 2500 orphaned and separated children and adolescents, aged 18 years 
or less at enrollment into the study. Roughly half are living in 1 of 18 Charitable 
Children’s Institutions (CCIs) in Uasin Gishu, such as orphanages and rescue cen-
ters, and half are living in extended (usually biological) family environments in 1 of 
6 locations in the county (half rural, half peri-urban). The cohort also includes 100 
street-connected children and adolescents who continue to be followed today as a 
preliminary cohort of young people essentially representing a third model of care: 
self-care (Kamanda et al., 2013).

Using a combination of previously published and newly analyzed data plus 
examples from our research and personal experiences, we will reveal that child 
abuse and neglect in this region are serious and highly prevalent, multifactorial 
problems. We will illustrate how in this region, and in our study, children living in 
CCIs are generally healthier and happier than those living with extended family and 
have no additional risk of experiencing emotional, physical, or sexual abuse or 
neglect compared to them. We will further highlight the extreme levels of abuse, 
neglect, and exploitation among street-connected children and youth. Our specific 
objectives with this chapter are:

 1. To describe child abuse and neglect (emotional, physical, and sexual) among 
orphaned and vulnerable children and adolescents living in Charitable Children’s 
Institutions (CCIs) in Uasin Gishu County, Kenya.

 2. To compare the prevalence and incidence of child abuse and neglect (emotional, 
physical, and sexual) between orphaned and vulnerable children and adolescents 
living in CCIs with that reported by participants living in family-based environ-
ments and street-connected children and youth.

 3. To illustrate that child abuse and neglect are major social problems in Kenya and 
that functional and cost-effective child protection and care mechanisms are 
urgently required.

2  Historical and Socioeconomic Context

In Kenya, a confluence of events and historical, political, social, environmental, and 
economic factors have steadily contributed to perpetuating conditions of abject pov-
erty for generations of children growing up in the region. Between 1980 and 1990, 
the urban population in Kenya doubled, with most of the growth concentrated in 
Nairobi, the capital, and Mombasa, the second largest city, on the coast. Migration 

P. Braitstein et al.



339

from rural areas to urban centers increased dramatically during this period with 
poor families being further driven from their homes by landlessness, drought, and 
unemployment. A sprawling collection of slum settlements spread over the outskirts 
of Nairobi and other towns and cities. With thousands – now millions – of new 
urban slum dwellers, including a large number of single-parent households headed 
by women, the numbers of children living on the streets began to rise dramatically 
(Ayuku, Kaplan, Baars, & de Vries, 2004).

In the 1990s and most of the 2000s, Kenya was badly hit by the HIV/AIDS pan-
demic. Still in 2015, an estimated 36,000 people died of AIDS in Kenya, and 1.4 
million people are presently living with HIV in Kenya, of whom about half are 
receiving the lifesaving antiretroviral treatment (though with recently revised treat-
ment guidelines, this number should increase quickly). The AIDS epidemic created 
many generations of often highly stigmatized orphaned and vulnerable children. 
According to government estimates, there are approximately 660,000 children who 
have been orphaned by HIV/AIDS living in Kenya as of 2015 (UNAIDS, 2016).

Today, Eldoret is Kenya’s fifth largest city, approximately 350 kilometers north-
west of Nairobi. It is the capital of Uasin Gishu County, 1 of the 47 counties of 
Kenya. In 2010, Uasin Gishu was populated by approximately 900,000 individuals 
from 202,000 households, of whom about 42% are aged ≤14 years (CRA, 2013, 
2017). The majority of the county’s population (61%) still reside in rural areas 
(Kenya Open Data Project, 2011) compared to 68% of the population in the rest of 
Kenya and 77% in East Africa (UN Habitat, 2008). Approximately 51% of the pop-
ulation in Uasin Gishu live below the Kenyan poverty line (1562 Kenyan Shillings 
per person per month ~ $16 USD), roughly average in the country (Kenya Open 
Data Project, 2011). HIV prevalence in the region is almost exactly the national 
average, at around 5% among adults (National AIDS and STI Control Programme, 
2013). Eldoret officially has a population of 289,389 (as of the 2010 population 
census) (Kenya, 2011). Unofficial estimates put its 2010 population closer to 
500,000 mostly in the peri-urban settlements (i.e., slums) around the downtown 
core. Children below 18 years make up 49% of the population of Kenya, and 62% 
of the population is below 24 years of age (http://www.unicef.org/kenya/over-
view_15603.html). The region is largely agricultural and is still considered a bread-
basket of Kenya. Eldoret is historically a farming town, a stop on the 
Mombasa-Kinshasa highway.

Kenya is a country of many contrasts, from its landscape to demographics, but its 
social and economic inequalities are the most dramatic. It is one of the most unequal 
countries in all of sub-Saharan Africa. Forty two percent of the population of 44 
million lives below the poverty line (UNICEF, 2012a). The Gini coefficient is a 
common measure of inequality ranging from 0 (reflecting complete equality) to 1 
(reflecting complete inequality). The Gini coefficient for Kenya is 0.477, indicating 
a high level of inequality. The Human Development Index (HDI) is a composite 
statistic of life expectancy, education, and income per capita indicators. In 2014 
Kenya ranked 145th of 188 countries ranked (Jahan, 2015). The children of Kenya 
are growing up in a time of profound political, economic, environmental, and social 
transformation. Over 75% of children and adolescents in Kenya experience one or 
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more deprivation of their rights, including limited access to safe water and improved 
sanitation, education, and health and nutrition services (UNICEF, 2012a). With this 
background, it is hard to imagine how the poorest manage and especially the chil-
dren of the poorest. This extreme poverty exacerbates and magnifies family conflict 
and dysfunction and contributes to alcoholism and its many ill effects.

3  An Epidemic of Orphaned and Vulnerable Children 
and Adolescents

Global UNICEF estimates put the number of children and adolescents for whom 
one or both parents are deceased at 153 million; millions more have been aban-
doned (UNICEF, 2012c). The majority live in low- and middle-income countries 
such as Kenya where approximately 26% of the 2.5 million orphans have been 
orphaned by AIDS and two-thirds are adolescents (Lee et al., 2014). Compared to 
non-orphans, orphaned children and youth are at higher risk of acquiring HIV 
(Magadi & Uchudi, 2015; Operario, Underhill, Chuong, & Cluver, 2011), experi-
encing malnutrition (Miller, Gruskin, Subramanian, & Heymann, 2007), other 
childhood illnesses (Amoako Johnson, Padmadas, & Smith, 2010), and stigma and 
discrimination (Chuong & Operario, 2012; Cluver & Orkin, 2009; Monasch & 
Boerma, 2004).

Traditionally in sub-Saharan Africa, orphaned or separated children would be 
absorbed by the extended family, and the majority of orphans today are still cared 
for by extended family or in other family-based environments (Goodson & Layzer, 
2010; Monasch & Boerma, 2004; UNICEF, 2006). The sheer number of children 
requiring care, layered on top of preexisting poverty and sociocultural factors (Rose, 
2005; Witter, Calder, & Ahimbisibwe, 2004), causes a high caregiver burden 
(Heymann, Earle, Rajaraman, Miller, & Bogen, 2007; Hosegood et  al., 2007; 
Kidman & Thurman, 2014; Miller, Gruskin, Subramanian, Rajaraman, & Heymann, 
2006; Monasch & Boerma, 2004) and prevents families from meeting all caretaking 
expectations and responsibilities. Grandmothers have been bearing the greatest bur-
den of caring for orphans and are the primary caretakers for approximately half of 
all orphaned children (Monasch & Boerma, 2004).

Extended families, particularly those headed by grandparents, are not always 
able to meet the material needs of the orphaned children in their care. A study from 
Botswana found that one-third of working adults were caring for orphans, but 82% 
of these were living below US$10 per day (adjusted for purchasing power parity) 
(Heymann et al., 2007). UNICEF studies in both Malawi and Zimbabwe found that 
orphans were significantly less likely to have basic material goods compared to 
other children (defined as a blanket, a pair of shoes, and two sets of clothes) 
(UNICEF, 2005; UNICEF & Ministry of Public Service Labour and Social Welfare, 
2005). Research from western Kenya found that orphaned children, the majority of 
whom were living with extended family, lacked school fees, food, and access to 
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medical care (Nyambedha, Wandibba, & Aagaard-Hansen, 2003). Many of the care-
takers were not capable of providing care because of ill health or old age (Nyambedha 
et al., 2003). Another study from Botswana found that orphaned children lived dis-
proportionately in the poorest households and were 49% more likely to be under-
weight (Miller et al., 2007). Double orphans aged 6–10 years were half as likely to 
be at the correct educational level as non-orphaned children, and orphaned children 
aged 11–14 were two-thirds less likely to be at the appropriate education level 
(Bicego, Rutstein, & Johnson, 2003). Across sub-Saharan Africa, orphans are less 
likely to be enrolled in school than non-orphans (Monasch & Boerma, 2004).

Social and cultural factors can also adversely affect the way an orphaned child is 
cared for within extended family situations. Inheritance laws and practices may 
exclude or prevent orphans and widows from being able to inherit land or wealth 
(Laurel Rose, 2005; Witter et al., 2004). Anecdotal evidence from western Kenya 
suggests that extended families are reluctant to accept orphans because they do not 
want to have to include the orphaned child in inheritance plans. In one study, 28% 
of the orphans were looked after by culturally “inappropriate” categories such as 
matrilineal kin (Nyambedha et al., 2003). Culture remains a strong driver of choices, 
preferences, and behaviors in Kenya and elsewhere in sub-Saharan Africa.

Evidence from Mozambique clearly points to discrimination in the intra- 
household allocation of resources against children who are not the direct biological 
descendants of the household head in poor households (Nhate, Arndt, Barslund, & 
Van Den Broeck, 2006). Qualitative research carried out in Malawi and Lesotho 
found that children who had migrated to another household and who also experi-
enced the death or sickness of a parent reported being given different food from 
other children in the household, being beaten and overworked, and having received 
inadequate clothing (Ansell & Young, 2004). Analysis based on 19 Demographic 
and Health Surveys in 10 sub-Saharan countries found evidence of intra-household 
discrimination against orphans as manifested by investment in schooling, with 
orphans having lower enrollment rates than non-orphans in the same household 
(Case, Paxson, & Ableidinger, 2004). The stigma associated with HIV disease fur-
ther complicates the care of orphaned children in some settings where stigma is high 
(Cluver, Gardner, & Operario, 2008; Hamra, Ross, Karuri, Orrs, & D’Agostino, 
2005). For orphaned children who are themselves HIV-infected, their chances of 
being outright rejected by extended family are very high (Doring, Franca Junior, & 
Stella, 2005).

In short, orphaned and otherwise vulnerable children and adolescents may live 
with family who are either unwilling or unable to support them. Many end up on the 
street just because they have nowhere else to go. Research suggests that girls on the 
street are more likely to be double orphans (having lost both parents) compared to 
boys (Sorber et al., 2014). The primary causes of child and youth homelessness in 
sub-Saharan Africa and globally are poverty, family dysfunction including alcohol-
ism, and child abuse, whether physical, sexual, emotional, or frank neglect 
(Embleton, Lee, Gunn, Ayuku, & Braitstein, 2016).

There is in essence an epidemic of orphaned and vulnerable children and adoles-
cents in sub-Saharan Africa. Families and communities are stretched, financially 
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and often emotionally as well. Many of the caregivers are grandmothers who have 
love to give but little else. Many single orphans (one parent dead or essentially 
absent from the child’s life, rendering them a virtual orphan) are children of single 
mothers, who either don’t know their fathers or whose fathers are not at all involved 
in their lives.

4  The OSCAR Study

The Orphaned and Separated Children’s Assessments Related to their (OSCAR) 
Health and Well-Being Study is following a cohort of nearly 2500 mostly orphaned 
and separated children and adolescents who were aged 18 years or less at baseline. 
Roughly half of the cohort are orphaned and separated children and adolescents liv-
ing in 1 of 300 randomly selected households (HHs) in six rural and peri-urban 
locations in Uasin Gishu County (location in this context refers to administrative 
boundaries within the county); half are living in 1 of 18 institutions caring for 
orphans and other extremely vulnerable children such as those who are abandoned, 
neglected, or abused (which in Kenya are called Charitable Children’s Institutions 
or CCIs, aka orphanages, shelters, and rescue centers); 100 are street-connected 
children and youth in Eldoret; and a relatively small but important group are non- 
orphaned children living in the same participating households and CCIs (usually the 
biological descendants of the “house parents” or household heads). These non- 
orphans were included in the cohort so as not to mark the orphans as different within 
participating households and CCIs. More details about recruitment, enrollment, 
study procedures, and other aspects of the study can be found elsewhere (Kamanda 
et  al., 2013). The primary objective of this study is to evaluate the physical and 
mental health outcomes among orphaned and separated children and adolescents 
living in different care environments and describe the cost-effectiveness of different 
care environments.

In general, the first phase of the OSCAR study found that orphans living in CCIs 
in this region seemed to be at least somewhat healthier, happier, and having their 
basic rights as children respected, compared to those living in extended family envi-
ronments (Atwoli et al., 2014; Braitstein et al., 2013; Embleton et al., 2014, 2017). 
At baseline and after adjusting for length of time in their current care environment, 
children living in CCIs were more likely to have an adequate diet and were less 
likely to be malnourished compared to children living in the HHs. In contrast the 
odds of street children in OSCAR being stunted as measured by height for age were 
six times that compared to children living in CCIs. A higher proportion of adoles-
cents at baseline in OSCAR living in HH (15%) had post-traumatic stress disorder 
compared to those in CCIs (12%), while street youth had the highest prevalence of 
post-traumatic stress disorder in the cohort, at 29%.

The second phase of the study is endeavoring to identify what characteristics 
explain these findings. Clearly there is nothing inherent in an institution that makes 
it better for children. All the children and young people participating in OSCAR are 
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children and youth facing adversity – if not because of orphan status, then because 
of poverty and its consequences. Looking into the future, human activity is putting 
such strain on the natural functions of the Earth that “the ability of the planet’s eco-
systems to sustain future generations can no longer be taken for granted” (Millennium 
Ecosystem Assessment, 2005). Our societies face clear and potent dangers that 
require urgent and transformative actions to protect present and future generations. 
What current and future generations of youth most need is, and will be, the ability 
to adapt quickly and adeptly to changing and challenging environments and circum-
stances – starting with care environments. How can we best support and cultivate 
resilience and the ability of these young people to adapt and withstand such chal-
lenging circumstances? We can leverage this observational information to eventu-
ally develop and test innovative interventions that can help children and youth to 
adapt in their lives in spite of the adversity they face. OSCAR 2.0 is testing various 
hypotheses, including whether the quality of the relationship between the child and 
the caregiver, or children’s participation in organized sports, religious, or other 
activities, successfully promotes resilience and better outcomes such as completion 
of secondary education and HIV-free survival, among many others. We are also 
measuring the cost-effectiveness of different care environments which we hope will 
inform governmental and nongovernmental programs, policies, and approaches to 
supporting orphans, separated, and otherwise vulnerable children and youth.

4.1  Child Abuse and Neglect Among Orphans

To better understand child abuse and neglect among orphans generally, we con-
ducted both qualitative and quantitative systematic reviews of the literature. The 
qualitative review confirmed the hypothesis that orphaned children were at higher 
risk of experiencing abuse and neglect compared to non-orphaned children (Morantz, 
Cole, Vreeman, et  al., 2013). Yet, the systematic review and meta-analysis were 
unable to confirm this (Nichols et al., 2014). These contradictory findings led us to 
conclude that while the qualitative data suggest a serious problem, the quantitative 
data were badly limited by inconsistent definitions of abuse, a lack of comparisons 
with non-orphaned children, and other methodologic and data limitations and weak-
nesses. In short, the quality of the literature on the topic is actually rather poor.

4.2  Child Abuse and Neglect Among Children Living 
in Charitable Children’s Institutions (CCIs)

Circumstances like those Denis and Robert found themselves in are, sadly, quite 
common in Kenya and other similar settings. In 2011–2012, we sought to under-
stand the maltreatment experienced by institutionalized children prior to their 
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admission to CCIs in Uasin Gishu and to describe the sociodemographic character-
istics, reasons for admission, and factors associated with prior experiences of mal-
treatment among resident children (Morantz, Cole, Ayaya, Ayuku, & Braitstein, 
2013). We undertook a file review of the records for children living in five large 
CCIs in Uasin Gishu that together comprised 462 children. The average age of chil-
dren was 6.8 years at admission, 56% were male, and 71% had lost one or both 
parents. The reasons for admission were destitution (36%), abandonment (22%), 
neglect (21%), physical/sexual abuse (8%), and lack of a caregiver (8%). The major-
ity of child and youth residents had experienced at least one form of maltreatment 
(66%) prior to admission: physical abuse (8%), sexual abuse (2%), psychological 
abuse (28%), neglect (26%), medical neglect (18%), school deprivation (38%), 
abandonment (30%), and child labor (23%). The most common reason for non- 
orphans to be admitted was maltreatment (90%), whereas the most common reason 
for orphans to be admitted was destitution (49%). Girls were 30% less likely, and 
orphans were >95% less likely to have a history of maltreatment irrespective of 
whether it was the reason for admission. Children whose primary caregiver had not 
been a parent and orphans were less likely to have been admitted for maltreatment, 
while children who were separated from siblings were 62% more likely to have 
been admitted for maltreatment.

4.3  Child Abuse and Neglect in Different Care Environments

A key aim of the OSCAR study is to understand child abuse and neglect among 
orphaned and separated children in different care environments. To do this, we use 
an instrument called the ISPCAN Child Abuse Screening Tool for Children at Home 
(ICAST-CH) which measures violence against children. It was developed by the 
International Society for the Prevention of Child Abuse and Neglect (IPSCAN) 
There are some extra spaces in this in the online version  - ? in partnership with 
UNICEF and the United Nations Secretary-General’s Study on violence against 
children (Table 16.1).

This assessment was implemented in OSCAR with participants aged at least 10 
years of age and annually thereafter and is part of an annual battery of questions and 
assessments called the OSCAR Psychosocial Encounter. It is usually completed by 
self-report, with clinical psychologists on hand to assist in case of questions, lack of 
understanding, or emotional distress.

Slightly over half of the adolescent OSCAR participants were aged 10–13 years 
at baseline, except for street youth, two-thirds of whom were 14–18 years of age. 
Just over half of the whole adolescent cohort is male, equally divided between CCIs 
and HHs. The exception is among street youth, of whom 80% were (and still are) 
male. Overall, 53% of the cohort are double orphans: 33% of participants in HHs, 
78% of participants in CCIs, and 74% of street youth. Over 90% of participants at 
baseline in both CCIs and HHs were attending school, but 90% of the street youth 
said they were not. Nearly 30% of participants in CCIs had been there for 2 years or 
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less, but the rest had been in their same care environment for more than 2 years and 
many for more than 2 years. In households, 75% of participants had been living in 
that care environment for their whole lives. Over two-thirds of the street youth had 
been on the street for more than 2 years.

Having a history of abuse and/or neglect at enrollment into the cohort was com-
mon for the whole study population across all three care environments, inclusive of 
the participating non-orphans. As seen in Table  16.2, 43% of the whole cohort 
reported having ever experienced any child abuse or neglect. This is incredibly high, 
even for such a vulnerable population. Excluding from the analysis the non-orphans 
does not affect the proportions at all of ever experiencing abuse, meaning that there 
does not appear to be a systematic difference between orphans and non-orphans in 
terms of whether they have experienced abuse and/or neglect.

Also observed in Table 16.2 is that 31% of the cohort reported ever experiencing 
emotional abuse, 38% reported ever experiencing any physical abuse, and 15% 
reported any sexual abuse. We can assume there is underreporting of abuse, espe-
cially at baseline, given that most participants are probably already living in their 
“last resort” scenario and are afraid of the consequences of reporting truthfully. 
Similarly, in the initial assessments, we expected that participants were likely not 
trusting of what we would do with the data, so many may have underreported. There 
may also be underestimates because we have included “missing” as a category in 
the analysis (8–14% at baseline, data not shown). If one assumes that “missing” has 
the same levels of abuse as those participants with data, then closer to 50% would 
have had experienced any abuse at enrollment into the study. Given then, that these 

Table 16.1 Adapted IPSCAN questions for OSCAR study

Question stem: Has anyone in your home ever…
Possible responses:
Never, sometimes, many times, yes it has happened but not in the past 6 months
Emotional abuse
Used drugs and/or alcohol and then behaved in a way that frightened you?
Said they wished you were dead or had never been born?
Threatened to hurt or kill you, including invoking evil spirits against you?
Physical abuse
Have you felt that you did not get enough to eat (went hungry) and/or drink (went thirsty) even 
though there was enough for everyone?
Have to wear dirty, torn clothes that were not warm enough/too warm or sleep on the ground 
without a blanket even though there were clothes/mattresses/blankets available?
Has anyone in your home hit, beat, or slapped you hard enough to cause injury?
Has anyone in your home burned or scalded you (including putting hot chilies or peppers in 
your mouth) or choked, smothered, or tried to drown you?
Sexual abuse
Have you ever exchanged sex for money, shelter, food, protection, or anything else?
Made you look at their private parts or wanted to look at yours?
Touched your private parts or made you touch theirs?
Tried or forced you to have sex when you did not want them to?
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estimates can be counted as minimums, there is truly a grave problem at hand – and 
not only in the institutions.

One expects, at baseline, that more children in CCIs would have some history of 
abuse and/or neglect, and we see this in the baseline prevalence estimate for CCIs 
of 47%. This supports the earlier findings that child abuse is a major factor in the 
admission of children to CCIs. More surprising is that nearly 40% of the children in 
participating family-based households reported having ever experienced any child 
abuse or neglect, and again this proportion does not change if you exclude the non-
orphans. Slightly over half of the street youth reported any abuse history (although 
a nontrivial number of street youth are missing data on this section of the OSCAR 
assessment).

We earlier described how there are important differences between the three groups 
in their gender, age, orphan status, and length of time they had been in that care envi-
ronment. These factors could impact the findings in a way that affects our interpreta-
tion so we need to adjust for them using statistical methods. After adjusting for all 
these factors plus clustering by household or institution, we find that there is really 

Table 16.2 Child abuse and neglect among participants in Charitable Children’s Institutions 
(CCIs), family-based households (HHs), and street children (SC) in the OSCAR study

Total CCI HH SC
N = 1158 n = 448 n = 630 n = 80

Any abuse

Prevalence at baseline 493, 43% 210, 47% 241, 38% 42, 52%
Experienced during follow-up 
(sometimes, many times)

523, 45% 178, 40% 279, 44% 66, 82%

Cumulative prevalence by end of 
follow-up

772, 67% 300, 67% 398, 63% 74, 92%

Any emotional abuse

Prevalence at baseline 360, 31% 144, 32% 178, 28% 38, 48%
Experienced during follow-up 
(sometimes, many times)

352, 30% 116, 26% 179, 28% 57, 71%

Cumulative prevalence by end of 
follow-up

612, 53% 230, 51% 310, 49% 72, 90%

Any physical abuse

Prevalence at baseline 437, 38% 179, 40% 210, 33% 48, 60%
Experienced during follow-up 
(sometimes, many times)

444, 38% 149, 33% 230, 37% 65, 81%

Cumulative prevalence by end of 
follow-up

688, 59% 257, 57% 357, 57% 74, 92%

Any sexual abuse

Prevalence at baseline 179, 15% 58, 13% 98, 16% 23, 29%
Experienced during follow-up 
(sometimes, many times)

178, 15% 50, 11% 96, 15% 32, 40%

Cumulative prevalence by end of 
follow-up

339, 29% 108, 24% 187, 30% 44, 55%

Values presented as n, %
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no difference in the probability of having ever experienced abuse or neglect between 
participants in CCIs and those in HHs (i.e., odds ratios were close to 1.0). We find, 
however, that adjusting for these same variables, the odds of having ever experienced 
abuse were 4.7 times higher for street youth than for participants in the family-based 
households (Kamanda et al., 2013). This is consistent with a recent systematic review 
we conducted on causes of child and youth homelessness that child abuse and neglect 
are responsible for a large number of children who take to the streets in order to 
survive (Embleton, Lee, et al., 2016). When we look at these data by gender, we 
again find there are no statistical differences between the CCIs and HHs in the prob-
ability that males or females are more or less likely to experience abuse. Similarly, 
with age, in CCIs and HHs, there are no statistical differences whether the children 
are younger (10–13) or older (14–18) and their reporting of abuse. However, when 
we look at street youth and compare them to participants in HHs, we find that in all 
strata – males, females, younger, and older – the odds are 4.6–5.7 times greater that 
street youth will have experienced abuse and/or neglect. The odds of female street 
youth having experienced sexual abuse are 25 times greater compared to females in 
the HHs – and this latter population is already considered one at very high risk of 
sexual violence and exploitation (Operario et al., 2011).

What about during the first 2 years of follow-up? As seen in Table 16.2, 44% of 
the cohort reported experiencing any abuse during this relatively short follow-up 
period, including about 30% who reported emotional abuse (26–28% in CCIs and 
HHs, 71% among SC), 38% who reported physical abuse in follow-up (33–37% in 
CCIs and HHs, 81% among SC), and 15% who reported any sexual abuse (11% in 
CCIs, 15% in HHs, and 40% among SC). Overall, 40–44% of participants in CCIs 
and HHs, and 82% of street youth, reported experiencing any new abuse during the 
follow-up period.

In all three care environments and as is already known from the literature, the 
risk of abuse is higher for those who have previously experienced it. When we 
adjust for all the same factors as before plus whether participants reported having 
experienced any abuse at baseline, we again find no observable differences in the 
probability of participants in CCIs experiencing abuse during follow-up compared 
to those in HHs. In contrast, street youth are 4.8 times more likely than participants 
in the HHs to experience abuse during follow-up. After adjusting for age and other 
factors, female street youth are 8.5 times more likely than females in the HHs to 
experience any abuse during follow-up.

Cumulatively, combining data experienced at or prior to baseline and those col-
lected during the follow-up assessments, 67% of the whole cohort has, so far in their 
young lives, experienced some kind of child abuse. This includes 67% of partici-
pants in CCIs, 63% in family-based HHs, and 92% of SC, suggesting child abuse is 
nearly ubiquitous in this population. At least 90% of SC have experienced emo-
tional and/or physical violence, and over half have experienced sexual violence. 
Approximately 50% of participants in both CCIs and HHs have experienced emo-
tional abuse, 57% have experienced physical abuse (much of which was likely 
inflicted as corporal punishment), and 24% and 30%, respectively, in CCIs and 
HHs, have experienced sexual abuse and/or violence (Ayuku et al., 2004).
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5  How Can This Knowledge Improve Children’s Care?

These data suggest that there are unacceptably high levels of child abuse occurring 
among orphaned and separated children and adolescents living in CCIs and among 
those living with extended family as well. The highest levels of child abuse are 
occurring among street-connected children and youth. We have seen that a large 
proportion of the abuse experienced by participants in CCIs took place before they 
ever actually moved into the CCI. Although there does seem to be unacceptably 
high levels of abuse occurring in CCIs, it is at least no greater than the equally unac-
ceptable levels of abuse reported by participants in family-based households. Most 
alarming are the extremely high levels of emotional, physical, and sexual violence 
experienced by children and adolescents connected to the street.

These data confirm quantitatively what we have previously found through quali-
tative research, which is the uncovering of profound levels of abuse, exploitation, 
and violence among street children and youth: emotional, physical, and sexual 
(Embleton et al., 2015; Embleton, Wachira, et al., 2016; Wachira et al., 2015, 2016). 
Both boys and girls are raped, often as part of a ritualized process of being accepted 
as a member of the street youth community. Girls fairly routinely experience gang 
rape and are often forced to choose between gang rape and agreeing to be in a sexual 
relationship with an older male street youth, who shares “his vegetables” (street 
girls are often referred to by male street youth as mboga wa jeshi or “soldiers’ veg-
etables”) with his friends as he pleases. If a girl fails to conceive and bear a child, a 
symbol of ownership by a male, she will often experience serious physical and 
emotional violence at his hands. Both males and females, and especially the latter, 
frequently engage in transactional sex in order to survive, exchanging their young 
bodies for food, shelter, safety, and/or money. In spite of the estimated presence of 
tens to hundreds of millions of street children globally (UNICEF, 2012b) and in 
spite of the severe abuse and exploitation that they face, very few programs or inter-
ventions are available to assist them, especially in low- and middle-income coun-
tries, and often those in a position to assist them, such as police officers or healthcare 
providers, instead take advantage of their vulnerability.

The challenge in understanding and addressing child abuse and neglect among 
institutionalized children in Kenya is really one of the contexts. The only real social 
safety net for vulnerable children in Kenya is the extended family, whom, we have 
seen, against the backdrop of high dependency ratios, widespread and deeply 
entrenched poverty, rapid urbanization, and the HIV epidemic, are often not well 
positioned to care for orphaned and separated children, even if they are willing. 
Child protection and support systems are weak and insufficiently resourced in 
Kenya, and CCIs are one of the few viable safety nets that exist for children in this 
country when their families are either unwilling or unable to care for them. The 
foster care model is not well scaled or utilized in Kenya, largely for the same rea-
sons why families are not always able to care for the children for whom they are, 
according to traditional and social expectations, responsible for fostering. The fos-
ter care systems in Canada, the United States, and elsewhere contribute to poor 
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outcomes for children and youth who pass through them, in terms of education, 
subsequent contact with the correctional system, physical and mental health, and 
abuse and neglect. It is not obvious that the foster care systems that exist elsewhere 
are really a model that should be replicated globally (Lenz-Rashid, 2006; Tyler & 
Melander, 2010; Zlotnick, 2009; Zlotnick, Robertson, & Wright, 1999; Zlotnick, 
Tam, & Soman, 2012).

With international support, the Government of Kenya rolled out a cash support 
program in 2004 called the “Cash Transfer to Orphaned and Vulnerable Children” 
(CT-OVC) (Bryant, 2009; Mwasiaji, 2015). A mounting body of evidence from 
Kenya demonstrates that it works (Ayuku et  al., 2014; Kilburn, Thirumurthy, 
Halpern, Pettifor, & Handa, 2016), and the government has expanded the program 
to support an estimated 259,000 households in 2014 (Mwasiaji, 2015). Enrolled 
households receive a cash payment of 2000 Kenya Shillings (approximately $20 
USD) per month, which is equivalent to approximately 20% of average monthly 
household expenditure in the region. This is, more or less, the only form of govern-
ment support to vulnerable households and vulnerable children (Embleton et al., 
2014). We found that while a majority of the CCIs in Uasin Gishu received and 
relied upon charitable donations and had in place several kinds of income- generating 
projects including schools, farms, and others, well over a third of households caring 
for orphans in the OSCAR project reported receiving no external material assistance 
or support, including from nongovernmental or faith-based organizations. Families 
who reported receiving some external material support indicated that this support 
mostly came from other family members and, in one-third (due to the sampling 
strategy of the study), from the government through the CT-OVC program.

Ideally, the cash transfer program should be scaled up further, and the govern-
ment should work toward ensuring a basic minimum income for all its citizens in 
order to alleviate poverty and its downstream consequences. It is also likely that this 
would reduce the flow of children to the streets, because their basic needs would be 
more likely to be met by their families. Alleviating poverty would have many posi-
tive impacts, including enabling extended families to better absorb orphaned and 
separated children, reducing stress in households, which itself would likely result in 
less child abuse and neglect, less alcoholism, and fewer absent parents.

We have previously proposed a hierarchy of care models to respond to the crisis 
of so many orphaned and separated children growing up in Kenya and other low- 
and middle-income countries today (Embleton et  al., 2014). This model demon-
strates that the majority of orphans both are (and should be) cared for by the 
remaining parent and, when that is not possible, with extended family. Our data 
suggest that to enable families to adequately care for children in the context of wide-
spread poverty, they do need help. Direct financial support is a good start, but more 
is needed including subsidized education (primary, secondary, postsecondary) of 
the highest possible standard, parenting and communications skills and psychologi-
cal support for caregivers and children alike, and free or subsidized alcohol counsel-
ing and rehabilitation programs. Nongovernmental and faith-based organizations 
should be directing a majority of their resources to supporting families in both rural 
and urban settings, reserving spots in residential facilities to only a minor few for 
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whom family-based settings are not possible. We hypothesize this would, ultimately, 
be more cost-effective than setting up and operating ever more and larger institu-
tions. Ideally a robust, well-monitored, and financially supported foster care system 
would be the next level in the hierarchy, but it does not yet exist in Kenya or in many 
other settings like it. It is likely that supporting older adolescents to take care of 
themselves and younger siblings as part of the “self-care” model might well be a 
viable and cost-effective strategy that empowers youth, rather than punishing them.

Given the absence of alternative care strategies in a setting like Kenya, CCIs have 
become a necessary component of a safety net for children facing extreme adversity. 
It is absolutely true that institutions caring for children have an abysmal track record 
in Canada, the United States, Australia, and Eastern Europe. The conditions and 
events in those places have left a legacy of multi-generational trauma that indige-
nous communities and others are still trying to cope with today. The historical and 
regional realities of institutional environments caring for children must be taken 
seriously and their pitfalls avoided and learned from at all costs going forward. 
Whether or not this means that institutions are inherently bad for children is not 
necessarily clear. Our data and data from other regions and investigators in low- and 
middle-income countries suggest that, as indicated in the hierarchy of care environ-
ments seen in Fig. 16.1, there may in fact be an important role for CCIs in helping 
communities to cope and respond to children facing extreme adversity, as countries 
continue to develop their infrastructure and ability to meet the basic needs of their 
citizens. Given that a large proportion of the children in CCIs in Uasin Gishu are 
double orphans and are there because of having experienced extreme abuse and/or 
neglect, one must ask the question as to what the alternative should be for those 
children. Returning to the very real and heartbreaking tale of Robert and Denis with 
which we started this chapter, what would have happened to them if the orphanage 
had not stepped in? In all probability, they would by now be dead – of abuse and 
neglect, by their family, by their neighbors, and by local children’s authorities.

We must also begin to grapple with another growing and complex reality: that of 
street-connected children and youth. Their lives prior to coming to the streets were 
very hard (Embleton, Lee, et al., 2016), and though they may in some ways be better 
off on the streets than where they were before, their lives on the streets are fraught 
with violence, abuse, neglect, and exploitation. Until we come to terms with the fact 
that so many children are essentially bringing themselves up on the streets of Asia, 
Africa, and elsewhere in LMIC – because of poverty, abuse, and family dysfunction 
in the home – we will fail to address the broader needs of orphaned, separated, and 
otherwise vulnerable children and adolescents in the world today.

This discussion would not be complete without mention of corporal punishment. 
Corporal punishment is still, in spite of its illegal status in Kenyan educational insti-
tutions, all too frequent, both in schools and in homes. Public opinion in Kenya 
favors corporal punishment (caning, spanking, pinching) in the home, and we have 
previously reported that 78% of family-based care environments in OSCAR reported 
using corporal punishment for enforcing discipline, with fewer reporting talking 
with the child (35%) and only 8% reporting the use of scolding (Embleton et al., 
2014). The media in Kenya report regularly on children dying in school from being 
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“caned,” and it is not uncommon to see physical violence in Kenyan schools – and 
especially in primary schools (where presumably the children are too small to 
defend themselves) (UNAIDS, 2016). For corporal punishment in Kenya to reduce 
and eventually be eliminated, parents, guardians, teachers, and caregivers may need 
to be taught alternative methods of achieving and enforcing discipline.

6  Summary

The idea for the OSCAR cohort was inspired by observations witnessed “on the 
ground.” Given the overwhelming number of children left orphaned by HIV/AIDS, 
the optimal care of these and other vulnerable children was (and is still is) a question 
of great concern. It was a surprise upon visiting the CCIs around Uasin Gishu 
County that, for the most part, the children seen there were well fed and clothed, 
laughing, talking, and playful with visitors and with each other. In contrast, during 
outreach visits with a local HIV-based orphans and vulnerable children program in 

Self-care

Institutional Care 

Foster Care

Extended Family 

Mother or Father

Community-based care and support programs including the 
government cash transfer for support of households caring for 

orphaned children, faith-based institutions providing community-
based supports, community-based supports provided by CCI’s, 

other community-based support programs and activities

Fig. 16.1 Proposed hierarchy of models of care for orphaned and separated children. Models in 
dotted lines represent opportunities for strengthening family-based care environments
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the same region, the children in those households were usually at least somewhat 
undernourished, usually wearing dirty and/or well-worn clothing and shoes or not 
wearing shoes at all, even in the slums which are littered with garbage, broken glass, 
and human and animal waste. They were mostly very shy, especially around strang-
ers, with titters for smiles and laughter, and those hidden behind their hands, often 
while turning away. We had expected that the orphanages would be grim and dismal 
places, with hungry and lonely children sitting sadly in the corners. Instead, we 
found that the orphaned and vulnerable children living with family in the commu-
nity, whether urban or rural, appeared far more at risk and often appeared to be 
actively suffering. Data from the OSCAR cohort at baseline and during a relatively 
short period of follow-up to date suggests that these observations were accurate. In 
the context of child abuse and neglect, our data suggest that children living in CCIs 
are at least at no higher risk of abuse compared to children living with family, while 
street-connected children and youth are much more likely to experience abuse of all 
kinds. Over two-thirds of the entire cohort has experienced child abuse, including 
nearly all of the street youth. This is the single major problem we should be desper-
ately trying to resolve.

The bottom line is that there is no “best solution” magic bullet for children facing 
adversity, anywhere in the world. We need creative, evidence-based interventions 
and solutions that support children, families, and communities to care for them-
selves and for each other. We also need safety nets for children, like Robert and 
Denis, with no other place to go. As Mr. Julius Yator, Uasin Gishu County Children’s 
Officer, recently said in an OSCAR Community Advisory Board meeting, 
“Charitable Children’s Institutions are unfortunately a necessary evil in our 
society.”

Until better models of care for orphaned and vulnerable children have been 
developed, tested, and rolled out, we should be cautious about drawing conclusions 
and developing policies that are premised on the idea that “institutions are bad for 
children.” Standards of care can and should be applied, to families (including foster 
families) and institutions. Perhaps we unconsciously believe that all families are 
inherently like the Cleavers and all institutions caring for children are inherently 
like those in Oliver Twist. We need to create the space for informed dialogue and 
innovative, creative, locally and culturally appropriate, and cost-effective solutions 
to emerge. This, ultimately, is what is in the best interests of children.

Questions for Discussion
 1. What does an optimal care environment look like for orphaned and separated 

children and adolescents in sub-Saharan Africa and elsewhere?
 2. What are the elements of a care environment that could be cultivated or devel-

oped to build and enhance resilience for children and adolescents facing adver-
sity? Are they culturally specific?

 3. In the context of weak government infrastructure, widespread poverty, high 
dependency ratios, and rapid urbanization, how can we decrease child abuse and 
neglect? In this same context, how can we prevent children and adolescents from 
having to go to the streets to survive?
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"Our children are our future and one of the basic 
responsibilities is to care for them in the best and most 
compassionate manner possible".

Nelson Mandela Children’s Fund (2016).

1  Introduction

With more than 56 million orphans, Sub-Saharan Africa is the most affected region 
worldwide regarding the number of orphans needing care (UNICEF, 2014). An 
orphan is hereby defined as a child under the age of 18, who lost one or both parents 
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due to death from any cause (UNICEF, 2006). For example, in Tanzania, one in four 
girls and one in five boys were orphaned in 2009 (UNICEF, 2011). As a result of 
poverty, political conflicts, and the HIV/AIDS pandemic, the traditional system of 
care within extended families is overburdened by the rising numbers of orphans 
(Better Care Network & UNICEF, 2015; Li et al., 2008; Wolff & Fesseha, 1998). 
Thus, in many Sub-Saharan African countries, childcare institutions, such as 
orphanages and children’s homes, still constitute the most frequently utilized form 
of providing formal alternative care for children without parents (Rygaard, 2010; 
Wolff & Fesseha, 1998). Children who are institutionalized are in most cases 5 
years or older. Various reasons like poverty, war, and conflict, as well as parental 
illness or disabilities of the child, can lead to abandonment of the children. Above 
all, HIV/AIDS is one of the most common reasons for orphanhood and institution-
alization in Sub-Saharan Africa (UNICEF, 2006). In most countries, gender distri-
bution of institutionalized children is more or less equal (SOS Children’s Villages 
International & University of Bedfordshire, 2014). Most common are childcare 
institutions housing large groups of children with very few mostly untrained, female 
caregivers (SOS Children’s Villages International & University of Bedfordshire, 
2014). Yet, there has been very little research on the living conditions in African 
orphanages and other childcare institutions so far. The few studies that have focused 
on African orphanages have reported a lack of adequate caregiving (Espié et al., 
2011; Hermenau et al., 2011; Levin & Haines, 2007; Wolff & Fesseha, 1998, 1999). 
Besides the lack of educated and competent caregivers, orphans in African countries 
are additionally confronted with exposure to violent discipline strategies and physi-
cal abuse (Hermenau et al., 2011; SOS Children’s Villages International & University 
of Bedfordshire, 2014). Thus, in addition to parental loss, possible maltreatment in 
the family of origin, and the often unresponsive and distant caregiving in institu-
tional care, orphans are burdened with further experiences of maltreatment in 
orphanages and other institutional care facilities. Physical and emotional abuse and 
neglect during childhood are associated with mental health problems and aggressive 
behavior in children, particularly in those who have been institutionalized early in 
life (Hermenau, Hecker, Elbert, & Ruf-Leuschner, 2014; Johnson, Browne, & 
Hamilton-Giachritsis, 2006).

Despite the high risk of maltreatment in institutional care, interventions that 
focus on the prevention of violence and abuse are rare. We addressed this issue and 
designed with Interaction Competencies with Children – for Caregivers (ICC-C) in 
institutional care a training workshop that aims at improving care quality and at 
preventing maltreatment in institutional care, particularly in low-income countries 
in Sub-Saharan Africa (Hermenau, Kaltenbach, Mkinga, & Hecker, 2015). ICC-C 
proved its feasibility and showed first promising results in a feasibility study with 
caregivers in Tanzanian orphanages.

This chapter will give an (1) overview of the current literature on maltreatment 
and its consequences on the children’s development and well-being in African 
orphanages. Furthermore, we will present arguments that (2) underline the necessity 
of implementing maltreatment prevention approaches in institutional care. As the 
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main focus of the chapter, we will present (3) with ICC-C an intervention approach 
in detail that aims at improving care quality and preventing maltreatment in child-
care institutions, particularly in countries in which harsh discipline is regarded as 
culturally accepted and is highly prevalent. The chapter concludes (4) with practical 
implications and policy recommendations.

2  Maltreatment in African Orphanages

2.1  Institutional Care in Sub-Saharan Africa

The African countries south of the Sahara differ widely in history, culture, language, 
politics, economics, and social systems. This diversity is also reflected in the wel-
fare systems, child protection systems, and orphan care (e.g., Better Care Network, 
2014). In recent years, several organizations and governments have put effort into 
structuring and formalizing care systems for orphans and other vulnerable children, 
setting up guidelines in order to strengthen the child protection systems (Better Care 
Network & UNICEF, 2015; Inter-agency Group on Child Protection Systems in 
Sub-Saharan Africa, 2012). Formal alternative care encompasses institutional care 
(private and governmental), foster care in families or communities, and adoption as 
opposed to informal (i.e., without any official structures and placements) family and 
kinship care (i.e., care within the extended family or community) (SOS Children’s 
Villages International & University of Bedfordshire, 2014). In general, the efforts 
support family- and community-based approaches (family and kinship care) and 
aim to reduce institutional care (Better Care Network, 2015; Better Care Network & 
UNICEF, 2015). Yet, due to the rising number of orphans, institutional care is still 
very common in Sub-Saharan Africa. Most institutional care is financed by nongov-
ernmental or religious organizations, a minority of these are state run (Better Care 
Network & UNICEF, 2015; Chiwaula, Dobson, & Elsley, 2014). In many countries 
a substantial number of care institutions are unregistered and uncontrolled. The reg-
istration rates range from high, for example, in Rwanda and Kenya, to about half in 
Togo, to very low in Malawi, Tanzania, and Uganda (Better Care Network & 
UNICEF, 2015; Chiwaula et  al., 2014; Walakira, Dumba-Nyanzi, & Bukenya, 
2015). Further, Riley (2012) noted that in Uganda more than one third of the child-
care institutions were unknown to the officials in districts where they are operating. 
In addition, the newly introduced registration processes in some countries were 
reported to be confusing, incomprehensible, or long winded, resulting in many 
unregistered operating facilities (Better Care Network, 2014; Chiwaula et al., 2014). 
The high number of unregistered and uncontrolled institutions and the lack of gov-
ernmental resources make it difficult to collect information and to survey whether a 
minimum of childcare quality is met. For example, no effective system to monitor 
institutional care exists in Togo, Tanzania, and Zimbabwe (Better Care Network, 
2014; Chiwaula et al., 2014).
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Additionally, most countries lack structures that assure adequate training of care-
givers. In Malawi, 71% of the caregivers did not undergo any training in childcare. 
Kenya set standards for caregivers being trained, but the training duration ranged 
from over a year to only 1 day (Chiwaula et al., 2014). In Tanzania, the governmen-
tal social welfare department established an institute to train staff in governmental 
facilities. However, there were no standards for nongovernmental facilities. The 
number of staff and the caregiver–child ratio in Tanzanian institutions depended on 
the funds both in private and governmental institutions. Consequently, many facili-
ties fail to meet standards and have no child protection policy. For example, below 
10% of surveyed care facilities in Malawi had a care plan (Chiwaula et al., 2014; 
SOS Children’s Villages International & University of Bedfordshire, 2014). Despite 
these shortcomings among institutions, sanctions and consequences against unau-
thorized facilities are mostly not put into action. Although many countries have 
policy guidelines, which should ensure that competent authorities make placement 
decisions in the best interest of the child, implementation is often difficult without 
sufficient resources. For example, in Tanzania, government placements went 
through a court, but nongovernmental institutions admitted children on their own 
criteria (Chiwaula et al., 2014). In sum, though in many Sub-Saharan African coun-
tries structures exist in which governmental or juridical authorities order placements 
of children in formal care, these structures are often very weak and do not reach 
private and unregistered institutions, and it remains in many cases uncertain whether 
the actions taken are indeed in the child’s best interest.

As a consequence of the struggles with controlling institutional care and in 
awareness of its adverse effects, many countries aim for a complete deinstitutional-
ization of orphans and other vulnerable children. They plan to transfer children to 
other formal care settings like formal family or kinship care, foster care, and adop-
tion (Better Care Network, 2015; Better Care Network & UNICEF, 2015). 
Depending on the country, these forms of care are more or less common (Better 
Care Network, 2014; Chiwaula et al., 2014). For example, in Ghana and Liberia, 
formal family care options were underdeveloped and under-resourced (Better Care 
Network & UNICEF, 2015). In some countries, adoption and even foster care are 
not common due to cultural customs and attitudes. Again, the lack of resources 
leads to little data on and monitoring of these formal care settings in many countries 
(Better Care Network, 2014; Chiwaula et al., 2014; Riley, 2012; Walakira et  al., 
2015).

Besides the formal care system, many orphans in Sub-Saharan Africa live in 
informal family or kinship care. The data on and control of informal care is mostly 
nonexistent because such efforts exceed the capacity of the social welfare system 
(Better Care Network, 2014; Better Care Network & UNICEF, 2015; Chiwaula 
et al., 2014). Experts rate the informal care system as the traditional practice in most 
Sub-Saharan countries, yet it has become overburdened (SOS Children’s Villages 
International & University of Bedfordshire, 2014). Some countries encourage vol-
untary registration of informal care in order to gather more information and to estab-
lish some control for informal care settings. However, most informal care settings 
are still unknown and un-surveyed. Often no mechanisms are available to protect the 
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children in informal care from abuse and neglect (Better Care Network & UNICEF, 
2015).

In summary, countries in Sub-Saharan Africa have started to develop guidelines 
and monitoring systems. However, weaknesses of governance, and lack of resources 
and of comprehensive data, still lead to many children living in inadequate care set-
tings. Deinstitutionalization per se may not be the solution to this problem, when 
institutional care is discontinued without first ensuring sufficient care quality in 
alternative settings. Thus, because institutional care will remain part of the care 
system at least medium term, it is of extreme importance to improve the conditions 
for children in institutional care (Better Care Network & UNICEF, 2015; Chiwaula 
et al., 2014; McCall, 2013).

3  Prevalence of Abuse and Neglect

Most children in Sub-Saharan Africa, orphans and non-orphans, frequently experi-
ence physical and emotional violence (UNICEF, 2014). Though the UN Sustainable 
Development Goal Nr. 16.2 “end abuse, exploitation, trafficking and all forms of 
violence and torture against children” has a target for ending all forms of violence 
against children (United Nations, 2016), only seven (e.g., Benin, Kenya, Togo) of 
the 54 states in Africa fully prohibit violence against children in all settings. Yet, 
also in these states prevalence rates of violence against children are still very high, 
for example, with prevalence rates of physical punishment in the past year of over 
50% in Kenya or the Republic of Congo. Overall, one quarter of Africa’s children 
live in the seven states (e.g., Eritrea, Nigeria, Tanzania) that do not prohibit violence 
against children in any setting (Global Initiative to End All Corporal Punishment of 
Children, 2016a, 2016b).

Therefore, it is not surprising that research studies repeatedly reported that phys-
ical violence and harsh discipline methods (e.g., spanking or beating with objects) 
and emotional violence (e.g., insulting, humiliating) are highly prevalent in Sub- 
Saharan Africa (Feinstein & Mwahombela, 2010; Straus, 2010). For example, 
UNICEF (2014) reported that more than 7 in 10 children between 2 and 14 years of 
age in Sub-Saharan Africa experience violent disciplining. With more than a quarter 
of children who experienced severe physical punishment (e.g., hit on the head, face, 
or ears, or hit hard and repeatedly), worldwide the highest levels of violence against 
children at home are concentrated in Sub-Saharan Africa. Also school corporal pun-
ishment remains widespread in many states in Africa (Global Initiative to End All 
Corporal Punishment of Children, 2016b). In a recent study in Tanzania, nearly all 
children reported that they had experienced corporal punishment at some point dur-
ing their lifetime both in family and school (Hecker, Hermenau, Isele, & Elbert, 
2014). Half of the respondents reported having experienced corporal punishment by 
a family member within the last year. Accordingly, in a national, representative 
survey in Tanzania, the majority of adolescents (almost 75%) reported exposure to 
physical violence and one quarter to emotional maltreatment (UNICEF, 2011).
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Concerning orphans in different care settings, the findings on childhood abuse 
and physical punishment are diverse. Qualitative studies have documented cases of 
the emotional and physical abuse of orphans in community-based care (Morantz, 
Cole, Vreeman et al., 2013). UNICEF reported from a household-based national 
survey in Tanzania that approximately 70% of orphans in family or kinship care 
reported physical abuse and about 30% reported emotional abuse during childhood 
(UNICEF, 2011). The orphans reported higher rates of emotional abuse but not of 
physical abuse than non-orphans. Concordantly, child abuse was equally common 
for orphans and non-orphans in Eastern Zimbabwe (Nyamukapa et  al., 2010). A 
recent meta-analysis of 10 studies from different African countries, such as 
Zimbabwe, South Africa, Kenya, and Uganda, examined whether orphans in family 
or kinship care were more likely to experience physical and/or sexual abuse com-
pared to non-orphans in Sub-Saharan Africa. Findings showed that orphans were 
not more likely to experience physical abuse (OR = 0.96) or sexual abuse (OR = 
1.25) compared to non-orphans (Nichols et al., 2014). The authors remarked that 
their research focused on orphans in family or kinship care and advocated for fur-
ther research on child maltreatment in institutions.

Moratz, Cole, Ayaya, Ayuku, and Braitstein (2013) carried out a file review in 
Kenya analyzing the rates of experienced violence and abuse prior to institutional 
placement. They found that non-orphans were institutionalized more often due to 
maltreatment than orphans. Orphans reported lower rates of maltreatment prior to 
institutional placement, as they were mostly institutionalized due to poverty or a 
lack of suitable caregivers. However, other studies showed that children are not 
protected from further maltreatment in institutions. The already high rates of mal-
treatment experienced by children in the general population in Sub-Saharan Africa 
are often estimated to be even higher in institutional care (Euser, Alink, Tharner, van 
IJzendoorn, & Bakermans-Kranenburg, 2014; UNICEF, 2014). Concordantly, we 
found high rates of maltreatment experienced by most of the children in studies in 
Tanzanian orphanages (Hermenau et al., 2011, 2014). In Benin, children in residen-
tial or institutional care reported regular corporal punishment (Chiwaula et  al., 
2014). In institutional care settings, underqualified and overworked caregivers, in 
particular, physically maltreat children, frequently use corporal punishment for dis-
ciplinary reasons (Chiwaula et al., 2014; SOS Children’s Villages International & 
University of Bedfordshire, 2014). Thus, in addition to possible maltreatment in the 
family of origin and the often unresponsive and distant caregiving in institutional 
care, orphans are burdened with further experiences of maltreatment and corporal 
punishment in orphanages and other facilities of institutional care (Hermenau et al., 
2011). Yet, the exposure to violence and other forms of abuse in institutional care 
have received comparably little attention (SOS Children’s Villages International & 
University of Bedfordshire, 2014).

The Positive Outcomes for Orphans study examined institutionalized and family 
cared orphans and separated children in five low- and middle-income countries in 
Sub-Saharan Africa (e.g., Ethiopia, Kenya, Tanzania) and Asia (Gray et al., 2015). 
Most of the children were institutionalized when they were 5 years or older. Lifetime 
prevalence by age 13 of any potentially traumatic event, excluding loss of a parent, 
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was 91% in institutionalized children and 92% in children living with extended 
families. More than half of children in institutions and in family care had experi-
enced physical or sexual abuse by age 13. Prevalence and incidence of potentially 
traumatic events were high among the surveyed children, but contrary to common 
assumptions, children living in institutions did not report more potentially traumatic 
events or more abuse than children living in family care. Gray et al. (2015) con-
cluded that deinstitutionalization would not protect the children from further mal-
treatment and that protecting orphans and separated children from maltreatment is 
of high priority, regardless of the setting. They also hypothesized that the risk of 
maltreatment may be higher for younger children and they therefore need even 
more protection. We compared Tanzanian children who were institutionalized at 
birth to 4 years of age with a matched group of children who were institutionalized 
at 5–14 years of age (Hermenau et  al., 2014). Results showed that early- 
institutionalized children reported more adverse experiences during their time in 
institutional care and a greater variety of mental health problems than did late insti-
tutionalized children. We concluded that adverse experiences in institutional care 
play an important, but negative, role for early-institutionalized children who instead 
need protection from these experiences as well as developmentally appropriate and 
nurturing care from adequately educated caregivers.

When focusing on neglect, however, orphans were generally more likely than 
non-orphans to go to bed hungry (Makame, Ani, & Grantham-McGregor, 2002), to 
be underweight (Miller, Gruskin, Subramanian, & Heymann, 2007), and to lack 
social support and basic needs (Puffer et al., 2012). Consistently, we systematically 
investigated orphans’ experiences of maltreatment, and our findings revealed that 
orphans reported significantly more experiences of neglect, but not of abuse com-
pared to non-orphans (Hermenau, Eggert, Landolt, & Hecker, 2015). Research on 
institutional childcare has documented poor caregiver–child ratios and inadequate 
caregiving as factors increasing the risk of physical and emotional neglect 
(Hermenau et al., 2011; Johnson et al., 2006).

4  Maltreatment and Mental Health Problems

Prior research, mostly from Western countries, showed that in addition to physical 
injury, child maltreatment is associated with a number of emotional and behavioral 
problems that begin in childhood but may last through adolescence and adulthood 
(Carr, Martins, Stingel, Lemgruber, & Juruena, 2013). Adverse effects of child mal-
treatment include depression, anxiety disorders, substance abuse, and aggressive or 
delinquent behavior (Dube et al., 2003; Sugaya et al., 2012). In Tanzania, though a 
society in which harsh disciplinary methods are culturally normed and highly preva-
lent, we found a strong relationship between harsh discipline and internalizing as 
well as externalizing problems (Hecker et al., 2014; Hecker, Hermenau, Salmen, 
Teicher, & Elbert, 2016). Via internalizing problems, harsh discipline was also indi-
rectly related to impaired cognitive functioning and school performance. 
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Furthermore, maltreatment has shown to be associated with differential methylation 
in the genes of the stress response axis (Hecker, Radtke, Hermenau, Papassotiropoulos, 
& Elbert, 2016). These findings emphasize the detrimental consequences of mal-
treatment based on both molecular and behavioral grounds.

As a consequence of parental loss, maltreatment in the family of origin, and fur-
ther maltreatment in institutional care settings, orphans are at increased risk for 
mental health problems. For example, we found a positive relation between mal-
treatment and mental health problems in institutionalized children (Hermenau et al., 
2011, 2014). Interestingly, the violence that children experienced in the orphanage 
(vs. the violence that children experienced in the family of origin) was positively 
correlated with mental health problems.

In a number of studies, evidence has shown that orphans living in African coun-
tries in different care settings suffer from more depressive symptoms (Puffer et al., 
2012; Unterhitzenberger & Rosner, 2014), more internalizing and externalizing 
problems (Atwine, Cantor-Graae, & Bajunirwe, 2005; Wild, Flisher, & Robertson, 
2011), and greater posttraumatic stress disorder symptom severity than non- 
orphaned children (Cluver, Gardner, & Operario, 2007; Puffer et  al., 2012). 
Consistently, we found that orphans reported more depressive symptoms, posttrau-
matic stress symptoms, and aggressive behavior than non-orphans (Hermenau, 
Eggert et al., 2015). In our study, neglect, abuse, and stigmatization correlated with 
orphans’ internalizing and externalizing problems and neglect and stigmatization 
with orphans’ depression severity. Perceived stigmatization moderated the relation-
ship between neglect and depression (i.e., the relationship was always positive, but 
it was much stronger when an orphan reported high levels of perceived stigmatiza-
tion). These findings suggest that maltreatment and perceived stigmatization may 
play an important role in orphans’ psychological distress. In sum, the review of the 
current literature clearly suggests that maltreatment in institutional care is one 
important risk factor that is associated with impaired mental health of orphans. 
Thus, improving the mental health of orphans in institutional care begins certainly 
with preventing further maltreatment in institutional care.

5  Necessity of Maltreatment Prevention Approaches 
in Institutional Care

Though a great majority of institutionalized children reported at least one adverse 
childhood experience during their time in institutional care, the current literature 
indicates that orphans in institutional care are not generally at higher risk to experi-
ence physical or sexual abuse compared to non-orphans or orphans in family or 
kinship care (e.g., Gray et al., 2015; Nichols et al., 2014). Yet, this is not surprising 
in countries, in which corporal punishment is legal, highly prevalent, and generally 
regarded as effective, such as in many countries in Sub-Saharan Africa (UNICEF, 
2014). In these countries, the placement in institutional care does not represent a 
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protection from further maltreatment. On the contrary, corporal punishment in insti-
tutional care can add to the psychological burden of prior parental loss and possible 
adverse experiences in the family of origin. Therefore, protecting orphans from 
maltreatment in institutional care and in other care settings must be a high priority 
(Gray et  al., 2015; SOS Children’s Villages International & University of 
Bedfordshire, 2014).

Furthermore, quality of childcare has been shown to have a crucial impact on 
children’s development and psychological adjustment, particularly for orphans with 
a history of maltreatment and trauma (Johnson et al., 2006). However, adequate care 
for orphans is often impacted by unfavorable caregiver–child ratios and in most 
cases poorly trained, overburdened personnel. This is the status quo in institutional 
care settings in countries with limited resources and large numbers of orphans, like 
in many countries in Sub-Saharan Africa (Hermenau et  al., 2011; Hermenau, 
Kaltenbach et  al., 2015; SOS Children’s Villages International & University of 
Bedfordshire, 2014).

In a recent systematic review, we investigated the effects of structural interven-
tions and caregiver trainings on child development in institutional environments 
(Hermenau, Goessmann, Rygaard, Landolt, & Hecker, 2016). The 24 intervention 
studies reported beneficial effects on the children’s emotional, social, and cognitive 
development. Yet, only four of these studies have been conducted in Sub-Saharan 
Africa (Espié et  al., 2011; Hermenau et  al., 2011; Hermenau, Kaltenbach et  al., 
2015; Wolff, Dawit, & Zere, 1995). Furthermore, very few studies focused on 
effects of interventions on violence and abuse prevention (Hermenau et al., 2016). 
Therefore, we argue that it is highly important to develop, implement, and scientifi-
cally evaluate interventions that aim at improving care quality and at the same time 
preventing abuse and neglect in institutional care in Sub-Saharan Africa (Hermenau 
et al., 2016; SOS Children’s Villages International & University of Bedfordshire, 
2014).

6  Interaction Competencies with Children: A Preventive 
Approach for Caregivers Improving Care Quality 
and Preventing Maltreatment in Institutional Care

6.1  Theoretical Background

The preventive intervention approach Interaction Competencies with Children 
(ICC) aims to improve adult–child relationships and to prevent maltreatment. 
Following chronic stress hypothesis (Johnson & Gunnar, 2011), the typical care 
environment in an institutional care setting is stressful for children because of the 
lack of a consistent, warm, sensitive, contingent caregiver, which otherwise would 
reduce the stressful nature of an insecure environment. Furthermore, ICC is based 
on attachment theory (Bakermans-Kranenburg et al., 2011). As a consequence of 
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parental loss, and the many and varying caregivers, institutionalized children often 
lack a secure, stable attachment to a caregiver. Attachment theory and chronic stress 
hypothesis both imply that long-term adverse effects might be avoided if caregiving 
in the institution were improved (McCall, 2013). Consistently, interventions aiming 
to improve care quality in institutional care have shown promising results (McCall, 
2013). Nevertheless, interventions focusing on both improving care quality and pre-
venting further maltreatment are scarce. Therefore, we expanded the theoretical 
foundation to elements from social learning, cognitive behavioral, and developmen-
tal theories. Besides prevention of neglect through strengthening attachment and 
bonding, ICC-C in institutional care additionally focuses on the prevention of harsh 
discipline and other forms of maltreatment. ICC-C has been inspired by the parent-
ing guidelines of the American Academy of Pediatrics (The American Academy of 
Pediatrics, 1999) and the FairstartGlobal1 training concept (Rygaard, 2010). As in 
low-income countries, particularly in Sub-Saharan Africa, the majority of children 
are institutionalized at the age 5 or older (Gray et al., 2015), we designed ICC-C for 
caregivers caring for children of preschool to primary school age and early adoles-
cence (4–14 years).

6.2  ICC Training Workshop for Caregivers 
in Institutional Care

ICC-C has been designed as a 2-week training workshop (2 × 5.5 days) for caregiv-
ers working in institutional care settings. ICC-C offers a basic introduction to the 
essential interaction competencies in the work with children focusing mainly on 
warm, sensitive, and reliable caregiver–child relationships and nonviolent, warm, 
and sensitive caregiving strategies. ICC-C is guided by the following key 
principles:

• Participative approach: Trainees are invited to participate actively, to tailor the 
program, and to develop their own strategies on how to implement the training 
content in their daily work.

• Practice orientation: Practice units utilize the theoretical foundations to produce 
practical applications and skills that trainees can use in their daily work.

• Trustful atmosphere: Trainees are encouraged to talk openly about work prob-
lems and their own experiences of harsh punishment and maltreatment, with the 
aim of creating a trusting and open atmosphere assuring confidentiality.

• Sustainability: Sustainability of the training is ensured through intensive practic-
ing, repetition of the new knowledge, self-reflection, and the training component 
teamwork and supervision, described below.

1 http://www.fairstartglobal.com/
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• Teambuilding and new ideas for games: To facilitate teambuilding and to 
exchange ideas that caregivers can use in their daily work with children, trainers 
and trainees suggest and play games, sing songs, or dance together.

ICC-C begins with a welcome session in which the expectations, wishes, and con-
cerns of the trainees are explored. Seven core components form the content of ICC- 
C. They are conducted in the following order:

 1. Child development (3 sessions at 90 min): The aim of the first component is fos-
tering empathy and understanding toward the children and enabling trainees to 
better assess the children’s abilities, thus forming age-appropriate expectations. 
In the beginning, the trainees discuss the needs of children of different ages in a 
small-group brainstorming. The small groups discuss one of the following ques-
tions: What does a child need to feel happy? What does a child need to be 
healthy? What does a child need to be good at school? What does a child need to 
be self-confident? What does a child need to be helpful and cooperative? The 
short brainstorming should support the participants to look into the topic of chil-
dren’s needs. A short presentation of topics that came up in the small groups is 
followed by theoretical input about important steps in the physical, emotional, 
and cognitive development of children from infanthood to adolescence. The sub-
sequent discussion relates the knowledge about child development to implica-
tions for the daily work with children of various ages. A small-group exercise 
helps trainees to practice forming age-appropriate expectations and caring 
approaches.

 2. Caregiver–child relationship (4 sessions at 90 min): This component aims to 
point out the importance of secure attachment and bonding as well as elements 
of how to establish and improve a caregiver–child relationship. In this way, this 
component aims to reduce or to prevent emotional neglect of the orphans in 
institutional care. During instruction of theoretical foundations, the importance 
of secure attachment and bonding for children is emphasized, and possibilities to 
improve attachment and bonding in institutional care settings are outlined. 
Subsequently, trainees in small groups elaborate on the implications of being a 
parental figure and role model for children living in institutional care (e.g., whose 
parents have died or are unable to care for them). They discuss the following 
questions in small groups: Who are important role models in the lives of chil-
dren? How do children learn from them? The aim of the small-group discussion 
is that trainees may realize that children learn more from the caregiver’s behavior 
in daily interaction than from their instructions. In the next unit, communication 
skills used in a warm, understanding, and sensitive manner are developed 
together with the trainees and practiced in role-plays. Subsequently, the trainees 
discuss and practice communicating clear and age-appropriate instructions in 
small-group discussions and role-plays. In role-plays, different ways of giving 
instructions are played through (e.g., shouting with a harsh voice, begging and 
discussion, clear and short instruction with a calm and friendly voice and full 
attention). By putting the trainees in the shoes of the children, the role-plays 
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sensitize the trainees to the importance of setting expectations in a realistic and 
supportive way for the success of the interaction.

 3. Effective caregiving strategies (8 sessions at 90 min): This component seeks to 
provide alternative caregiving strategies in place of harsh discipline and to reduce 
feelings of helplessness. It starts with a discussion about which caregiving strate-
gies trainees consider useful and effective. As the trainees already have lots of 
experience in caregiving and working with children, their experiences and views 
should be valued and integrated in the training workshop. Subsequently, theo-
retical instruction including discussion of learning theory is used to introduce 
different strategies to aid in maintaining good behavior and to change misbehav-
ior (e.g., logical consequence, reinforcement systems, privilege removal, behav-
ioral contracts, time-out). Particularly, the role of attention as (unintentional) 
reinforcement is discussed. In the following units, these strategies are deepened 
and practiced in small groups using interactive elements such as role-plays. For 
example, in role-plays trainees practice both how to introduce time-out to the 
children they work with and how to use time-out in different situations. Reward 
systems (e.g., chore charts) are developed and adjusted for the use in their par-
ticular institutional care setting. Behavioral contracts that may facilitate the 
modification of certain problem behaviors of particular children are developed 
based on individual cases. In role-plays, the trainees practice discussing with 
children the problem behavior, the desired behavior, and the consequences, using 
the learned communication skills. This unit encompasses several sessions as 
these nonviolent caregiving strategies are adapted to specific contexts together 
with the trainees, practiced, and repeated a number of times to include these 
strategies in the active action repertoire of the trainees. Trainees’ ideas about 
challenges that may occur when implementing new skills in their daily routine 
are discussed intensively, and potential adaptations that would facilitate imple-
mentation are developed together.

 4. Maltreatment prevention (7 sessions at 90 min): The aim of this component is to 
raise awareness of the detrimental consequences of harsh punishment and other 
forms of child maltreatment. This component is closely linked to the newly 
learned effective caregiving strategies. ICC-C emphasizes action alternatives as 
many caregivers use harsh punishment because they lack nonviolent techniques. 
By developing nonviolent caregiving strategies beforehand, trainees may be 
more open to question commonly used strategies. At the start of this unit, all 
trainees are invited to reflect on and share their own experiences of harsh punish-
ment and maltreatment during childhood. First, trainees are invited to reflect 
individually on their childhood experiences of harsh punishment and maltreat-
ment and the related feelings, but also their experiences of maltreatment in adult-
hood and related feelings. Trainees should also reflect how their own experiences 
of harsh discipline and maltreatment affect their own ways of punishing and 
treating the children they care for or their own children. In the second step, train-
ees are invited to share their experiences and thoughts with their fellow trainees. 
To create a trustful atmosphere, trainees agree that all information shared during 
self-reflection will be confidential and will not be shared with anybody outside 
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of the workshop. Self-reflection often helps to allow a personal discussion about 
potential risks and consequences of harsh punishment and other forms of mal-
treatment that is not so much influenced by societal attitudes. Furthermore, 
through self-reflection trainees are less likely to feel offended, which will reduce 
resistance. In the following discussion, common caregiving and discipline strate-
gies in the country and culture are discussed. This also includes a discussion 
about legal aspects concerning harsh punishment in the home country of the 
trainees as well as in other countries, in which the use of any form of violence 
against children is illegal. Instruction in the theoretical foundation points out 
potential consequences of harsh punishment and other forms of maltreatment on 
behavioral, emotional, and cognitive development. Subsequently, common 
myths about corporal punishment are explored and discussed in small groups 
(e.g., corporal punishment teaches respect, some children only understand cor-
poral punishment, corporal punishment is time efficient, etc.). To reinforce a 
change in attitude, the trainees are invited to reflect on their own use of harsh 
punishment toward children and their feelings when using harsh punishment. 
For most caregivers the use of harsh punishment is related to negative feelings. 
Yet, they are often not aware of these negative emotions. Spending some time for 
self-reflection may raise their awareness and thus help them to consider nonvio-
lent action alternatives. In small groups and role-plays, trainees develop and dis-
cuss ideas, opportunities, and challenges for replacing harsh punishment with 
nonviolent caregiving strategies in their daily work.

 5. Supporting burdened children (7 sessions at 90 min): This component seeks to 
provide knowledge of common emotional and behavioral problems that children 
in institutional care may face. It also communicates that burdened children may 
not misbehave purposely, but rather that it is an expression of psychological 
problems. Furthermore, this component also aims to reduce the fears and help-
lessness of caregivers. Common emotional and behavioral problems, such as 
(traumatic) stress reactions, depression, oppositional and aggressive behavior, 
bedwetting, delayed development, and being HIV positive, are addressed. 
Strategies for handling such challenges are introduced and discussed. In small 
groups the trainees develop ideas and strategies to support particularly burdened 
 children within their institutions. This component also leaves room for the care-
givers to describe other common difficulties of at-risk children and to discuss 
strategies to support these children.

 6. Child-centered institutional care (7 sessions at 90 min): The aim of this compo-
nent is to enable the trainees to realize changes that are possible in their own 
workplace which may improve the living conditions for children and working 
conditions for caregivers. In this way, this component aims to reduce or to pre-
vent (emotional) neglect of the orphans in institutional care. Although structural 
changes are not generally implemented when conducting ICC-C, the importance 
of an adequate caregiver–child ratio; warm, sensitive, and stable caregiver–child 
relationship; and family-like groups is explained. In small groups, trainees com-
pare the situations of children in families and in institutional care settings. In 
many institutional care settings in resource-poor countries, numerous children 
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live in large groups with few caregivers. Groups are often age homogenously 
organized, and caregivers are rarely assigned as primary caregiver for specific 
children. Theoretical instruction emphasizes key elements of institutional care 
settings that impact children’s development, physical, and mental health. 
Subsequently, together with the trainers, trainees develop ideas about how to 
change their work environment to make the institutional care setting more fam-
ily-like. Possible components that may be discussed are assigning each child to 
a primary caregiver, creating age-heterogeneous subgroups within a large insti-
tution and caregivers spending regular quality time with an assigned group of 
children. In small groups trainees discuss ideas, challenges, and strategies to 
introduce these key elements into their particular workplace. Furthermore, the 
importance of daily and weekly structures and schedules, rituals, and rules as a 
way to make life predictable for the children is introduced and discussed. In 
small groups, trainees develop ideas and strategies on how to implement the 
discussed aspects in their work environment. Further, the importance of play for 
a healthy development is emphasized. This may be increasingly important as in 
many resource- poor countries education has become a high priority and is seen 
as a promising approach to break the cycle of poverty, particularly for orphans 
and other vulnerable children. Therefore, even very young children spend most 
of their time learning at school or at their home. We stress that learning begins 
with playing and that for children, playing is more than leisure time and amuse-
ment but an important part of their healthy development. Other aspects like 
safety at home are also introduced and discussed.

 7. Teamwork and supervision (2 sessions at 90 min): This component covers 
improving immediate working conditions and ensuring the implementation of 
the training contents in the workplace. The importance of a good work atmo-
sphere and supporting colleagues is discussed. Possibilities for peer supervision 
and where to seek help are discussed together with the trainees.

At the end of the first and second week, one session of 90 min should be used to 
repeat and highlight what the caregivers have learned and for an open discussion of 
questions from the group. The intervention ends with a feedback and session, 
including a farewell ritual.

6.3  Feasibility and First Empirical Evidence of ICC-C

In our recent feasibility study with caregivers in Tanzania (Hermenau, Kaltenbach 
et al., 2015), the participating caregivers rated the feasibility and effectiveness of 
ICC-C immediately before, directly after, and 3 months following the intervention. 
The trainers reported high satisfaction with the implementation of the units, the 
caregivers’ participation, comprehension, and motivation. Consistently, caregivers 
reported a high demand, good feasibility, and high motivation and acceptance of the 
intervention. For example, none of the trainees had undergone any training in 
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childcare. Most trainees reported the frequent use of harsh punishment in their daily 
work with children, and most lacked nonviolent action alternatives to corporal pun-
ishment and yelling. But they were highly motivated to participate and had high 
expectations concerning the usefulness of ICC-C. Most trainees were highly satis-
fied with the application of the ICC-C training workshop, and all would recommend 
ICC-C to other caregivers. Three months after the training workshop, trainees 
reported the frequent use of the ICC-C content in their daily work. Almost all train-
ees described improvements in caregiver–child relationships, as well as in child 
behavior. Furthermore, we assessed exposure to harsh punishment and maltreat-
ment, as well as the mental health of all children living in one institution from which 
all caregivers had been trained. The children were interviewed 20 months before, 1 
month before, and 3 months after the training. Children reported a decrease in harsh 
punishment and physical maltreatment and a decrease in mental health problems. 
As such, ICC-C seems feasible under challenging circumstances, and our study 
provides the first glimpses of its effectiveness.

In an earlier study, we implemented a preliminary version of ICC-C in combina-
tion with structural changes and a psychotherapeutic treatment (Narrative Exposure 
Therapy for children; Ruf et al., 2010; Schauer, Neuner, & Elbert, 2011) for trauma- 
related illness in a Tanzanian orphanage (Hermenau et al., 2011). In response to all, 
children reported a decline in exposure to harsh punishment and violence by care-
givers as well as in PTSD symptoms and related mental health problems. These 
findings indicate that caregiver training and structural changes may be combined 
with psychotherapeutic interventions to foster the mental health of heavily burdened 
and traumatized children.

6.4  Challenges During Implementation

ICC-C is designed to be applicable in low- and middle-income countries and has 
been particularly developed for its implementation in Sub-Saharan Africa with all 
its sociocultural similarities and diversities. Through its participative and adaptive 
approach that considers the particularly background and needs of both the caregiv-
ers and the childcare institution, ICC-C can be applied in countries with different 
cultural and socioeconomic background. However, due to limited resources in many 
of these countries, institutional care settings are often limited to offering only basic 
provisions of food and shelter and face major difficulties providing sensitive and 
child-oriented care. For example, unfavorable caregiver–child ratios (e.g., one care-
giver caring for 20 or more children) and poorly trained, overburdened personnel 
rarely allow for sensitive caregiving that will meet the needs of children. Where it is 
not possible to secure funds necessary to hire more staff, ICC-C can enable caregiv-
ers to implement structural changes within the limited opportunities of the particu-
lar setting (e.g., creating family-like groups, assigning each child to a primary 
caregiver, introducing regular meetings within family-like age-heterogeneous 
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groups, etc.). However, the particular circumstances of the institutional care setting 
determine which and how many of the suggested changes can be implemented.

Many caregivers lack training in childcare as it is often assumed that everyone 
can raise children. Nevertheless, being a caregiver in African orphanages means 
raising children who are often burdened with various psychological problems. 
ICC-C may raise awareness of children’s needs and may contribute to improve-
ments in caregiver–child relationships. However, it does not replace long-term and 
in-depth training in effective child-rearing practices. Rather ICC-C reduces the gap 
in knowledge between what is required and what exists. Ideally, ICC-C should be 
implemented on top of a basic education in childcare in order to foster nonviolent 
caregiving.

It may be that the management of an institution chooses to implement ICC-C 
without consulting the caregivers. This could result in resistance to actively partici-
pate in the training workshop. Caregivers may experience a threat to their self- 
esteem when outsiders wish to educate them about how to deal with “their” children. 
Therefore, it is highly important to build trust. It is crucial that trainers adopt an 
open attitude that acknowledges the difficult work conditions of the trainees and the 
willingness to collaborate with them. Collegial learning, acceptance of cultural 
diversity, and empathy are vital here. Teambuilding activities and involving the 
caregivers and their feedback in the program design help to create an open and trust-
ing atmosphere.

Changing long-standing norms is challenging, especially because the use of cor-
poral punishment and other harsh discipline measures is very common, socially 
accepted, and generally regarded as effective in Sub-Saharan Africa and many 
regions throughout the world. Hence, trainees may confront the trainers with strong 
resistance toward rethinking disciplinary measures. However, involving the trainees 
in creating the change and formulating their own training may help to promote 
engagement in the process. Reflections about the caregivers’ own experiences of 
harsh punishment and maltreatment, discussions about consequences of maltreat-
ment for children, and intensive practicing of effective nonviolent caregiving strate-
gies may facilitate a change of attitude regarding harmful discipline and 
maltreatment.

The support of the management staff of the childcare institution is crucial for 
achieving long-term sustainability. The management needs to support the ideas that 
are developed during the implementation of ICC-C and should provide room for 
peer supervision. Trainees may also become aware of their poor working conditions 
during ICC-C training. If the management is unwilling or unable to contribute to 
changes in working conditions, this may reduce the motivation to implement the 
newly learned strategies and potential structural changes. So, involving the manage-
ment as well as the caregivers and promoting a dialogue between the different inter-
ests is essential to ensure long-term changes.
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7  Practical Implication and Policy Recommendation

The demand for a change of policy and for guidelines on alternative childcare in 
general, and on institutional care in particular, in Sub-Saharan Africa is huge and 
progress is slow (Chiwaula et al., 2014). Most orphanages in Sub-Saharan Africa 
are run by nongovernmental organizations, and often there is no overall structure to 
ensure at least a minimal quality standard (Better Care Network, 2014). We argue 
that governments need to establish common practices and guidelines that apply to 
all childcare institutions to ensure a minimum of quality in childcare (Hermenau 
et al., 2014). Moreover, policies should include an obligation to adequately train 
caregivers (SOS Children’s Villages International & University of Bedfordshire, 
2014).

Many countries in Sub-Saharan Africa have signed the United Nations Convention 
on the Rights of the Child, yet this convention is only a declaration of intent. It 
remains unclear whether the weak governmental structures, the subordinate govern-
mental priority, the strong societal resistance, or anything else impedes the applica-
tion of the principles of the UN convention. Yet, fact is that violence against children 
occurs on a daily basis. That is why more than ever, programs improving caregiving 
in institutional care in these countries also need to address corporal punishment and 
maltreatment. An important step is to raise awareness of the consequences of poor 
and violent caregiving in institutional care among governmental agencies, child 
welfare systems, and nongovernmental organizations. The common belief still is 
that providing basic physical needs, such as food and accommodation, and some-
times education equals good caregiving. Policy makers and funding organizations 
need to become aware that caregiving is more than feeding and housing children 
and that warm, sensitive, and nonviolent caregiving lays the foundation for a healthy 
development.

The few scientifically evaluated intervention approaches that aim at improving 
institutional care settings have some important components in common: they all aim 
at improving the caregiver–child relationship (attachment and bonding), enriching 
the caregiving environment through additional stimulation and quality time, and 
have at least some focus on preventing maltreatment and further harm (Hermenau 
et al., 2016; McCall & Groark, 2015). When aiming to improve institutional child-
care, governmental officials, institutional directors, and caregivers should focus on 
these core elements. A mandatory adequate caregiver–child ratio for all institutions 
is needed as orphans need more attention and positive emotional care by their care-
givers. Poor caregiver–child ratios contribute to overworked caregivers who are 
then more likely to react violently toward children who need more assistance, are 
slower to move or react to instructions, or just try to get the caregivers’ attention. 
Furthermore, overworked caregivers are at higher risk to emotionally neglect 
orphans due to limited time and capacity.
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8  Conclusions

In this chapter we demonstrated once more that maltreatment is common in African 
childcare institutions and that its consequences have so far not been adequately 
addressed. While guidelines emphasize family and kinship care, many children in 
Sub-Saharan Africa remain in institutions. Consequently, a substantial number of 
children can benefit from improving the care quality in institutions. However, it is 
important to note that in countries, in which harsh discipline and violence against 
children are highly prevalent and generally regarded as effective, orphans living in 
institutions do not report more maltreatment than orphans living in family or kin-
ship care. Also in family and kinship care, often no mechanisms are available to 
protect children from abuse and neglect (Better Care Network, 2014; Better Care 
Network & UNICEF, 2015). Therefore, the need for maltreatment prevention 
includes not only institutional care but also other alternative care settings. 
Deinstitutionalization can only be a medium- or long-term aim; meanwhile we need 
to put efforts into fostering nonviolent care in childcare institutions and other alter-
native care settings (e.g., Better Care Network & UNICEF, 2015; Hermenau et al., 
2014; McCall, 2013).

From successful attempts to improve care quality and to prevent maltreatment in 
institutional care, we can conclude four important implications: (a) broad, theory- 
based prevention approaches are needed and should be tested using rigorous scien-
tific standards, (b) although basic nutrition, sanitation, safety, and medical care are 
essential, responsive nonviolent caregiving is crucial to children’s healthy develop-
ment; (c) improving care quality (e.g., adequate caregiver–child ratio, ban of violent 
discipline, etc.) is more important than the type of care (institutional care vs. family 
or kinship care); and (d) beyond improving caregiver–child relationships, caregiver 
trainings in Sub-Saharan Africa (and elsewhere) should also focus on prevention of 
violence and abuse in institutional care (Hermenau et al., 2016; McCall, Groark, & 
Rygaard, 2014). With this chapter, we advocate for educating government officials, 
managers of childcare institutions, and caregivers about the adverse consequences 
of maltreatment and for training caregivers in nonviolent caregiving strategies to 
provide them with adequate and nonviolent action alternatives (Hermenau et  al., 
2014). The prevention of maltreatment in childcare institutions will enable more 
children in Sub-Saharan Africa and elsewhere to grow up in supportive and nonvio-
lent environments, thereby helping them to develop in a healthy manner (Hermenau 
et al., 2016).

Questions for Discussion
• Which factors contribute to the high rates of violence and maltreatment in 

African orphanages? Explain why.
• Which elements of ICC-C may contribute to reduce violence and maltreatment 

in African orphanages? Explain why.
• Should care quality in institutional care settings be improved or should countries 

in Sub-Sahara Africa solely focus on deinstitutionalization? Why or why not?
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There is nothing so expensive, really, as a big, well-developed, 
full-bodied preconception.

– EB White (1944).

1  Introduction

Context is critical. Without context or comparisons, the documentation of maltreatment 
and abuse in institutions that care for orphans can lead to an immediate and under-
standable conclusion that institutions must be closed to protect children. Without 
context, such observations suggest that elimination of institutions will answer the 
question that plagues world leaders, policymakers, and communities: What is the 
best way to care for our growing population of orphans, such that we prevent neglect 
and maltreatment, and set them up for a positive, healthy life trajectory?

Asked in isolation, the answers to questions about maltreatment in institutions 
can result in a seemingly indisputable conclusion that global deinstitutionalization 
is necessary. Indeed, that is a commonly reached conclusion (Berens & Nelson, 
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2015; SaveTheChildren, 2009). The universality and simplicity of this conclusion 
are highly appealing: it offers a blanket solution for all governments and all 
communities. However, when these questions are placed in context, different 
conclusions emerge. The world’s orphaned and vulnerable children will still need 
viable options for quality care. Will they receive it if all institutions are closed?

To understand the context that surrounds the discussion around optimal orphan 
care structures, we must ask: Why is there a need for institution-based care? What 
is the alternative? Is maltreatment in institutions worse than in family-based care 
settings presumed to be the superior care option? What are the long-term outcomes 
for children in these different settings? What are the critical elements of caregiving 
that determine child outcomes? If we remove institutions as a care option, are 
orphaned children better off?

In this chapter, we begin with the historical context that has shaped the global 
approach to protecting the lives, and the rights, of children. In particular, we briefly 
recap the formalization of the rights of the child and the multiple care contexts in 
which modern (post-World War II) institutional solutions for orphan care arose. We 
then focus on the current context of low- and middle-income countries (LMICs) in 
sub-Saharan Africa and South/Southeast Asia, drawing on empirical evidence from 
LMICs, in particular a large, statistically representative study conducted in 
Cambodia, Ethiopia, India, Kenya, and Tanzania, to inform the discussion. Finally, 
we describe the need and potential for heterogeneous care options, explore emerg-
ing opportunities for intervention, and present areas of needed research to assist 
leaders, policymakers, and communities in creating quality care options for orphans.

2  Objectives

 1. Understand the historical context of the rights and protection of children
 2. Describe the current global orphan crisis
 3. Summarize the empirical evidence of maltreatment of orphans and vulnerable 

children in institution-based care compared to family-based care in low- and 
middle-income countries (LMICs)

 4. Describe the context and constraints of orphan care in LMIC
 5. Discuss why institutions form an important part of a heterogeneous orphan care 

structure in LMIC and how research can inform policymakers

3  Historical Context: Existing Literature

Historically, developmental ideas of childhood and religious philosophical notions 
of child rights have not been static. Instead, childhood can be seen as a social con-
struction in which there are discernible differences even within the same society in 
how childhood and child rights are defined (James, Jenks, & Prout, 1998; Lancy, 
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2015). Social class, gender, and labor status all played a role within different cul-
tural groups in defining constructs like developmental maturity, agency, and duties 
that were important to children’s rights. For example, Medieval Europe, while often 
portrayed as thinking of children as “little adults” like those popularized by French 
historian Philippe Aries (1962), had models of distinct life stages and church-based 
laws that defined instances in which children were equal to adults and also distinct 
from them (Cunningham, 1995; Orme, 2003). Likewise, there was a spectrum of 
moral, religious, and philosophical codes that defined children’s needs, rights, and 
responsibilities across societies and cultures in the global south (Hsiung, 2007; 
Kakar, 1979; Kapur, 2015; Wiredu, 1992).

Modern notions of child rights, based largely on an integration of a western phil-
osophical understanding of human nature (Locke, 1693/1995), with judicial reforms, 
started to shift European social attitudes on human pain, children’s developmental 
needs, and societal responsibilities. Protection-based rights, such as regulating child 
labor and advancing rights to education, slowly grew as the realities of child exploi-
tation for economic progress jutted against growing cultural awareness of the need 
to alleviate suffering by adding medical, social, and justice-based improvements. 
The horrors of World War I, along with continued work by social reformers such as 
Eglantyne Jebb (Mulley, 2010), Janusz Korczak (Lifton, 2006) and Adam Lopatka 
(sometimes dubbed “father of the Convention on the Rights of the Child”), helped 
lead to the League of Nations (1919, later becoming the UN) and the adoption of the 
Geneva Declaration of the Rights of the Child (1924), which gave for the first time 
a formal, international focus to responsibilities toward child-specific concerns.

The additional devastation of World War II, rising orphan crises, and mass cross- 
border social upheavals fostered ongoing international collaborative conversations, 
leading to current commonly known child-based outcomes such as the UN Fund for 
Urgency for the Children (1947 and becoming UNICEF), Universal Declaration of 
Human Rights (1948), Declaration of the Rights of the Child (1959), International 
Year of the Child (1979), and Convention on the Rights of the Child (1989). The for-
malization of these organizations and declarations provided a foundation for ongoing 
critique and negotiations on how best to meet international standards for children as 
full subjects of human rights and self-determination, how to globally define child 
rights and responsibilities, and how to measure outcomes (Fass, 2011; Moody, 2015; 
Sharma, 2015). More recently, growing emphasis on mental health, trauma history, 
education, and civic context as integral components of child rights has been instru-
mental in continued advancements in orphan and vulnerable children’s care.

The European and American context of care for orphaned and separated children 
(OSC) and indigent citizens across all ages that resulted from war (civil and 
 international), epidemics (plague, cholera in the 1830s), and social upheaval (indus-
trialization, famine) encompassed a wide variety of solutions that included alms-
houses, institutions, orphan trains, cross-fostering, formalized family foster care, 
and community fostering models (Hacsi, 1995, 1997; Johnson, Rolph, & Smith, 
2012). These solutions are reminiscent of the multiple care contexts currently exist-
ing in LMICs in the global south. Traditional child welfare solutions in the African 
and Asian context such as community and family fostering have been increasingly 
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besieged with political revolutions, the AIDS epidemic, rising poverty and inequal-
ity, climate change, famines, and wars. The current Middle East refugee crises, 
overwhelming Europe and resulting in permanent refugee camps since 2011, further 
highlight the need for a variety of programs and options to address the growing 
groups of OSC and dependent persons. The importance of international and cross- 
population studies on the mental and physical health outcomes of these groups as 
they reside, by necessity, in multiple care environments (the street, refugee camps, 
community and family care, and formal residential care) is critical if we are to come 
close to adequately addressing the rising displacement of global populations.

4  LMIC Perspectives: Emerging Evidence

As of 2011, over 150 million children ages 0–17 worldwide had been orphaned by 
the death of one or both parents (UNICEF, 2013). Nearly 100 million, or two-thirds, 
of the world’s orphans are in sub-Saharan Africa or South Asia (UNICEF, 2013). In 
sub-Saharan Africa alone, 15 million children were orphaned as a result of AIDS 
(UNICEF, 2013). These numbers do not include the additional millions of children 
who have been separated from their parents due to circumstances such as war, pov-
erty, or internal displacement. Notably, low- and middle- income countries (LMICs), 
whose economies are less equipped than more resourced countries to care for the 
growing numbers of orphans, are disproportionately affected by the orphan crisis. 
Consideration of the context of LMICs is essential to addressing global orphan care 
and preventing orphan maltreatment.

4.1  Positive Outcomes for Orphan Study

To identify and understand the characteristics of care associated with improved tra-
jectories for orphans, the Positive Outcomes for Orphans (POFO) study was initi-
ated. The POFO study is a longitudinal cohort following over 3000 orphans and 
separated children (OSC) from six study sites in five low- and middle-income coun-
tries: Battambang District, Cambodia; Addis Ababa, Ethiopia; Hyderabad and 
Nagaland, India; Bungoma District, Kenya; and Kilimanjaro Region, Tanzania 
(Whetten et al., 2009).

Inclusion in the POFO study was defined by age and orphan status. All children 
who were orphaned by one or both parents, or were separated from their parents, 
and were aged 6–12 at baseline enrollment were eligible for inclusion. Separated 
children had no expectation of reunification with their parents; most had been aban-
doned. OSC in the POFO study were randomly sampled from both institution-based 
care and family-based care. Institutions were defined as residential dwellings where 
at least five children from at least two different families are cared for by nonrela-
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tives. A two-stage random sampling approach was used to select OSC from each 
setting (institutional care and family-based care) for the study.

For the institution-based care sample, the study team worked with government 
officials and community organizations to first enumerate the institutions in each 
study region. As part of their efforts to identify institution-based care, the local 
study teams actively sought key informants and ultimately uncovered more orphan-
ages than were previously known. Institutions in each study region were then ran-
domly ordered from the enumerated lists and approached in sequence (Stage 1). 
Each institution had complete rosters of children, from which up to 20 from each 
institution were randomly selected until 250 OSC from each region were enrolled 
(Stage 2). If the number of institutions precluded reaching the targeted 250 children, 
then the limit of 20 children per institution was relaxed to enable more age-eligible 
children to participate. In total, 1357 children from 83 institutions were enrolled 
across the six study sites (Whetten et al., 2009).

The institutions represented in the POFO study encompass a broad range of pos-
sible residences in which orphaned children may live, including different sizes, ages 
of children, caregiver-to-child ratios, religious affiliations (if any), and government 
vs. non-governmental organization status. Approximately 35% of institutions have 
less than 25 children, with one housing as few as five, but there are others housing 
more than 250 children. The children in the POFO study are distributed throughout; 
about half live in institutions caring for fewer than 100 OSC, and about half live in 
institutions caring for more than 100 OSC. The heterogeneity of institutions makes 
describing a “typical” institution difficult. Many are initiated by individuals who see 
a need in the community. As an example, one governmental institution in Ethiopia 
was founded by a woman who took in her first child when her neighbor was dying 
of AIDS and she didn’t want the young boy left parentless. She continued taking in 
children and now runs an institution with 180 children who attend school during the 
week and do chores and play on the weekends. Most of the financial support comes 
from local and foreign individuals, but because the government owns the property, 
the institution is monitored by the government through site visits and routine report-
ing by staff.

The family-based care sample was selected by first dividing each region into 50 
clusters based on administrative or geographic boundaries. In each cluster, up to five 
children were randomly sampled from available lists or from house-to-house sur-
veys conducted by the study team, until five households with at least one orphaned 
child meeting the age criterion were identified. If multiple children in the household 
were eligible for inclusion, the child whose first name came first alphabetically was 
selected. If there were insufficient numbers of children meeting eligibility criteria in 
a cluster, then the maximum number of children per cluster was raised to between 
six and ten. An additional 50 non-orphaned children from each region were sampled 
for qualitative comparison. Those children were selected from the same geographic 
clusters used to select the family-based sample.

Family-based care involves a variety of living arrangements, including living 
with the remaining parent, a relative, or a community member. Family-based care is 
not regulated by any laws in particular, though in some communities families may 
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receive subsidies or other resources, including opportunities to participate in sup-
port groups or to improve parenting skills that facilitate their ability to support the 
orphaned child.

Baseline data collection began in May 2006–February 2008; start dates varied by 
study site. A wide range of data including measurements of physical health (e.g., 
height, weight, body mass index), mental health (e.g., anxiety, cognitive function-
ing, emotional well-being), risk behaviors, stigma, health-care utilization, social 
networks, child-caregiver relationships, and potentially traumatic experiences have 
been tracked annually or semiannually (every 6 months) for 7 years of follow-up.

Several unique features of the POFO study make it a particularly strong cohort 
from which to draw inferences. POFO is the largest cohort of orphans to be fol-
lowed longitudinally. In particular, POFO has followed children from multiple low- 
and middle-income countries who are difficult to reach and to track over time and 
has retained them for follow-up into late adolescence. Retention in POFO over 
7 years of follow-up was approximately 70%. Perhaps most importantly, the design 
of the POFO study – specifically, random sampling of institutions (or households) 
and random sampling of children within each setting  – enables a scientifically 
robust mechanism for comparing children in each care setting.

4.2  Key Findings

The seminal findings of the POFO study can be summarized as follows: orphaned 
children in institution-based care are no worse off than orphaned children placed in 
family-based care. This result holds true both in terms of physical, emotional, and 
intellectual well-being outcomes and traumatic experiences, including abuse. A 
baseline comparison of OSC in both settings showed that OSC in institution-based 
care have similar BMI-for-age, height-for-age, and caregiver-reported health (mea-
sured on a five-point scale) as OSC in family-based care (Whetten et al., 2009). 
Emotional well-being, measured by the Strengths and Difficulties Questionnaire 
(Goodman, 1999; Goodman, Meltzer, & Bailey, 1998), indicated that institution- 
based OSC scored lower (better) than their family-based counterparts. Similarly, 
institution-based OSC scored higher on memory and general intellectual function-
ing using the California Verbal Learning Test (Delis, Kramer, Kaplan & Ober, 1987; 
Kaufman & Kaufman, 2004), respectively. All interviews and measures were 
administered by highly trained interviewers in the native language of the child. In 
general, research in LMICs is limited by lack of culturally adaptive well-being mea-
sures. However, any bias resulting from lack of cultural adaptation of measures is 
not expected to differ between family-based and institution-based children and thus 
should not bias the comparison of children between those groups.

Longitudinal follow-up showed that the baseline observations of well-being 
measures were maintained over time (Fig. 18.1). After 3 years, there was a negligi-
ble difference between institution-based and family-based OSC across outcomes 
(Whetten et al., 2014). The family-based OSC showed better improvement on some 

C.L. Gray et al.



385

measures (sickness in the past 2 weeks, memory) and in essence had caught up to 
the institution-based OSC at a 3-year follow-up. Importantly, the longitudinal anal-
yses demonstrated that the variation in outcomes at baseline, at 3-year follow-up, 
and in changes between baseline and follow-up, could not be explained by the 
different care settings (institution- vs. family-based care). The variation was primar-
ily explained by individual differences in the children and, to a much lesser extent, 
by the study sites (country regions) and the specific institution or geographically 
defined community cluster within each site (Table 18.1).

Another key finding in the POFO study was that the prevalence and incidence of 
potentially traumatic experiences are extremely high among OSC. Using the Life 
Events Checklist (Elhai, Gray, Kashdan, & Franklin, 2005; Gray, Litz, Hsu, & 
Lombardo, 2004) to assess trauma experienced by children at least 10 years of age 
at the time of interview, the POFO study found that over 90% of OSC had experi-
enced at least one trauma beyond the orphaning event of losing a parent (Gray et al., 
2015b). By age 13, 50% of institution-dwelling OSC and 54% of family-dwelling 
OSC had experienced physical or sexual abuse. Over 3 years of follow-up, annual 
incidence of physical or sexual abuse was higher among OSC in family-based care 
(19%) than those in institution-based care (13%) (Fig. 18.2). Both boys and girls 
had similarly high rates of overall trauma and of physical or sexual abuse. Among 

Fig. 18.1 Distribution of child well-being measures at baseline and follow-up, by care setting type 
(institution based vs. family based). Blue bars are dot plots of the well-being measures of indi-
vidual children at baseline and follow-up, respectively. Each child is represented by one dot 
(Reprinted from Whetten et al., 2014)
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Fig. 18.2 Prevalence and incidence of any trauma and of abuse by age in institution-based vs. 
family-based settings (Reprinted from Gray et al., 2015b)

those in institution-based care, 14% of boys and 12% of girls had experienced 
abuse; among those in family-based care, 20% of boys and 19% of girls had experi-
enced abuse (Gray et al., 2015a).

The findings in the POFO study are consistent with other studies in LMICs. A 
separate study of OSC in Kenya specifically used the Convention on the Rights of 
the Child framework to assess how different models of care (institution-based or 
family-based care) upheld the basic rights outlined in the framework (Embleton 
et al., 2014). Similar to POFO, children were sampled from orphanages or other 
institutions (all referred to as charitable children’s institutions, or CCIs), as well as 
from family households caring for orphaned children. The study assessed key arti-
cles of the framework, including the right to know and be cared for by the child’s 
parents; the right to information; the right to protection from physical or mental 
abuse, maltreatment, or exploitation; the right to health; the right to a reasonable 
standard of living; the right to education; and the right to protection from economic 
exploitation or work that may be injurious or interfere with education. In general, 
improvements are needed in both CCIs and family-based care to fully uphold the 
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rights of children. Still, children in CCIs were more likely to have basic material 
needs met, to have a higher standard of living (e.g., pumped water), and to have 
greater access to books. The use of corporal punishment, though against the Kenyan 
Constitution, was much more likely to be used in families than in CCIs, where 
caretakers were more likely to discuss poor behavior, withhold privileges, or assign 
extra chores to address misbehavior.

In a meta-analysis of 42 studies from 19 countries on the intelligence quotient 
(IQ) of children growing up in orphanages compared to children placed in foster 
families, children in orphanages were shown to have lower IQs by 20 points (van 
IJzendoorn, Luijk & Juffer, 2008). However, in three of the four countries rank-
ing lowest on the Human Development Index, a ranking of life expectancy, edu-
cation, and per capita income, there were no differences in IQ between children 
in orphanages and those in family-based care. Caregiver-to-child ratio (only 
measured among those in orphanages) was not associated with smaller or larger 
delays in IQ. However, institution- based children with the best caregiver-to-child 
ratio (maximum of three caregivers per child) did not significantly lag their fam-
ily-based peers, suggesting that those in smaller groups may not have different 
IQ developments than their family-based peers. Children assessed before the age 
of 2 had more delays than those assessed after age 2; a similar result was found 
for age 4. Delays were only observed for the youngest children, though many 
studies were missing age at entry data and those studies with missing data had 
large effect sizes.

While the focus of this chapter is LMICs, it is worth noting that the largest sur-
vey of orphanage alumni conducted in the United States showed orphanage alumni 
achieved higher education and income and reported better attitudes about life than 
the general population (McKenzie, 1997). The survey was conducted on approxi-
mately 1600 orphans from nine homes in the South and Midwest United States, 
suggesting that the parity of institution-based care and family-based care in terms of 
well-being outcomes may not be unique to LMICs.

4.3  Context for Maltreatment

It may seem counterintuitive that maltreatment could occur with equal (or greater) 
frequency in family-based settings as in institution-based settings. Certainly, fami-
lies and family care environments are essential elements of orphan care. Why might 
family-based settings have equal or higher prevalence and incidence of trauma, par-
ticularly of abuse?

For context, it is not uncommon in many parts of Africa for children to live with 
extended family, often for the opportunity to advance their education in a more 
urbanized area (Daniel & Mathias, 2012). Education is a core value and desire, 
viewed as essential to improving welfare for oneself and one’s family. The children 
may help their “foster” family with household chores and/or the rural family from 
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which they came may send food to help support the foster family (Madhavan, 2004). 
This voluntary system is viewed as mutually beneficial. However, the current orphan 
crisis, partly a function of the AIDS epidemic, has created an obligatory environment 
of fostering orphaned children of relatives without the reciprocal support  provided 
in the voluntary context. Increasingly, families and caregivers in LMIC are facing 
economic constraints that compromise their ability to care for the orphans in their 
communities. They simply cannot absorb the number of children in need, particu-
larly given the high probability that they are impoverished themselves.

This reality has manifested in several troubling trajectories for orphaned youth. 
In one study in Tanzania, rural orphans who did not have adequate family care 
were interviewed about their lives (Daniel & Mathias, 2012). They fell into two 
groups: those who were trafficked while being promised an education and those 
who gave up schooling to head the household for themselves and their siblings. 
Those trafficked (all girls) were taken to more urban areas by family or neighbors, 
where they expected to be able to go to school. Instead, they were all forced to 
work long days, were not allowed to contact their family, were not allowed to 
attend school, and were not paid for their labor. Many were physically abused; 
several were raped. Telling an adult generally resulted in shame or worse treat-
ment. Because they had no wages with which to purchase even a bus ticket, and 
were restricted from reaching out to other relatives or friends, they were at the 
mercy of encountering a kind and trustworthy neighbor or tenant who could help. 
Similar phenomena have been described by others who have documented that 
child fostering can result in child trafficking if the child is deprived of basic 
rights, including health services, education, and protection from abuse and exces-
sive labor (Blagborough, 2008; Evans, 2005; Koda, 2000; Ochanda, Akinyi, & 
Wakinya, 2011).

In the child-headed households, the children tried to attend school, but ultimately 
could not keep up with both school and farming chores (Daniel & Mathias, 2012). 
This is consistent with a separate study of double orphan-headed households in 
Uganda (Dalen, Nakitende, & Musisi, 2009). Among the 43 child heads of house-
hold interviewed, the reasons varied as to why children remained on parents’ prop-
erty despite having no adult caretakers. Some were refused help from relatives; 
some were afraid relatives would take their property; and some couldn’t trace their 
relatives. In general, siblings actively sought to stay together rather than being split 
among relatives. While shelters housing these children differed greatly, most needed 
at least some repair and children were often sharing one bedsheet or blanket. None 
of the children interviewed could afford fish or meat; most were routinely hungry. 
Stress over the lack of basic needs was substantial. Going to school precluded ensur-
ing crops or property were kept safe, and most siblings worked to support the family 
and could not afford the school fees, even with subsidies from relief organizations. 
Children reported falling behind in school, not being able to keep up with friends, 
and feeling the stigma and often, ostracization, from the community. Few had some-
one to talk to about their situation, and they desired to be more included in the com-
munity; such social relationships are essential for their long-term physical and 
emotional health trajectories (Berkman, 2000; Berkman & Syme, 1979; Prince 
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et al., 2007). Those with stronger self-esteem and greater initiative lived in villages 
with more supportive chairmen and community members.

4.4  Family and Caregiver Burden

Even under more ideal conditions in which the orphaned child is not trafficked or 
heading the household, recent studies have documented the caregiver burden that 
strains the family economy, the caregiver’s ability to meet family needs, and the 
caregiver’s physical and mental health. One study of caregivers was conducted in 
Botswana at three hospitals/clinics in three different locations representing the 
city/village population distribution in the Botswana census (large capital city of 
Gaborone, medium-sized city of Lobatse, small town of Molepolole) (Heymann 
et al., 2007). All 1033 respondents were working adults waiting to see a health-care 
provider for themselves or for an adult or child they were accompanying. More 
than one-third (37%) of respondents were providing care for at least one orphan; 
nearly half of those (46%) were caring for more than one orphan. Orphan caregiv-
ers and non-orphan caregivers were similar in terms of number of hours per day 
worked, number of jobs, etc. However, those caring for orphans reported signifi-
cantly more difficulty meeting caregiving responsibilities, finding reliable child 
care, helping with homework, and offering emotional support to the children. 
Orphan caregivers were also significantly more likely to lose pay or take unpaid 
leave to meet caregiving needs and reported more financial difficulties and short-
ages of water, food, shelter, and transportation. Those providing care to orphans 
living outside the home were more likely to receive community help than those 
caring for orphans in their homes (over half compared to less than 20%). The 
authors excluded institutional care as an option, citing that out-of-family place-
ment “is viewed by policymakers as the worst of all possible alternatives.” They 
conclude that shifts in workplace policies are needed to support extended family 
care, as well as improved surveillance on policies and services to assess the impact 
on both orphaned and non-orphaned children in overburdened households.

In a similar study conducted in South Africa, 40% of orphan caregivers reported 
high levels of burden using a standard caregiving measure (Kidman & Thurman, 
2014). Many caregivers (19%) were also caring for sick family members, partly 
due to the AIDS epidemic, and 23% suffered from chronic illness themselves. The 
most commonly reported caregiving concern was feeling they could do a better 
job for the orphaned child quite frequently or always (83%). Nearly a quarter 
(23%) were stressed quite frequently/always about caring for the orphaned child 
and meeting other works or household demands, and 17% reported their own 
health frequently suffered because of their involvement with orphaned children. 
Food insecurity was the greatest predictor of caregiver burden; household income 
was also significantly associated. In general, this study highlights the economic 
vulnerability of orphan caregivers, as well as the potential for overwhelming 
burden among those with chronic illness themselves.
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4.5  Orphan Stigma

The emergence of the AIDS epidemic brought much attention to the existing orphan 
crisis in sub-Saharan Africa. As researchers, health-care providers, and aid workers 
began observing the stigmatization of orphaned children due to fear of the disease, 
studies began documenting the AIDS-related stigma faced by orphaned children 
(Campbell et al., 2014; Chi, Li, Zhao, & Zhao, 2014; Cluver, Gardner, & Operario, 
2008; UNICEF, 2004, 2006). However, the independent stigma of being an orphan 
in LMIC remains relatively undocumented. One qualitative study, however, was 
conducted in the POFO study sites. Five focus groups of 7–9 participants each were 
conducted with village elders, social workers, caregivers, and other community 
stakeholders to understand the nature of orphan-specific stigma (Whetten et  al., 
under review). For one question, the adult participants were asked to imagine what 
life would be like if they were orphaned, specifically about living situations; all had 
negative responses, such as this one:

My life will be worse than a street dog. Once death rituals of my parents are over, then I will 
be taken by one or other relative for some time and later leave me in some hostel and made 
me to run away from their home.

When asked about differences between orphaned and non-orphaned children, 
respondents said the orphaned children were thought of and treated as different than 
others in the household:

Within the family, an orphaned child is special, not supposed to get tired, have no privi-
leges, orphans get less food because they have no rights, he/she cannot complain when 
work is assigned.

The responses were similar in nature regardless of the country. While the ques-
tions posed were hypothetical questions (rather than reported experiences), they 
reflect the attitudes and observations of influential stakeholders in communities car-
ing for orphaned children. The shared agreement of these views indicates that 
stigma toward and differential treatment (including abuse) of orphaned children 
may be common practice as it often was historically worldwide. These findings help 
elucidate why maltreatment has been observed in family-based care as or more 
frequently as it is in institution-based care. Furthermore, stigma is known to be 
associated with poor outcomes such as depressive symptoms and difficulties with 
peer relationships (Campbell et al., 2014; Chi et al., 2014).

4.6  Asking Different Questions

It is important to discuss how the findings described here differ from other findings 
highlighting maltreatment in institutions. The two most commonly cited studies on 
institutional care are the Bucharest Early Intervention Project (BEIP) and the 
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English and Romanian Adoptees (ERA). BEIP was a randomized trial of Romanian 
orphans living in orphanages known for severe abuse and neglect. Children were 
randomly assigned to remain in institutional care or moved to foster care; an addi-
tional never-institutionalized group was also followed. Results from the trial showed 
worse cognitive development, physical growth, emotional functioning, attachment, 
and neural development among the children who remained in the institutions com-
pared to those moved to foster care or those who were never institutionalized (Drury, 
Gleason et al., 2012; Drury, Theall et al., 2012; McGoron et al., 2012; Merz, McCall, 
& Groza, 2013; Nelson et al., 2007). The English and Romanian Adoptees (ERA) 
study similarly examined outcomes of children reared in Romanian orphanages 
(described as ranging from “poor to abysmal”) (Rutter et al., 2007) but adopted into 
families in the United Kingdom (UK). To control for the possible effects of adop-
tion, the comparison group was UK children adopted into UK families. Several 
studies of this population showed that cognitive outcomes, attachment formations, 
and neurological imaging were worse in the Romanian adoptees who experienced 
severe institutional deprivation than the UK adoptees who experienced no depriva-
tion and that longer duration of deprivation yielded worse outcomes (Beckett et al., 
2006; Mehta et al., 2009; O’Connor et al., 2003; Rutter et al., 2007). Importantly, 
the BEIP and ERA studies were primarily focused on early deprivation beginning in 
infancy. Both the BEIP trial and the ERA study were seminal in their documentation 
of the effects of early deprivation, as well as in the possibility for improvement 
when young children were placed into better care.

Importantly, however, neither the BEIP nor the ERA reflected random samples 
of institutions or institutions representing the range of conditions observed in cur-
rent institutional orphan care. Thus, the conclusions of these studies are limited to 
Romanian children who as infants entered orphanages known for severe depriva-
tion. The BEIP compared children remaining in settings known for their severe 
deprivation to those transitioned to families who were vetted by the BEIP personnel 
and supported by trained social workers who had weekly consults for the life of the 
project with experienced psychologists. Broadly, the BEIP studies were designed to 
answer the question “Can we improve the trajectory of children exposed to terrible 
deprivation during infancy if they are moved into families supported by trained 
social workers, as compared to children left in deprived environments?”

The ERA study compared the Romanian orphans adopted into families in the 
United Kingdom to UK children adopted into UK families. The UK children were 
all infants under 6  months; the Romanian children were ages up to 42  months. 
Presumably, any linguistic adjustments for the older Romanian children who would 
be shifting languages were accounted for in cognitive assessments. Since both 
groups had experienced adoption, poor outcomes were attributed to the early depri-
vation experienced. While some of the ERA studies used age-stratified random sam-
pling to select the Romanian adoptees, selection was still restricted to the severely 
deprived Bucharest institutions. Broadly, the ERA studies were designed to answer 
the question “If all children are adopted by UK families, are outcomes in Romanian 
children who experienced severe deprivation during infancy the same as UK chil-
dren who did not experience deprivation during infancy?”
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In contrast, the POFO study enumerated the institutions in six regions in five 
countries and then randomly sampled from among those institutions. Among the 
randomly sampled institutions, age-eligible (6–12 years at baseline) children were 
randomly sampled for inclusion in the study. Similarly, to identify a statistically 
representative sample of orphans living in family care in the same regions, 50 geo-
graphic clusters in each study region were defined, and study teams randomly sam-
pled five households caring for orphans and selected the age-eligible child whose 
name came first alphabetically. Broadly, the POFO study was designed to answer 
the question “On average, are outcomes among orphaned children in institution- 
based care the same as outcomes among orphaned children in family-based care?”

The distinction in the questions is important because the question determines the 
inference that can be made. While the BEIP and ERA studies enable conclusions 
about trajectories after interventions following early severe deprivation in institu-
tional care, compared to those who did not receive the intervention or to those who 
never experienced early deprivation, they do not enable conclusions about “aver-
age” institution-based care compared to “average” family-based care for orphans. 
The POFO study’s design of random sampling of children within randomly sampled 
institutions and randomly sampled families does enable conclusions comparing the 
two settings. Importantly, the POFO study also focused on children ages 6–12, 
rather than on infants. While deprivation during infancy is particularly damaging, 
95% of orphans are children over 5 years of age, not infants (UNICEF, 2008). The 
aforementioned meta-analysis on institutional care also noted that institutional care 
at later ages was less important for IQ differences than institutional care during 
infancy (van IJzendoorn, Luijk, & Juffer, et. al., 2008).

5  The Role of Institutions: One Size Does Not Fit All

In summary, empirical evidence elucidates several important considerations in the 
care of orphans. First, LMICs have the greatest number of orphans and greatest 
need for care solutions. Second, emerging evidence from studies designed to com-
pare settings indicates so far that institution-based care is no worse than family- 
based care in terms of physical and mental health outcomes for orphans in LMICs 
and that while maltreatment is prevalent in both settings, it is somewhat higher in 
family-based care than in institution-based care. Third, prevention of child-headed 
households and child trafficking is critical. Fourth, educational access is essential. 
Fifth, families in LMICs are increasingly overextended economically and emotion-
ally because of the orphan crisis. Sixth, and finally, stigma of orphans in LMICs is 
severe and contributes to acceptability of orphan maltreatment.

While the setting of care (institution vs. family) does not seem to influence out-
comes, the care received does matter. At least two studies, one in St. Petersburg, 
Russia, and one in Tanzania, have conducted trials to assess the effects of caregiver 
training on outcomes among orphans in institutions (Hermenau, Kaltenbach, 
Mkinga, & Hecker, 2015; McCall et al., 2013). In the St. Petersburg study,  caregivers 
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and children were randomly assigned to groups in which the caregiver was provided 
training (or not). Results indicated sustained, long-term improvement in outcomes 
among children assigned to caregivers who had received caregiver training, com-
pared to children whose caregivers received no training, suggesting the possibility 
for improvement in caregiving. Similarly, the Tanzania study trained caregivers in 
an institution by emphasizing the importance of the child-caregiver relationship, 
strategies for handling poor behavior, and detriments of corporal punishment; they 
compared child outcomes over time, and reports of maltreatment dropped signifi-
cantly from baseline.

Better understanding of the varieties of group care and institutions is needed. The 
structure, organization, and daily routine, among other predictors, may be essential 
in understanding what quality care looks like in institutions that create positive out-
comes for orphans. Different structures may be beneficial to different children, 
depending on their histories, needs, or other predictors. These factors remain 
unstudied.

Among the critical factors for many orphans is separation from siblings. Gong 
et al. (2009) showed that sibling separation resulted in substantial anxiety, anger, 
and depression among orphans in both group care and family care (Gong et  al., 
2009). Keeping siblings together should be a key consideration in placement of 
orphans within family or institutional care.

The essential elements of quality caregiving also need more research, for both 
institution- and family-based care. Characteristics of caregivers who influence posi-
tive trajectories for orphans can inform both appropriate hiring in institution-based 
care and placement in family-based care. Given the findings that much of the varia-
tion in child outcomes in the POFO study was determined by individual differences 
(Whetten et al., 2014), it would be prudent to know whether specific caregiver char-
acteristics were more or less helpful to children with specific characteristics. Such 
knowledge would inform strategies for caregivers in both institutional and family 
settings.

Quality orphan care additionally requires addressing the substantial trauma most 
orphans have faced; recent trauma-focused cognitive-based therapy interventions 
have indicated promising results (Murray et  al., 2014; O’Donnell et  al., 2014). 
These interventions would be appropriate for orphans in all care settings.

Support of families where reintegration with a biological parent or family foster-
ing occurs is essential. Caregivers report substantial burden in caring for orphans, 
but at least one study documented that caregivers who are in a support group report 
more positive feelings toward the children for whom they are caring as well as less 
social marginalization and better family functioning (Thurman, Jarabi, & Rice, 
2012). Such support programs may also contribute to reducing stigma and could 
potentially be augmented to directly address orphan stigma. As indicated in the 
Heymann study (2007), family support includes identifying workplace policies and 
conditions that facilitate caregivers being available to children with health needs.

Finally, models that allow children to have the safety and support of a group 
home or institution while simultaneously having interaction with their parents or 
living relatives need to be explored. The need for institution-based care often arises 
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from severe economic constraints or inability of parents to properly care for their 
children. Integrated models that leverage the stability of an institution with the 
opportunity to experience at least some of the emotional support of a parent need to 
be tested.

6  Summary

World leaders and policymakers agree that, by definition, children are vulnerable 
and that it is a global imperative to ensure their basic rights are met, including the 
rights to education and protection from abuse. These rights have been most recently 
formalized in the 1989 Convention on the Rights of the Child. Further, the growing 
orphan crisis has warranted global attention to providing quality care options for 
orphaned or separated children (OSC) to safeguard their rights and their futures. 
LMICs in sub-Saharan Africa and South Asia are home to two-thirds of the world’s 
orphans. In LMICs, evidence from a large longitudinal cohort of orphans, designed 
using two-stage random sampling to be statistically representative of both institution- 
based and family-based orphan populations, has shown no differences in well-being 
between orphans in institution-based and family-based care settings. These findings 
hold for numerous outcomes, including physical health, emotional well-being, cog-
nitive functioning, and maltreatment (physical or sexual abuse).

These findings in the POFO study are consistent with other studies in LMICs. 
Context is critical: existing poverty, combined with wars, disease epidemics, and 
social upheaval, makes extended family care extremely difficult. Orphan caregiving 
strains the family economy as well as the caregiver’s ability to earn additional fam-
ily income and provide support for the orphan and the other children in the house-
hold. Stigma of orphans is entrenched, even among well-meaning community 
members. What is needed is a variety of care options and substantial resources to 
support placing each child in the most optimal environment, in recognition of the 
fact that the ideal (living with one or both parents in a loving, stable environment), 
by definition, often cannot happen. Support for caregivers and support for and mon-
itoring of continued education in all placements are also critical, as is attention to 
trauma and stigma faced by orphans and strategies for alleviating both over time.

Questions for Discussion
 1. What are some of the advantages and disadvantages of a country-level deinstitu-

tionalization policy?
 2. If you were tasked with developing orphan care policy for a low-income country, 

what would you want to know to create quality care options?
 3. How would you develop a program to support families fostering orphaned chil-

dren (relatives or other children)? How would you focus limited resources to 
provide that support?

C.L. Gray et al.
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Chapter 19
Institutional Care Environments for Infants 
and Young Children in Latin America 
and the Caribbean

Afton R. Kirk, Christina J. Groark, and Robert B. McCall

1  Introduction

Care for infants and young children in Latin America and the Caribbean is difficult 
to assess. This chapter provides insights into the reasons for this difficulty as well as 
what is known about the quality of current care in institutions and its impact on the 
futures of children who reside there. In addition, recommendations are given for the 
improvement of care options that have been used in other low-resource countries 
similar to those in this region.

To understand the potential impact of the relative quality and characteristics of 
institutional care in Latin America and the Caribbean, it is important to understand 
the number of children in need of care and the number currently residing in institu-
tional settings in the region. In 2013, 8.4 million children were identified as orphans 
in Latin America and the Caribbean (UNICEF, 2014). Children are considered to be 
orphans if they have lost one or both parents. Perhaps of more dire significance is 
the number of children considered to be double orphans (those who have lost both 
parents), which was approximately 600,000  in 2004 (The Joint United Nations 
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Programme on HIV/AIDS [UNAIDS], the United Nations Children’s Fund 
[UNICEF], & the United States Agency for International Development [USAID], 
2004). Although the need for care is obvious for children who have lost both  parents, 
the potential need also exists for those with one parent remaining, as a substantial 
number of children in institutions have at least one living parent (estimated at 
50–80% in countries outside of the region) (Engle et al., 2011).

Estimates of the number of children receiving care within institutional settings in 
Latin America (including the Caribbean in many, but not all, documents) range from 
more than 230,000 to almost 375,000 children (Better Care Network, 2013; RELAF 
& SOS Children’s Villages International, 2010; UNICEF, 2013). The substantial 
range among estimates is partly associated with which countries keep records and 
how they define a resident of an institution (Groark, McCall, & Li, 2009). There are 
33 nations within Latin America and the Caribbean, but only 27 provide such data 
(see Table 19.1) (UNICEF, 2013, 2014). Very young children (birth to 3, 4, or 5 
years) are represented within those receiving institutional care, with estimates of 
8–26 % when national data are available (UNICEF, 2013). According to the Latin 
American Foster Care Network (RELAF) and SOS Children’s Villages International 
(2010), “there is a lack of reliable data and information relating to this subject” 
which poses a challenge to understanding the scope of issues relating to children 
receiving care in this region (p. 13). Table 19.1 demonstrates this challenge as can 
be seen by the wide discrepancy in numbers depending on data sources. Additionally, 
it is apparent that the sources are typically organizations that may have a bias in 
which numbers are selected due to their advocacy missions.

This landscape of institutional care in the region requires a discussion of the 
quality of care within these institutional environments, the possible reasons children 
require this type of care, and the potential changes in policy and regulation that 
influence how children are cared for outside of parental care. These issues provide 
the rationale to improve the institutions themselves as well as the overall system of 
care for all children within the region. Although institutional care in these countries 
may differ in some ways, common depriving characteristics of most traditional 
institutions across the globe are associated with poor outcomes for children. Thus, 
improvements need to be made, and we offer suggestions for practice, policy, 
research, and evaluation to help better support the children requiring care in the 
Latin American and Caribbean region.

Goals of this chapter will be to discuss:

 1. The current happenings within the child welfare space within the region, includ-
ing potential reasons children require institutional care, recent policy and cam-
paign initiatives that will likely impact future regulations and practice, and the 
empirical evidence that supports these recent initiatives. This section aims to 
provide an historical context for the research information.

 2. Empirical investigations of institutional contexts in the region, the impact on 
children receiving this care, and the interventions aimed at improving these set-
tings and child outcomes.
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Table 19.1 Number of children in institutions in the region

Country (countries in 
the region are based 
on a 2014 UNICEF 
Report)

Number of 
children in 
institutions by 
country UNICEF 
(2013)

Number of children in institutions in Latin 
America by country (RELAF Project, the Latin 
American Foster Care Network, & SOS 
Children’s Villages International, 2010, p. 16)

Antigua and Barbuda – –
Argentina 14,675 The UNICEF study “Deprived of Freedom” done 

in 2005 found a total of 17,063 children had been 
taken into care and placed in 642 state and 
nongovernmental institutions

Bahamas – –
Barbados 127 –
Belize 157 –
Bolivia 16,981 10,210 children in institutions, according to 

UNICEF in February 2010
Brazil 36,929 50,576 children in institutions
Chile 10,342 According to official data there were 12,229 

children in institutions in the first quarter of 2010 
to “protect their rights”

Colombia 12,925 Of the 38,000 children over the age of 7 in the 
care of protection agencies, 25,000 are 
institutionalized

Costa Rica 692 –
Cuba – –
Dominica – –
Dominican Republic 3030 3200 children below the age of 15 are 

institutionalized
Ecuador 3300 According to official figures for May 2010 there 

are 3000 children in nongovernmental institutions 
and 300 in state institutions

El Salvador 3095 10,042 children in institutions in 2006
Grenada 195 –
Guatemala 5566 5600 children in institutions
Guyana 700 –
Haiti 50,000 187,413 children in institutions
Honduras 12,032 3605 children in institutions
Jamaica 2572 –
Mexico 28,107 29,310 children living in 703 institutions.
Nicaragua 1874 2967 children institutionalized in 88 centers
Panama 2193 –
Paraguay 2573 5000 children in institutions
Peru 19,000 3982 children in institutions according to a CRC 

report (Initiative for Children) presented to the 
CRC in 2005

Saint Kitts and Nevis – –

(continued)
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 3. The rationale and practical suggestions for a comprehensive child welfare sys-
tem of care, including a move to family-like options in the community.

 4. The rationale and practical suggestions for research and evaluation of the system 
of care within the region for children without parental care.

2  The Current Landscape

2.1  Reasons for Risk of Losing Parental Care

Children are at risk for losing parental care in this region for a variety of political, 
economic, social, and cultural reasons (Latin American Foster Care Network 
[RELAF] and SOS Children’s Villages International, 2010). Specifically these rea-
sons include poverty, inequality, internal migration to improvised neighborhoods 
around large cities, difficulty accessing healthcare, the impact of HIV/AIDS (an 
estimated 720,000 children in the region were orphaned by AIDS in 2013, UNICEF, 
2014), social violence, family breakdown, drug abuse, conflict with the law, domes-
tic violence, child abuse, natural disasters, runaway adolescents, teenage pregnancy, 
child labor and exploitation, difficulty accessing education, and migration to other 
countries. RELAF and SOS Children’s Villages International (2010) indicate that 
institutionalization has been the “main response” for children removed from and 
given up by their families. The institutions include family-type care with small 
numbers of children, “macroinstitutions” with hundreds of children, “foundling 

Table 19.1 (continued)

Country (countries in 
the region are based 
on a 2014 UNICEF 
Report)

Number of 
children in 
institutions by 
country UNICEF 
(2013)

Number of children in institutions in Latin 
America by country (RELAF Project, the Latin 
American Foster Care Network, & SOS 
Children’s Villages International, 2010, p. 16)

Saint Lucia 40 –
Saint Vincent and the 
Grenadines

– –

Suriname 3000 –
Trinidad and Tobago 658 –
Uruguay 3994 3273 children institutionalized in 2010–1189 in 

state institutions and 2084 in nongovernmental 
institutions

Venezuela 5000 Official figures report 1544 children living in 
institutions in 2007 (private institutions report a 
higher figure)

Total 239,757 in Latin 
America and the 
Caribbean

374,308 in Latin America

A.R. Kirk et al.



405

homes” for babies, and variations of these (p. 17). Often a child’s mother and father 
are living but do not have the resources to care for the child, and currently institu-
tionalization is the only option of care.

2.2  Policy and Campaign Initiatives at Play in the Region

A recent Call to Action that may impact the utilization and regulation of institu-
tional care was launched in 2013 to “end the placement of children under three 
years of age in institutions” (Better Care Network, 2013; UNICEF, n.d., p. 1). This 
movement was led by the Inter-American Commission on Human Rights (IACHR), 
the Latin American and Caribbean Chapter of the Global Movement for Children 
(MMI-CLAC), the Latin American Foster Care Network (RELAF), the United 
Nations’ Special Representative of the Secretary General on Violence Against 
Children, and UNICEF (UNICEF, n.d.; Better Care Network, 2013). The Call to 
Action identifies the need to end institutionalization of all children in the region, but 
in particular those birth to 3 years of age based on the damaging effects that can be 
caused by institutionalization during the early years of children’s development. 
Aligned with this goal, a communication campaign, Speak Up for Me, was also 
launched in 2013 (Better Care Network, 2013; RELAF, n.d.). The situation of the 
region as described by the campaign’s website:

• In the majority of countries in Latin America and the Caribbean there is a dispropor-
tionate use of institutionalization observed in children below the age of three, despite 
the fact that it should be used as a means of last resort.

• The little data available shows that this is a serious problem: it is estimated that more 
than 240,000 girls, boys and adolescents are living in institutions. Amongst them, the 
most vulnerable are children under three years old.

• An early and prolonged institutionalization has serious effects, above all on the young-
est children; the cognitive and emotional damage caused by the time spent in an institu-
tion can be irreversible.

 ° Each year a young child spends in an institution, he or she loses four months of 
development.

 ° Violence in residential care institutions is six times more frequent than in family 
based care.

 ° Sexual violence is four times more frequent than in family based care.

(speakupforme.org; Inter-American Commission on Human Rights, Latin 
American and Caribbean Movement for Children, RELAF, Special Representative 
of the Secretary General on Violence against Children, and UNICEF, n.d.)

The Speak Up for Me campaign calls for states to carry out actions to achieve the 
goal, including (1) approving legislation to limit the institutional placement of chil-
dren under 3; (2) providing financial and technical resources to protect children and 
support families; (3) establishing programs and measures to reunite children with 
their families or for placement in foster or permanent care environments; (4) devel-
oping standards and protocols to prevent family separation; (5) employing public 
awareness campaigns; and (6) establishing monitoring and evaluation systems for 
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institutions and programs that continue to operate (speakupforme.org). According 
to RELAF and UNICEF (2013) and RELAF’s Technical Cooperation website (relaf.
org; RELAF, n.d.), a number of countries in the region have begun this process by 
introducing a variety of pilot programs, initiatives, events, presentations, and 
 technical workshops in support of alternative care settings and deinstitutionaliza-
tion, both collectively as a region and within individual countries.

Though the process of deinstitutionalization has been initiated within the region, 
the numbers of young children who remain in institutional care remain quite large. 
Although it is difficult to obtain information on the number of children according to 
age from the aggregate national data in the region, information that is available 
identifies 26% of children in institutions in Argentina between the ages birth and 5; 
25% in institutions in Brazil are between the ages of birth and 5; 12% and 17%, 
respectively, for children 0–4 years in Guatemala and Panama; and Chile and 
Uruguay each with 8% of their institutionalized children ages 0–3 years (UNICEF, 
2013). The large number of very young children residing in institutions gives rise to 
the region’s Call to Action, which appeals for an end of the institutionalization of 
very young children based on the detrimental effects of these environments, and the 
great potential for better quality of care within alternative care arrangements.

2.3  Empirical Support for Current Initiatives in the Region

A large body of empirical work supports the goal to end early childhood institution-
alization in the region. One component of this work describes the quality and impact 
of the institutional environments. Although there is variation across institutional set-
tings, there are often common characteristics that can be observed in institutions for 
infants and young children across the world (Rosas & McCall, 2011; Van IJzendoorn 
et al., 2011). These common characteristics include (1) large group sizes (9–17 per 
ward, but up to 70) and a large number of children per caregiver (8:1–31:1, although 
some have smaller ratios); (2) homogeneity of age and disability status within groups, 
with children periodically “graduated” to groups based on age; (3) constant changing 
of caregivers for each child (based on staff turnover and/or discontinuous group 
assignments and staff scheduling, long shifts with days off in between); (4) children 
exposed to other inconsistent adults (e.g., volunteers, prospective adoptive parents, 
medical and behavioral professionals); (5) caregivers with little training, especially 
on social interaction, and who are largely focused on the routine care of bathing, 
changing, feeding, and cleaning; and (6) caregivers with a “business-like manner” 
and a lack of sensitivity, responsivity, and warmth toward the children in their care.

These features are characteristics of psychosocially depriving settings, with 
medical care, nutrition, safety, and sanitation generally acceptable but with 
caregiver- child interactions being largely deficient (Gunnar, 2001). Settings that are 
also deficient in medical care, nutrition, safety, and sanitation are considered to be 
globally depriving settings, characteristic of the Romanian orphanages in the early 
1990s. However, most institutional environments today do not fall into the category 
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of those globally depriving but can be considered to be psychosocially depriving to 
at least some degree (McCall, 2011). (See Sect. 3 for a discussion of conditions and 
care specific to institutions examined in Latin America, which illustrate many of 
these common characteristics.)

Institutions that have the described common features, while still supporting chil-
dren’s most basic physical needs, lead to a myriad of negative effects for children 
and their development. Research from around the world indicates that children who 
are cared for within institutional settings often show substantial delays in cognitive, 
social-emotional, behavioral, and physical development (Bakermans-Kranenburg 
et al., 2011; Dobrova-Krol, Van IJzendoorn, Bakermans-Kranenburg, Cyr, & Juffer, 
2008; Engle et al., 2007; Gunnar, 2001; Johnson & Gunnar, 2011; Johnson et al., 
2010; Smyke et  al., 2007; The St. Petersburg-USA Orphanage Research Team, 
2008). Children within institutional care are, on average, more than one standard 
deviation below children who are not institutionalized with regard to their develop-
ment within each of these domains and also have disturbances in attachment (Rosas 
& McCall, 2011; Van IJzendoorn et al., 2011). However, as reflected in the Call to 
Action, institutional environments can put children at early ages at higher risk of 
longer-term problems dependent on the length of time spent within the institution 
and the quality of care that is provided. Research on the effects of early institution-
alization on later development after children are transitioned to adoptive or foster 
family care shows that generally the longer the child is in the institution, the greater 
the likelihood of persistent mental and behavioral problems. But how long is too 
long in the institution depends on the severity of the institutional environment. In 
the globally depriving 1990s Romanian orphanages, children adopted after only 6 
months had higher rates of longer-term problems; those adopted from the socially- 
emotionally depriving institutions of Russia had higher rates of longer-term prob-
lems after 18 months, and children adopted from the better orphanages of South 
Korea and China had higher rates of longer-term problems after 24–27 months 
(McCall, 2013). Many researchers and advocates argue that any deficiency of stable 
relationships and cognitive stimulation early in the lives of very young children has 
the potential to disrupt the typical trajectory of children’s development.

Empirical research on institutional versus family care is generally consistent. 
When compared to institutional settings, children do better in family-like settings 
(including adoptive, foster, and other family-type settings) (The Leiden Conference 
on the Development and Care of Children without Permanent Parents, 2012). 
Family settings are more likely to provide sensitive and responsive caregiving from 
a few consistent caregivers, more cognitive stimulation, and few other children. 
However, because options do not currently exist for all children to have stable care 
outside of the institutional setting in the region, and because challenges exist for the 
development of these more preferable options, improving the conditions and care 
within institutional environments may be a more practical option at least initially. 
The following provides a discussion of conditions, care, and child characteristics 
from empirical examinations particular to Latin America providing rationale for 
both deinstitutionalization and the essential improvement of remaining institutions 
specific to this region.
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3  Empirical Research, Intervention, and Evaluation 
in the Region

Generally, research and reports on institutions in Latin America suggest they are 
similar to traditional institutions in other countries in providing environments that 
are socially-emotionally depriving. Further, interventions in Latin American institu-
tions have been similar to those elsewhere in attempting to improve the quality of 
caregiver-child interactions, and they have shown similar effects. This material pro-
vides insight into areas of strengths, gaps, and successes that could inform future 
provision of resources and interventions for the improvement of this region’s insti-
tutional care environments.

3.1  Characteristics of Institutional Care Settings in Latin 
America

According to Groark, McCall, Fish, and The Whole Child International Evaluation 
Team (Groark, McCall, & Fish, 2011), very few empirical examinations have 
reported the nature of the institutional environment, and this is especially true of 
institutions in Latin America. What follows are empirical descriptions of a few insti-
tutions’ organizational structure, overall environment, and caregiver-child interac-
tions as well as children’s general behavioral development and problem behaviors. 
Because of the very small number of institutions involved, generalization to institu-
tions across Latin America is tenuous.

3.1.1  Structural Characteristics

In perhaps the most comprehensive empirical study available, Groark et al. (2011) 
assessed three somewhat different Central American orphanages. They had groups 
of 8–10 children, 11–23 children, and up to 50 infants in a single room, with child- 
caregiver ratios of 8:1–12:1 plus aides (who focused largely on cleaning and serving 
food). Caregivers worked long shifts (24 continuous hours or 24 h split into two 
segments often with days off in between shifts). Staff turnover was described as 
relatively low, but inconsistency in caregiving was produced by sporadic caregiver 
schedules, frequent substitute caregivers, and periodic “graduations” of children to 
age-based wards with new caregivers and peers. Because children in these institu-
tions would interact with 6–9 (or more) caregivers over 1 or 2 days, “there is little 
opportunity to develop a relationship of any kind or even learn consistent conse-
quences to social overtures” (Groark et al., 2011, p. 245). This characteristic is one 
indication of the institution being psychosocially depriving, with caregiver-child 
interactions being largely deficient based on a lack of continuity and stability in 
caregiver schedules (McCall, 2011).
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3.1.2  The Caregiving Environment

The caregiving environment was assessed within these institutions utilizing the 
Infant/Toddler Environment Rating Scale (ITERS; Harms, Cryer, & Clifford, 2006), 
the Early Childhood Environment Rating Scale (ECERS; Harms, Clifford, & Cryer, 
2005), and the Caregiver-Child Social-Emotional Relationship Rating Scale 
(CCSERRS; McCall et al., 2010a).

The ITERS and ECERS assessments measure the quality of the caregiving envi-
ronment within early care and education environments in the United States. Two of 
the Central American institutions produced an average ITERS/ECERS score of 
1.62, where the highest possible score is 7 and where average scores in US early 
care and education and Head Start centers are 4.3 and 4.9, respectively, in 
Pennsylvania in 2002. According to Groark et al. (2011):

In short, these scores reflect the fact that these wards, while clean, are exceedingly basic in 
construction with minimum repair of damages, have very limited furniture of any kind, 
have very few toys which are available only at specified play times, and have a limited 
organized program of activities other than routine care. Staff receive some administrative 
and supervisory support, and caregivers talk and listen to children and occasionally display 
warmth and affection to them, but most interaction occurs during routine caregiving activi-
ties. (p. 239)

Another measure employed, the CCSERRS, was designed specifically to assess 
caregiver-child interactions within the institutional environment. Outcomes on the 
measure were similar across the three institutions and illustrated that “while care-
givers do not express much negative emotion or punishment, neither do they pro-
vide much positive affect or affection, they are not particularly animated or 
expressive, and there is not much caregiver–child interaction” (Groark et al., 2011, 
p. 241). In addition to the instability of caregivers for children and the large number 
of children per caregiver, these characteristics constitute a psychosocially depriving 
environment; children’s very basic physical needs are adequately met, but their psy-
chological and social needs are not.

3.1.3  Child Development Characteristics

Children’s development was assessed within the three Central American institutions 
described above utilizing the Battelle Developmental Inventory (BDI; Newborg, 
2005) and the Children’s Problem Behavior Scale (CPBS; Groark et al., 2011). The 
latter instrument was developed by the authors based on the Child Behavior Checklist 
(CBCL; Achenbach & Rescorla, 2000), the Infant-Toddler Social- Emotional 
Assessment (ITSEA; Briggs-Gowan & Carter, 2001), and the authors’ experience 
regarding institutional environments. These assessments of children within the three 
institutions described above produced mean developmental quotients (DQ) of 
58–63, which are approximately two standard deviations below what would be 
expected of US parent-reared children. The institutionalized children exhibited more 
indiscriminate friendliness, noncompliance, provocative interpersonal behavior, and 
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aggressive interpersonal violent behaviors than would otherwise be expected 
(Groark et al., 2011). These developmental characteristics align with the theoretical 
and conceptual notion that children who lack sensitive, responsive, and stable care-
givers have poorer developmental outcomes, even when basic physical needs are 
adequately met (i.e., a psychosocially depriving environment).

In a separate examination of child characteristics specific to institutions in Chile 
(Lecannelier, Silva, Hoffmann, Melo, & Morales, 2014), children 2–12 months 
exhibited psychomotor development comparable to parent-reared children. This 
result seems to contradict other research on institutionalized children’s develop-
ment. It may be that the institutions in the study did not have time to exert a negative 
influence or psychomotor development is not influenced as much as other attributes, 
but the authors also called into question the psychomotor assessment’s validity and 
reliability. More typical of previous findings, 53.2% of the institutionalized children 
exhibited insecure attachment and behaviors which were more typical of other insti-
tutionalized and post-institutionalized children and higher than for parent-reared 
Chilean children (Lecannelier et al., 2014).

Although these results are from a very few institutions for infants and young 
children, the characteristics of the institutions and the development of children 
residing in them are generally similar to empirical studies of institutionalized chil-
dren from other countries. Some institutions provide very minimal physical facili-
ties and few toys and equipment, but it is likely that the minimal caregiver-child 
interactions are associated with children’s poor development while in residence 
(McCall, 2011; McCall & Groark, 2015).

3.2  Intervention and Child Outcomes in Latin American 
Institutions

A few separate interventions have been implemented in Latin American institutions, 
providing information on both the content of the interventions and the effects of 
these interventions on children’s developmental functioning (Groark, McCall, 
McCarthy, Eichner, & Gee, 2013; Lecannelier et al., 2014; McCall, Groark, Fish, 
Harkins, Serrano, & Gordon, 2010).

3.2.1  A Social-Emotional Intervention in Chile

A 2-month social-emotional intervention for caregivers of very young children 
(2–12 months) was implemented in state-run child protection centers and one pri-
vately run center in Chile (Lecannelier et al., 2014). The intervention included a 
“parental sensitivity manual” which focused on the “development and promotion of 
skills, knowledge, and attitudes adequate to understanding, managing, and assess-
ing the infant’s competencies and development.” This included basics of 
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competently interacting with very young children (physical and visual contact and 
verbal interaction) and more complex elements of child engagement, temperament, 
and attachment (Lecannelier et al., 2014, p. 153). A 1 day face-to-face training on 
the manual content (including topic areas and activities) was provided to center 
caregivers, with weekly supervision provided by online, email, telephone, and face-
to-face methods.

Although psychomotor development and attachment security were not shown to 
improve following the caregiver training intervention, significant improvement was 
observed for children’s social orientation, object orientation, activity, and reactivity. 
Children who exhibited an insecure attachment versus those who had a secure 
attachment had the same level of performance on social and object orientation. It 
appears that these improvements in caregiver-child interactions provided additional 
stimulation to the infants and improved some aspects of their mental development, 
but perhaps this intervention did not last long enough and the children were not old 
enough to see effects on attachment. The authors also reasoned that the success of 
the intervention (particularly for the children with insecure attachment) may lie in 
the “use of a didactic, practical, comprehensible methodology organized in a man-
ual adapted to the caregivers’ sociocultural reality” as well as the optimization of 
care currently provided by the caregivers rather than imposing work demands exter-
nal to typical caregiving activities (Lecannelier et al., 2014, p. 157). Based on its 
success, the intervention is now being implemented across Chile, and in addition 
this empirical study has become a potential catalyst for the gradual transition from 
institutionalization in early childhood to specialized foster family care.

3.2.2  A Social-Emotional Intervention in Two Latin American 
Institutions

An intervention designed and implemented by Whole Child International, a non-
profit dedicated to improving institutional and early care, within a Latin American 
orphanage trained caregivers to provide sensitive and responsive care to children 
and supported them with technical assistance (observing and coaching) (McCall 
et al., 2010b). Training was provided 1 week per month for a 12-month period to 
caregivers of children birth to 8 years and technical assistance for caregivers of 
children birth to 3 years of age. In addition, structural changes were made, including 
employment and scheduling patterns for staff, scheduling of caregiving tasks, and 
the provision of new ward furniture and play materials. Four general principles 
guided these interventions:

 1. Caregiving routines are an important time for interaction between adult and 
child.

 2. Continuity of care is particularly important for children in institutions.
 3. Children need freedom of movement to grow and learn.
 4. Plentiful, safe, and developmentally appropriate materials must be accessible to 

children during their waking hours.
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Results of the intervention illustrated that the overall caregiving environments as 
assessed with the ITERS/ECERS improved for both younger and older children’s 
wards and for each individual ward within age groups. Caregiver-child interactions 
assessed with the CCSERRS showed (1) improvements across all interaction types 
for the younger age group, (2) improvements during feeding interactions for the 
older age group, and (3) a higher intervention effect size for the younger age group. 
This outcome could be expected based on the intervention’s principal focus on the 
birth to 3 age group (McCall et al., 2010b).

Child development also improved. The average improvement for all children was 
13.51 total developmental quotient (DQ) points, and there were approximately 
equal improvements for children of both age groups. Further, the number of chil-
dren falling below a score of 70 DQ points declined from 82% to 27.8% (McCall 
et al., 2010b). However, children who transitioned to an older age group during the 
intervention time period did not show significant improvement, signaling that a 
change in caregivers and peers dampens the effects of the intervention, a result sup-
ported by other works in Russian orphanages (McCall et al., 2012).

A similar intervention was attempted in two other institutions for children with 
severe disabilities ages 12 months to 10 years. In addition to an emphasis on the 
quality of caregiver-child interactions similar to the previous intervention, caregiv-
ers were given a brief introduction to how to position, handle, and work with chil-
dren with severe disabilities (Groark et al., 2013). Outcomes of this intervention 
showed caregivers improved their ability to provide appropriate support for children 
with severe disabilities and were more sensitive and responsive in their interactions 
with children. Additionally, children’s development improved in the domains of 
physical growth and behavioral and cognitive competence (Groark et  al., 2013). 
This study showed that improving the warmth, sensitivity, and responsivity of 
caregiver- child interactions with minimal specialized instruction can improve the 
development of children with severe disabilities.

Although these are only three studies in Latin America, their results are consis-
tent with interventions conducted elsewhere, especially the very comprehensive 
intervention in St. Petersburg, Russian Federation (St. Petersburg-USA Orphanage 
Research Team, 2008). Collectively, improving caregiver-child interactions, by 
making them more sensitive, warm, and responsive, conducted in an environment 
that supports such interactions produces improvements in the physical, cognitive, 
and social-emotional development of young children with and without disabilities 
(McCall, 2011).

4  Practical Application: Supporting Children’s Care 
and Development

Although organizations, countries, and campaigns are promoting family alterna-
tives to institutional care in Latin America and the Caribbean, many children 
(including a large number of children under the age of 3) still remain within 
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institutions, many of which are likely to be psychosocially depriving. The task is to 
develop practice and policy procedures that provide the best possible care for all the 
children.

4.1  The Need for Improvement, Recognized Successes, 
and Suggested Action

Based on a large body of research from around the world and results from the few 
studies specifically in Latin America described above, traditional institutional care 
environments typically provide for children’s basic physical needs but not their psy-
chosocial and cognitive needs. More specifically, the quality of caregiver-child 
interaction and cognitive stimulation is minimal, often consisting of moderate to 
severe neglect. These psychosocially depriving characteristics were empirically 
described within several Latin American institutions with concomitant substantial 
delays in children’s physical, social-emotional, and cognitive development (Groark 
et al., 2011, 2013; Lecannelier et al., 2014). These results constitute the fundamen-
tal rationale to develop a better comprehensive system of care.

One part of such a system could be improving the quality of care within institu-
tions. Research from around the world and that reported here by McCall et  al. 
(2010b), Groark et al. (2013), and Lecannelier et al. (2014) in Latin America dem-
onstrate that it is possible to improve institutions with corresponding improvements 
in children’s development. Importantly, these benefits were obtained by training 
regular institutional staff to interact with children in a normal parental manner, 
especially while conducting typical routine caregiving duties (e.g., feeding, dress-
ing, bathing) rather than demanding “extra activities” for caregivers. Moreover, at 
least one study conducted in Latin America (Groark et al., 2013) and one in the 
Russian Federation (McCall et  al., 2013) demonstrated that such an intervention 
could be maintained for several years with essentially no additional resources.

The issue, then, is not whether institutions can be improved, but should they 
(McCall, 2013)? In our view, the improvement of institutional environments should 
be considered as one piece within a more comprehensive effort to improve care for 
all children within the region, and these improvements should not detract energy, 
commitment, and financial resources from the development of family alternatives.

4.2  Implications for Practice and Policy

There are other practice and policy implications of the findings discussed above. For 
example, Latin America and the Caribbean have nongovernmental organizations 
and awareness campaigns that provide the region with a philosophical foundation to 
begin building a modern child welfare system. These organizations and individuals 
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are already promoting and piloting services that are supportive and nurturing and 
can function as the basis of a comprehensive system. Such a system must uphold, 
above all else, the well-being and rights of children while promoting their health 
and safety. Modern child welfare services include family care alternatives that pro-
tect children from harmful or neglectful care environments and practices. Quality 
family-like services include a continuum of placements, such as foster and kinship 
care, domestic and intercountry adoption, family support, and family reunification 
programs, and they should include institutional care only as the last option.

Although institutional care is considered the last option in this continuum of 
services, in low-resource countries, such as those within Latin America, profession-
als recognize that institutions will remain for some time due to war, natural disasters 
such as earthquakes and hurricanes, financial considerations, social-political cir-
cumstances, and parents’ inability to provide care due to physical or mental health 
problems, poverty, disease, and substance abuse. In addition, some children are con-
sidered “unadoptable” due to disabilities, age (older teens), and sibling groups 
(O’Dell, McCall, & Groark, 2015). These professionals recommend that while 
countries are in the process of developing family alternatives in the community, care 
in institutions can and should be improved (Groark & McCall, 2011). This has been 
accomplished successfully by creating smaller groups of children with consistent 
and fewer caregivers who are trained in areas of child development and by limiting 
the relocation of children from one group to another based on age or developmental 
status. Rather, more family-like environments can be created by integrating children 
into groups by mixed ability and ages and having children stay in the unit over time.

In addition, there are other challenges in creating a modern child welfare system. 
It is strongly recommended in the literature (McCall & Groark, 2015) that in- 
country professionals promote solutions that work in their own culture. Such a sys-
tem generally requires a large initial financial investment that is recouped over time 
because family care is usually less expensive to maintain than institutional care. To 
begin the process, there must be political will developed within the general public. 
This political will is often mobilized through public awareness campaigns that 
employ politicians, celebrities, and others to act as public advocates in the media. 
This type of awareness campaign has already been initiated in the region, such as 
the Speak Up for Me campaign (speakupforme.org).

Next, critical stakeholders in the country must plan and define a system that is 
focused on the protection of children from abuse, neglect, and a variety of exploita-
tions such as child trafficking and child soldiers. To uphold the infrastructure of 
such a system, there must be laws and policies that are funded mandates. These 
must include services provided by well-trained professionals who are supervised, 
mentored, and given other opportunities to troubleshoot and update their skills.

Finally, these services need to be monitored with quality standards, and children 
must be evaluated frequently for their continued developmental progress and well- 
being. In addition, the monitoring must include an assessment of the match between 
the child’s current needs and the services being provided. Children can languish in 
their initial placement that has long been inappropriate for their current needs with-
out deliberate and frequent monitoring. This is called “gatekeeping” and is a neces-
sary function within a modern system.

A.R. Kirk et al.
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Policy efforts in the region must continue to follow what empirical research has 
shown to be best for children’s development by building and mandating the use of 
strong family-like alternatives to institutional care while improving the quality of 
care within institutions for children who must remain there. By fully supporting 
efforts aligned with the Call to Action and by making essential improvements to the 
remaining institutional care settings, national governments and organizations in the 
region could lessen the negative impact of developmentally damaging care within 
institutions.

4.3  Implications for Research and Evaluation

With regard to implications for future research and evaluation, it is crucial for insti-
tutional environments maintained within the region and governments to collect and 
distribute accurate data regarding the number of children within institutional care 
(and the particular types of care), as well as the ages of children within care and the 
quality of that care. Inconsistent and partial data on the prevalence of children in 
various care arrangements makes the tracking of improvements throughout the 
region difficult. With the Call to Action and initial work to encourage care outside 
of institutional environments, tracking successes and improvements with accurate 
and readily available data could provide motivation for continued successes and 
improvements in the region. Further, empirically examined interventions in institu-
tions are also needed to demonstrate that the interventions have indeed improved 
children’s development and to identify areas needing further improvement.

5  Summary

Although data are inconsistent and difficult to verify, a large number of children are 
in need of non-parental care in Latin America and the Caribbean for reasons that are 
many and complex. The institutional environments that have been described as 
largely psychosocially depriving both specifically in the region and around the 
world, and the poor child outcomes observed as a result of institutional care, make 
it imperative to implement policies and practices that have been demonstrated to 
successfully improve child outcomes. These include (1) creating a continuum of 
family-like care alternatives outside of the institutional environments, aligned with 
the recent Call to Action and initiatives underway, and (2) improving the caregiver- 
child interactions and the environments that support them for those institutions that 
remain.

Understandably the move toward deinstitutionalization will face challenges and 
logistical barriers and take years if not decades to accomplish; therefore the improve-
ment of remaining institutions is imperative, with dire consequences if these set-
tings continue to provide care that lacks stable, sensitive, responsive, and stimulating 
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caregiver interactions. As a result of this type of care, children (and particularly 
those who are very young) are at high risk for poor development across all domains. 
In considering empirically proven interventions in Latin American institutions 
(Groark et al., 2013; Lecannelier et al., 2014; McCall et al., 2010b), the implemen-
tation of similar interventions across the region can improve caregiver behaviors, 
care environments, and child outcomes.

Questions for Discussion
 1. What is the difference between an institutional care setting that is psychosocially 

depriving and one that is globally depriving? What are the potential impacts on 
children’s development of these rearing conditions?

 2. What are the challenges and the potential positive outcomes for the movement 
toward deinstitutionalization in the region?

 3. What are the potential challenges of implementing successful interventions to 
improve care in different institutional contexts?
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Chapter 20
Experiences and Outcomes of Adults Who 
Endured Maltreatment as Children in Care 
in Australia in the Twentieth Century

Elizabeth Fernandez and Jung-Sook Lee

1  Introduction

Over the last two decades, the victimization of children through maltreatment in 
institutions and out-of-home care has been the subject of inquiries in different coun-
tries: Australia, Britain, Canada, Denmark, Germany, Ireland, and Norway (Sköld, 
2013). Adults who spent their childhoods in care have come forward through public 
inquiries, truth commissions, and the media to allege physical, emotional, and sex-
ual abuse and neglect while in the care of government, nongovernment, and reli-
gious institutions and out-of-home care programs. There has been international 
concern about the trauma they endured and the significant lifelong impacts.

This chapter reports a national research study which explored the nature and 
dimensions of institutional child abuse and investigated the impacts of abuse on the 
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current health and well-being outcomes of adult survivors who experienced out-of- 
home care in the twentieth century in Australia. The research draws on the definition 
of institutional abuse of Wolfe, Jaffe, Jette, and Poisson (2003) which characterizes 
institutional abuse as the inappropriate use of power and authority to inflict harm, 
actual or potential, to a child’s well-being and development. The study examined a 
wide range of institutional abuse that encompassed neglect; emotional, physical, 
and sexual abuse; and other oppressive practices. Key questions explored included: 
What were the experiences of adults who grew up in care in the twentieth century? 
How did those experiences influence survivors in their adult lives? A fuller account 
of this research is reported in Fernandez, Lee, Blunden, McNamara, Kovacs, and 
Cornefert (2016).

Research participants were care leavers who spent their childhoods in institu-
tions and foster care during the period 1930–1989 and identified as “Forgotten 
Australians,” “Child Migrants,” and “the Stolen Generations,” respectively. 
Forgotten Australians are predominantly persons born in Australia who were placed 
in “care” in the twentieth century. Stolen Generation survivors are Aboriginal and 
Torres Strait Islander people who were removed from their families under policies 
that allowed for the forcible removal of Aboriginal and Torres Strait Islander chil-
dren from the late 1800s to the 1970s (HREOC, 1997). Child Migrants are those 
children who were born in the United Kingdom, removed from families of origin, 
and sent to Commonwealth countries, including Australia, since early in the twenti-
eth century.

Auspiced by the University of New South Wales Faculty of Arts and Social 
Sciences and funded by the Australian Research Council, the research was con-
ducted in partnership with the University of Chicago (Professor Mark Courtney), 
the University of York (Professor Mike Stein), and six community partners – the 
Alliance for Forgotten Australians, the Association of Child Welfare Agencies, 
Berry Street, Relationships Australia, Catholic Care Diocese of Broken Bay, and 
Micah Projects.

1.1  Care in the Twentieth Century in Australia

During the twentieth century, increasing numbers of children were placed in a range 
of institutions that were run by the states, religious groups, and other organizations. 
Although earlier in the twentieth century there was a preference for foster care or 
“boarding out” children with families as it was called then, “the drift of State chil-
dren back to institutions increased in the 1930s and 1940s because of a lack of foster 
families. By the 1940s, most young children needing residential care were placed in 
institutions” (Senate Community Affairs References Committee, 2004, p. 19). This 
period was also marked by concern about conditions in institutions, triggering a 
number of public inquiries (approximately 83 inquiries since 1852).
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Once placed in care, children were often forced to undertake arduous work often 
to the detriment of schooling. This was “justified” in moral terms to instill in them 
a work ethic, to provide training so they could become “useful” adult members of 
society, but also fulfilling the labor demands of cash-strapped state and charitable 
institutions. Regulatory oversight was provided by inspectors; however, as had been 
evidenced in multiple inquiries, this did not prevent abuse from occurring. Indeed 
much of the legislation at the time did not actually provide any guidance for dealing 
with institutional abuse.

The effects of being placed in institutional care were profound and lifelong as the 
Alliance for Forgotten Australians (AFA) summarizes: “These children suffered 
from deep and lasting feelings of separation and abandonment. The loss of family, 
usually including separation from siblings, caused grief, feelings of isolation, guilt, 
self-blame, and confusion about their identity” (2016, p. 8). It is estimated that over 
500,000 Australian children experienced care in institutions, orphanages, or other 
forms of care during this period, the major cohort being the Forgotten Australians.

Another cohort placed into institutions involved the Child Migrants from the 
British Isles (and a minority from other parts of British-controlled Europe, such as 
Malta). The Child Migrants formed a significant population of children in institu-
tional care in Australia in the twentieth century. The extent of child exportation from 
Britain is documented in the work Lost Children of The Empire by Bean and Melville 
(1989) and publicized through the Child Migrants Trust founded by Margaret 
Humphreys. It is estimated that 10,000–12,000 children were exported to Australia 
during and after the Second World War. The vulnerability of Child Migrants to sub-
optimal care and exploitation is documented (Humphreys, 1996).

The Stolen Generations constitute the third cohort that were separated from kin 
to enter institutions in significant numbers. The forced removal of Aboriginal chil-
dren from their families and placement in white families and institutions (Aboriginal 
specific, state, nongovernment, and religious) is widely documented (Haebich, 
2000; HREOC, 1997; Read, 1982; van Krieken, 1991). It is estimated that during 
the period 1910–1970, between one in three and one in ten Aboriginal and Torres 
Strait Islander children were removed from their families and communities, equat-
ing to 25,000 children forcibly removed from family and culture (HREOC, 1997). 
The practice of state removal of Aboriginal children was embedded in the context of 
racist, segregationist, and assimilationist policies of that era. Children were sepa-
rated from parents using compulsion (court orders) and duress through threats of 
charges of neglect if the removal was not agreed to (HREOC, 1997). The trauma 
associated with the severance of parental and family relationships, the added alien-
ation from culture, and the attempted erasure of Aboriginality has had a severe and 
lasting impact on the Stolen Generations and their descendants. The legacies of the 
policies that created the Stolen Generations are felt by Aboriginal communities 
across Australia. Currently Aboriginal children continue to be disproportionately 
represented in the care system nationally (Australian Institute of Health and Welfare, 
2016).
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1.2  Public Inquiries, Apologies, and Redress

In Australia, there have been several significant Commonwealth and state inquiries 
into child removal policies and institutional care of children. The Inquiry into 
Children in Institutional Care (Senate Community Affairs References Committee, 
2004) focused on Australian-born children who were placed into care and the 
unsafe, improper, and unlawful care or treatment of children in institutions. This 
produced the Forgotten Australians report, which recommended compensation for 
victims, and a Royal Commission to investigate criminal sexual assault. The 
National Inquiry into the Separation of Aboriginal and Torres Strait Islander 
Children from their Families (HREOC, 1997) investigated the removal of Aboriginal 
children from families during the assimilationist period 1910–1975, made many 
recommendations including provision of compensation, and issued a formal apol-
ogy in the “Bringing Them Home” report. The Inquiry into Child Migration and its 
report “Lost Innocents: Righting the Record” (Senate Community Affairs References 
Committee, 2001) focused on the practice of migrating children to Australia in the 
early part of the twentieth century and contained a number of recommendations. 
There have also been a number of state-based inquiries, notably the Commission of 
Inquiry into Abuse of Children in Queensland Institutions (1998–1999) (Commission 
of Inquiry, 1999).

National and state apologies and redress have also been part of inquiry outcomes. 
For example, the Stolen Generations were given a belated formal apology on 
February 13, 2008, and the Forgotten Australians and former Child Migrants on 
November 16, 2009, to acknowledge their stolen childhoods.

Currently, national concern about children’s victimization through sexual abuse 
while in “care” has led to the establishment of the Australian Government’s Royal 
Commission into Institutional Responses to Child Sexual Abuse, particularly in 
relation to organizations with responsibility for children in their care. The Royal 
Commission has held over 5,900 private sessions with individuals and referred 
1,700 matters to the authorities including the police. It has recommended a national 
scheme for victims of child sexual abuse which is expected to be established by 
2018 and will offer a direct personal response for those survivors who seek it, 
options to receive psychological counseling, and a monetary payment to acknowl-
edge the wrongdoing inflicted upon them (Minister for Social Services and Attorney- 
General, 2016).

1.3  The Care Experience

The phenomenon of housing large numbers of children in institutional care was not 
unique to Australia but was widespread in Britain, Europe, North America, and 
other parts of the world (Perry, Sigal, Boucher, & Paré, 2006). Although child wel-
fare systems were intended to safeguard children’s well-being, maltreatment in 
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out-of-home care was widely prevalent. There was little understanding of children’s 
emotional needs until the 1960s, nor much understanding of the lasting effect of 
harsh, physical, sexual, and psychological mistreatment (Commission of Inquiry, 
1999). Moreover, the “institutional culture” that characterized the homes created a 
“depersonalising and punitive living environment in which nobody of any age could 
thrive” (Penglase, 2005, p.  50). The institutional environment in itself was trau-
matic, damaging, and harmful (Musgrove, 2013).

Evidence indicates physical needs were unmet and that children were exposed to 
physical and sexual abuse. The Lost Innocents Report (Senate Community Affairs 
Reference Committee, 2001) identified eight categories of abuse experienced by 
care leavers while they were in care: physical assault, depersonalization, psycho-
logical abuse, abusive work practices, lack of education, inadequate food and cloth-
ing, and a lack of aftercare (pp.  72–73). The Care Leavers Australian Network 
(2008) found that 83.2% of survey respondents reported being “hit, smacked, or 
whacked” while in care (2008, p. 7) and 44.5% had experienced sexual abuse while 
in care. In addition, trauma, resulting from acts of commission and omission, was 
pervasive in experiences of growing up in suboptimal “care.” Retrospective accounts 
from care leavers allude to the high level of disruption and dislocation experienced 
while in care, resulting from movements between children’s homes, foster families, 
and placement breakdowns leading to abrupt endings to caregiver and social rela-
tionships. Length of time in care has been correlated with persistent socioemotional 
problems (Ames, 1997; Fries & Pollak, 2004; O’Connor et al., 2000). There are 
many studies on the effects of disrupted care trajectories on children, such as the 
effects of the deprivation of stable, consistent relationships that foster emotional 
learning and social bonds (Rubin, Dwyer, Booth-LaForce, Kim, & Burgess, 2004; 
Rutter, Quinton, & Hill, 1990).

Several studies have suggested that young people in care systems present a 
higher level of emotional and behavioral problems than those in the general popula-
tion (Clausen, Landsverk, Ganger, Chadwick, & Litrownik, 1998; Fernandez, 2008; 
Meltzer, Gatward, Corbin, Goodman, & Ford, 2003). Evidence of psychological 
concerns in the clinical range also comes from studies of mental health service uti-
lization (Burns et al., 2004; Stahmer et al., 2005).

Evidence from reviewing studies undertaken overseas (Biehal, Clayden, Stein, & 
Wade, 1995; Daly & Gilligan, 2010; Pecora et al., 2006; Stein & Carey, 1986) and 
in Australia (Cashmore & Paxman, 1996; McDowall, 2009) indicates that young 
adults discharged from care experience considerable material disadvantage, margin-
alization, and social exclusion. Studies suggest that those who were in care may 
have poorer outcomes over a range of indicators including eating disorders and 
personality disorders are mental health problems and substance abuse (Guest, 2012; 
Rutter & Quinton, 1984), lower emotional and mental well-being generally (Broad, 
2005; Buchanan, 1999; Cocker & Scott, 2006), involvement in the criminal justice 
system (McFarlane, 2008; Narey, 2007; Robson, 2008), lower educational attain-
ment (Connelly & Furnivall, 2013; Goddard, 2000; Jackson & Sachdev, 2001), 
higher housing instability and homelessness (Dixon, 2008; Robson, 2008), and 
higher rates of chronic health conditions and morbidity (Kendall-Tackett, 2002). 
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In summary, it is well established from research that care leavers experience a range 
of poorer outcomes in adult life generally (Fernandez & Atwool, 2013). While a 
minority of studies based on limited sample sizes show no or less intensity of detri-
mental effects, the vast majority of research findings indicate that outcomes are poor 
across a range of domains, although protective factors can mitigate this (Gilligan, 
2007).

International research in recent years has established that childhood adversities 
are implicated as risk factors in the development of later mental health problems. 
There is a large body of research that has shown that childhood exposure to physical 
abuse, sexual abuse, emotional abuse, and witnessing violence are factors that con-
tribute to impaired health in adult life (Buckingham & Daniolos, 2013; Chapman 
et al., 2004; Edwards, Holden, Felitti, & Anda, 2003; Gilbert et al., 2009; Kaplan 
et al., 1998; Lueger-Schuster et al., 2014; Springer, Sheridan, Kuo, & Carnes, 2007; 
Sugaya et al., 2012; Wegman & Stelter, 2009). Previous studies have identified a 
number of psychological conditions associated with childhood maltreatment includ-
ing anxiety, depression, post-traumatic stress disorder (PTSD), substance abuse, 
sleep disorder, and suicide attempts (Afifi et al., 2014; Clemmons, Walsh, DiLillo, 
& Messman-Moore, 2007; Kaplan et  al., 1998; Mullen, Martin, Anderson, & 
Romans, 1996; Norman et al., 2012; Twaite & Rodriguez-Srednicki, 2004; Widom, 
DuMont, & Czaja, 2007). Additionally, there is an emerging literature that draws 
attention to the impact of exposure to multiple and cumulative abuses or poly- 
victimization in increasing the risk of psychological disturbance including anxiety, 
depression, PTSD, suicide ideation, and self-harm (Afifi et al., 2014; Edwards et al., 
2003; Finkelhor, Ormrod, & Turner, 2007; Ford, Goodman, & Meltzer, 2003; Moore 
et  al., 2015; Nurius, Green, Logan-Greene, & Borja, 2007; Widom et  al., 2007; 
Wright, 2007). An Australian study quantifying the burden of mental disorders 
attributable to multiple forms of maltreatment concludes that a significant propor-
tion of depressive and anxiety disorders and intentional self-harm is attributable to 
maltreatment in childhood (Moore et al., 2015).

Childhood maltreatment experienced early in life can further impact on the qual-
ity of relationships with family and significant others over the life course (Belt & 
Abidin, 1996; Colman & Widom, 2004; Savla et  al., 2013; Schafer, Ferraro, & 
Mustillo, 2011; Walker, Holman, & Busby, 2009). Attachment theorists (Bowlby, 
1988; Sroufe, 2005) posit that neglectful caregiving and disruption of attachment 
relationships contribute to insecurity and negative perceptions of self and others, 
which in turn compromise trust and intimacy in relationships in later life (Egeland 
& Sroufe, 1981; Savla et al., 2013; Styron & Janoff-Bulman, 1997; Underwood & 
Rosen, 2011). For example, Savla et al. (2013) conclude from their research that 
childhood emotional and physical abuse had a cumulative effect on their respon-
dents’ personal relationships throughout their life course contributing to psycho-
logical and social distance from family in later years.

Against this overview of the historical context of out-of-home care in the twen-
tieth century and trends in the literature that documents the outcomes of care, we 
proceed to outline the methodology of the study and its findings.
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2  Method

2.1  Study Design

This study employed a mixed-methods design to develop a more comprehensive 
understanding of participants’ lives (Doyle, Brady, & Byrne, 2009; Sandelowski, 
2000). It included surveys, interviews, and focus groups. Using a convergent paral-
lel design (Creswell & Plano, 2011), quantitative and qualitative research compo-
nents were run simultaneously with equal priority. From the development of the 
project to reporting of findings, this research benefited from the active involvement 
of partner organizations with extensive experience of working with adult care leav-
ers. To complement the expertise and input of the researchers and partners, the 
project included a critical reference group with representation from researchers, 
policy makers, and representatives of care leaver organizations (approximately 25% 
of the membership was Aboriginal and Torres Strait Islander peoples). Ethics 
approval was obtained from the Human Research Ethics Committee at the University 
and two community organizations.

2.2  Participants

The target population was people who have lived in child welfare institutions and 
other substitute care as children during the period of 1930–1989. We used diverse 
sampling strategies including purposive and opportunity sampling. It was believed 
that a considerable proportion of people were not involved in organizations that 
serve care leavers. Therefore, a broad approach for recruitment was taken, including 
an intensive media campaign and selected advertising, as well as distribution of 
information through partner organizations and other service providers.

The total number of survey participants was 669. In terms of the cohort, 75.9% 
were Forgotten Australians, 10% were Child Migrants, 6% identified as members of 
the Stolen Generations, and 8.1% did not report their group identification. The mean 
age of survey participants was 61.74 (SD = 11.24) (ranging from 27 to 100 years 
old). More than half (57.4%) were female and 7.8% were Aboriginal or Torres Strait 
Islander persons. About half of respondents were married (42.7%) or in a de facto 
relationship (7.7%) at the time of surveys. Participants were from all Australian 
states and territories, although the majority of participants were from the three most 
populated states: New South Wales (35.3%), Queensland (28.9%), and Victoria 
(18.6%). The remaining 17.4% were from five other states and territories. See 
Table 20.1 for details of demographics.

Participants for interviews and focus groups were chosen to reflect the diversity 
of care leavers and to capture a range of experiences. The selection criteria included 
gender, age, indigenous status, education, region, and experiences during and after 
care (both negative and positive). In-depth interviews were conducted with 92 
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 participants. Forty-nine were female (53%) and 44 were male (46%); 12 persons 
identified as Aboriginal or Torres Strait Islander (13%). In addition, 15 interviews 
with specialist informants were conducted. Seventy-seven persons participated in 
20 focus groups in a variety of locations throughout Australia. Forty-five were 
female (58%), and 32 were male (45%); ten were identified as Aboriginal or Torres 
Strait Islander (13%).

2.3  Instruments

The survey questionnaire was developed drawing on Australian and international 
research literature and modified based on feedback from partner investigators and 
members of the critical reference group which included Aboriginal people. The 
questionnaire focused on experiences in care, experiences of leaving care, life out-
comes after care (education, employment, health, well-being, and relationships), 
current service needs, and participation in organizations and the Royal Commission 
into Institutional Responses to Child Sexual Abuse. The questionnaire included two 

Table 20.1 Demographics

n Frequency %

Age group 645
  Under 45 40 6.2
  45–49 48 7.4
  50–54 73 11.3
  55–59 118 18.0
  60–64 105 18.3
  65–69 103 16.0
  70–74 85 13.2
  75 or older 75 11.6
Gender 658
  Female 378 57.4
  Male 280 42.6
Aboriginal status 655
  Aboriginal and Torres Strait Islander 51 7.8
  Nonindigenous 563 86.0
  Don’t know 41 6.3
Relationship status 653
  Married 279 42.7
  De facto 50 7.7
  Never married single 99 15.2
  Separated 43 6.6
  Widowed 50 7.7
  Divorced 132 20.2
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standardized scales: the Kessler Psychological Distress Scale (K10) (Kessler et al., 
2002) and the Multidimensional Scale of Perceived Social Support (MSPSS) 
(Zimet, Dahlem, Zimet, & Farley, 1988). K10 measures nonspecific psychological 
distress on a five-point scale (ten items) and is widely used worldwide (Andrews & 
Slade, 2001). Following the Australian Bureau of Statistics (ABS) categorization, 
K10 scores are grouped as “low” (10–15), “moderate” (16–21), “high” (22–29), and 
“very high” (30–50). MSPSS is a self-report measure of social support on a seven- 
point scale (12 items). It has three domains: significant other, family, and friends. 
These standardized measures offered an opportunity for national and international 
comparison with general population normative data. The survey questionnaire was 
designed to include the short form (19 questions) and the long form (110 
questions).

The interview guide for care leavers broadly focused on the same issues explored 
in the surveys. In addition, participants were asked about their coping strategies and 
resilience, significant events post care to the present, and their views on formal 
apologies. The interview guide for specialist informants focused on the nature, 
types, utilization, and values of services provided to the study population. They 
were also asked about gaps in services, the adequacy of resourcing, and some 
broader policy issues. The focus group guide covered the same themes; however, 
less emphasis was given to questions about individual experiences, due to focus 
groups being collective in nature. The guides used for interviews and focus groups 
with Aboriginal and Torres Strait Islander peoples were designed to capture their 
unique experiences in out-of-home care (e.g., cultural deprivation) and were devel-
oped in consultation with Aboriginal members of the critical reference group.

2.4  Data Collection

Surveys were conducted from December 11, 2014, to March 31, 2016. When par-
ticipants directly contacted researchers for paper or telephone surveys, they received 
a long version of the survey. In the case of telephone surveys, a researcher made a 
telephone call at the time agreed by participants. When participants completed 
online surveys, at the end of the short form, they were asked whether they would 
like to continue the long form online or complete it on paper or over the telephone. 
When participants opted for the completion on paper or over the telephone, they 
received the long form by mail and calls were made if needed. Two-thirds (n = 445) 
completed online surveys and one-third (n = 224) completed paper or telephone 
surveys. Total 65.5% (n = 438) completed the long form and 34.5% (n = 231) com-
pleted the short form only.

Interviews usually ran for 45 min to 1 h 15 min. Focus groups usually involved 
4–8 people with the optimum number being five persons and typically ran for 1.5 h. 
For groups of Aboriginal care leavers, an Aboriginal co-facilitator attended and co- 
facilitated. With the permission of participants, interviews and focus groups were 
audio recorded and transcribed.
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2.5  Data Analysis

Descriptive statistics were examined to understand demographics, care experiences 
including abuse and neglect in care, and post care outcomes. To better understand 
the impact of abuse, a two-step cluster analysis was conducted based on the types of 
abuse experienced while in care, and then clusters were compared on various out-
comes. For group comparisons, various bivariate statistical analyses were con-
ducted: t-test, ANOVA, chi-square test, Fisher’s exact test, Mann-Whitney U test, 
and Kruskal-Wallis H test. IBM SPSS Statistics 23 (IBM Corp., 2015) was used for 
all analyses.

Qualitative data from interviews, focus groups, and open-ended questions of the 
surveys were analyzed using NVivo software. The coding broadly followed the the-
matic structure of the interview schedule. In reporting, all study participants have 
been assigned a pseudonym. Findings from quantitative data and qualitative data 
were integrated within broad themes. These provided the basis for considering 
implications and suggestions for practice, policy, and future research to promote 
well-being of adult care leavers and to improve the current care system.

3  Results

3.1  Care Status

At the time of entry into care, about 52.9% of survey participants were state wards, 
and they were 6.28 years old on average (ranging from at birth to 17.58 years old). 
Respondents entered care for various and multiple reasons. The most cited reasons 
were parents’ inability to cope (39.4%), marital problems between parents (36.4%), 
neglect (27.2%), abandonment (24.6%), domestic violence (24.4%), parental drug 
and alcohol problems (24.2%), financial difficulties (22.1%), and parental illness 
(21.2%). Less frequently mentioned reasons included maltreatment, parental death, 
war, or child’s behavioral difficulties. Table 20.2 displays details at entry into care.

Respondents provided additional comments on their perceptions of the circum-
stances that led to care. One Aboriginal woman commented on the stringent and 
biased assessments of their family’s housing which precipitated her entry to care:

They said a black woman couldn’t bring up white children – my grandmother was black. 
That’s what led up to all this. They said we were neglected children and the house was in a 
filthy condition. Both those were lies because my grandmother had a perfectly spotless 
house. (“Hannah”)

Another participant recounted parental health circumstances which triggered 
removal to care:

My mother had a nervous breakdown, she had shock treatment and she was in and out of 
hospital. She had 4 children. I was the second eldest. As a result of my father being out in 
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the navy somewhere and her not being able to cope and a few health problems, she col-
lapsed in a big heap and we were shipped off to institutions for the rest of our lives. (“Carl”)

In the case of Child Migrants, family poverty and financial imperatives were in 
some instances implicated in their transfer to care in Australia:

I’ve got the letter where (the institution) coerced her into signing it……they said… if you 
agree to let your sons go to Australia you no longer will have to pay the ten shillings a week 
to keep them. Well 10 shillings a week in England in 19 bloody 50, it would be like a hun-
dred dollars now or more. (“George”)

As illustrated in Table  20.3, the majority of survey participants (84.8%) had 
experience of being in a children’s home or orphanage. Many participants also 
experienced various types of care: foster care (33.0%), juvenile detention or youth 
correction facility (25.0%), family group home (11.5%), or others (e.g., residential 
care, boarding house, psychiatric hospital, or training institution).

Table 20.2 Entry into care

n Frequency %

Age at entry into care 612

  Under age 1 72 11.8
  1–2 74 12.1
  3–5 169 27.6
  6–10 178 29.1
  11–15 110 18
  16 or older 9 1.5
Status at entry 420
  Voluntary placement 83 19.8
  State wardship 222 52.9
  Don’t know 57 13.6
  Other 58 13.8
Reasons for placementa 467
  Death of parents 68 14.6
  Affected by war 64 13.7
  Parental illness or disability 99 21.2
  Parental drug/alcohol dependence 113 24.2
  Domestic violence 114 24.4
  Parents’ marital problems 170 36.4
  Parents’ inability to cope 184 39.4
  Abandoned by parents 115 24.6
  Housing/financial difficulties 103 22.1
  Physical maltreatment 84 18
  Sexual maltreatment 41 8.8
  Emotional maltreatment 91 19.5
  Neglect 127 27.2
  Child’s behavioral difficulties 45 9.6

Note: aThe total exceeds 100% because participants were able to choose more than one option
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Participants referred to the regimented and militaristic orientation of institutions. 
One of them spoke of the depersonalization he experienced:

When I went in there, I was only a number, and it wasn’t until I was 10, 11 years old when 
I found out, that I had a name. (“Frank”)

Research participants commented on the quality and demeanor of staff, their lack 
of warmth, and inadequate interpersonal skills. One participant commented on his 
experience of a war veteran employed in his home:

I mean when you take a sergeant major out of the British Army and put him in charge of an 
orphanage, he was absolutely brutal. Absolutely brutal. I mean he was just terrible. Nothing 
good happened there, you know? (“Mark”)

On average, respondents experienced 3.96 placements in care (ranging from 1 to 
27 placements) and stayed in care for 8.62 years (ranging from 3 weeks to 21 years). 
While some participants experienced stable care in a single institution, many were 
subject to frequent placement changes. Meryl described their extreme experience of 
instability:

I moved every year as a child from the age of 4, 5, to the age of 13. I moved every year into 
a different family home. And I was then in, another year, nearly a year in another one, but 
then I was nearly 5 years and another one, so I know about packing my bags. (“Meryl”)

At time of leaving care, they were 15.21 years old on average (ranging from 3 
weeks to 22 years1). The majority of participants (83%) were dissatisfied with their 
care experiences (61% very dissatisfied, 15% dissatisfied, and 7% somewhat 
 dissatisfied). The average score of satisfaction with care was 1.92 (SD = 1.42) on a 
six-point scale. See Table 20.3 for details.

1 One respondent continued staying at the convent as an adult until the age of 31. Therefore, the 
maximum age in care was set to the next highest value in the data (age 22).

Table 20.3 Circumstances in care

n Frequency % Mean SD Range

Types of placement experienced 637
  Children’s home/orphanage 540 84.8
  Residential care 47 7.4
  Family group home 73 11.5
  Foster care 210 33
  Hostel or boarding house 77 12.1
  Psychiatric hospital/asylum 41 6.4
  Training institution 59 9.3
  Youth correctional facility 159 25
  Other 85 13.3
Number of placements 394 3.96 3.89 (1–27)
Duration in care 616 8.62 5.01 (0.06–21)
Age at leaving care 396 15.21 3.24 (0.06–22)
Overall satisfaction with care 620 1.92 1.42 (1–6)

Note: SD refers to standard deviation
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3.2  Maltreatment While in Care

Maltreatment was prevalent in care as illustrated in Fig. 20.1. The vast majority of 
survey participants (96.7%) experienced some types of maltreatment in care, and 
40.9% reported to have experienced all types of maltreatment in care. The most 
prevalent type of abuse experienced was emotional abuse (88.2%) and verbal abuse 
(86.8%). When the source of abuse was asked separately, the most prevalent abuse 
by adults was emotional abuse (87.3%), followed by verbal abuse (82%). The most 
prevalent abuse by peers was bullying (77.6%), followed by verbal abuse (73.7%). 
Sexual abuse was widespread in care, and 60% experienced this form of abuse from 
someone: 55.3% experienced sexual abuse by adults and 41.8% experienced sexual 
abuse by peers.

In interviews and focus groups, participants detailed their experience of verbal, 
physical, emotional, and sexual abuse. Verbal abuse from staff conveyed negative 
messages to children designed to make them feel worthless and unwanted. This was 
evident in Janice’s account:

I mean we were told quite often that we were there because nobody wanted us. That we 
were a blight on society, basically. That we were there because we were no good. That’s 
how we were treated. You know, ‘if your own parents don’t want you, who the hell else is 
gonna want you?’ And we were told that over and over and over again until you believed it. 
(“Janice”)

Physical abuse was rife and reported by many. Participants rendered accounts of 
several abusive practices. Bill recalls:

That (indicating deep scarring on leg) was from [name of the institution]. The Major belted 
me with a piece of wood. It aches all the time (sixty years later). If I get a rash on it, there’s 
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Fig. 20.1 Prevalence of maltreatment in care (Note: the sample size varies, n = 407 to 418)
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a good chance it’ll break out again because it’s right down on the bone….They put a… rag 
on my leg and gave me a pair of crutches for 6 months…. (“Bill”)

The relentlessness and unpredictability of the culture of violence dominating the 
home environment gave rise to high levels of mistrust and hypervigilance on the 
part of participants:

Now the worst fear wasn’t the whipping. The pain after a while, I could stand. It was the 
fear of not knowing when it was going to happen again. For hours afterwards, I’d stand 
there shivering with fear because I never knew. (“Michael”)

Respondents also recalled the sense of powerlessness experienced in witnessing 
violence including the physical abuse of their own siblings:

The hardest thing – you were made to witness the punishment of your siblings. So they 
would get everyone around to witness. My younger sisters were punished for accidently 
breaking a toy and so we were all – all the children in the cottage had to stand around and 
weren’t allowed to move. You weren’t allowed to say anything. You were not allowed to 
avert your eyes and they were beating. Just beating and beating. (“Lucy”)

Punishment meted out also included solitary confinement:

It is a criminal offence to take children at the age of 10 and lock them in an isolation room 
that the windows all boarded up, there’s a hole in the door like we call a doggy door that 
your meals are passed through and there’s a mattress on the floor and a metal potty and 
you’re locked in there for 24 hours at the age of 10 years old because you rolled your eyes? 
(“Simone”)

Sexual abuse was pervasive including a spectrum of abuse including sexual 
assault, inappropriate touching, and voyeurism. Accounts of sexual abuse by staff 
and visiting professionals were common in both genders. Typically children were 
silenced, disbelieved, or threatened if they attempted to disclose the abuse. This is 
evident in the recollections of some respondents in the study:

I was raped by a priest, only to be flogged by the nuns and told that I was the one that was 
at fault… there was nothing nice about an orphanage. (“Eliza”)

I didn’t know what to do, and they told us to shut our mouth or we’ll never ever get released 
from the home. They had us over a barrel. (“Maxine”)

…sexual abuse was as common as bricks in a wall (laughs), if someone said they were not 
in any way sexually active, especially in the governments children’s homes, I’m sorry I just 
have to say that’s the perfect children’s home, I’ve never heard of it. (“Shane”)

Aboriginal children were cruelly punished for speaking languages other than 
English or for expressing their culture of origin in other ways (Atkinson, 2002). 
“Russell” described such punishment:

[If you spoke language] You’d get a big – you’d get put in a corner with no food. You’d get 
in trouble– you’d get ah, no blanket, no mattress, just sleep as you are. And the clothes you 
go on your back. Like they won’t give you another clothes til you learn not speak language. 
(“Russell”).
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Given the fact that many participants experienced multiple types of abuse while 
in care, we conducted cluster analysis to better understand their experiences of 
abuse and the impacts of abuse on them. As shown in Table 20.4, three clusters were 
identified based on types of abuse experienced while in care (note that “other” cat-
egory was excluded because a small number of participants answered this item). 
Cluster 1 (51%) experienced all types of abuse, cluster 2 (18.3%) experienced all 
types but sexual abuse, and cluster 3 (30.8%) experienced some types or no abuse.

3.3  Lack of Schooling and Child Labor While in Care

Lack of schooling was another problem experienced while in care. On average, care 
leavers in this study attended 2.59 schools (0–21 schools). About 70% regularly 
attended school while in care. Nonetheless, only 19.2% obtained a Higher School 
Certificate (equivalent to Year 11 or 12), 23.8% obtained an Intermediate School 
Certificate (equivalent to Year 10), and 56.9% did not obtain any school certificate 
(see Fig. 20.2).

Survey respondents who did not have a Higher School Certificate reported the 
reasons for non-completion. Almost half of respondents (46.7%) reported that insti-
tutions did not offer the opportunity. Many participants also reported that they could 
not pay attention at school (36.4%), and there was a lack of encouragement from 
institutions (39.6%) and teachers (34.6%). See Fig. 20.3 for details.

Participants in this study confronted many challenges in relation to their educa-
tion while in care – poor in-house schooling, education assuming lower priority in 
favor of unpaid child labor in the institution, negative and stigmatizing attitudes 
toward them, and being forced to leave school at minimum school leaving age irre-
spective of ability and potential. Many males reported being conscripted into farm 
and other work at the age of 15 years. Luan’s experience detailed below was by no 
means unique:

What education? My education, my educational potential was like my childhood, stolen, I 
don’t know what I could have been. I had no education. I was taken out of school before I 
turned 14 and was sent to work on a dairy farm. (“Luan”)

Table 20.4 Abuse clusters based on types of abuse experienced while in care

All types of abuse  
(n = 212)

All but sexual abuse 
(n = 76) 

Some or no abuse  
(n = 128) 

Physical abuse 100.0 100.0 43.8
Sexual abuse 100.0   0.0 30.5
Verbal abuse 100.0  93.4 60.9
Emotional abuse 100.0 100.0 61.7
Witnessing violence 100.0 100.0 22.7
Bullying 100.0 100.0 51.6

Note: Numbers are percentages of individuals who experienced each type of abuse in care
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Participants were conscious of the stigma attached to being a state ward and the 
low expectations derived from being perceived as a “home kid” by teachers. One 
research participant recalls:

We were never permitted to be called by name. We were all called simply “home kid”. We 
were ostracised by both teachers and students. Our school work and/or homework was 
never checked as we were told that we were only home kids and not expected to do anything 
in life other than life on government assistance. (“Anon”)
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Some secondary 
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Fig. 20.2 Schooling while 
in care (Note: n = 650)
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Fig. 20.3 Reasons for not finishing a Higher School Certificate (Note: n = 338)
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One relevant issue was working while in care. Under the age 13, 81.5% reported 
that they did some type of work while in care. Their working hours varied greatly, 
and the average was 16.24 h per week (0–112 h), and the median was 14 h. Among 
them, 78.4% did unpaid work, whereas only 5.4% did paid work while in care. At 
age 13 and above, 86.8% reported that they did some type of work while in care. On 
average, they reported to work for 22.51 h per week (0–112 h), and the median was 
20 h. Among them, 75.1% did unpaid work, whereas 21% did paid work while in 
care. See details in Table 20.5.

The majority of respondents recalled having to spend substantial time working. 
Work was particularly gendered with females assigned domestic chores such as 
cleaning, laundry, and cooking, while males undertook farm and outdoor work. 
Work was a constant feature of the lives of children in institutions as noted by 
Ethan:

Every morning before school you worked, come home and then you worked again until tea 
time, and you did that Monday to Friday, and then you worked all day Saturday, and on 
Sunday you’re in church all day praying to God and thanking him for the great life you were 
living! (“Ethan”)

Another female referred to her laundry duties which deprived her of play and 
sleep:

I never really knew from the age of 10 to just be a little girl. I always had chores. From get-
ting up – this is why I enjoy my sleeps now – 4 o’clock in the morning before anybody got 
up, I had to have so many uniforms ironed, ironed morning noon and night. Morning before 
breakfast, after breakfast until going to school. Then lunchtime, iron again until afternoon. 
Then iron again, at playtime until going to bed. (“Meg”)

Work often took precedence over school. Children often worked under cruel and 
oppressive staff supervision as Eddie recalled:

There was very little bit of schooling only. You either worked in the orchard, you worked in 
the farm or you worked in the dairy or you worked in the kitchen. And everyone who was 
there was allocated a job, so you worked. You had to work and that was all there is about it. 
And if you didn’t work, the guys who were there, the so-called wardens, the people who 
were supposed to be looking after you would come around and belt you. (“Eddie”)

Table 20.5 Hours of working while in care

Under age 13 (n = 222) At age 13 or above (n = 205)
All Paid Unpaid All Paid Unpaid
Fr. % Fr. % Fr. % Fr. % Fr. % Fr. %

0 h 41 18.5 210 94.6 48 21.6 27 13.2 162 79 51 24.9
1–10 h 56 25.2 7 3.2 53 23.9 41 20 15 7.3 40 19.5
11–20 h 60 27 2 0.9 60 27 50 24.4 9 4.4 51 24.9
21–30 h 40 18 1 0.5 39 17.6 28 13.7 1 0.5 25 12.2
31–40 h 13 5.9 0 0 12 5.4 36 17.6 14 6.8 23 11.2
41 or more 12 5.4 2 0.9 10 4.5 23 11.2 4 2 15  7.3

Note: Fr. refers to frequency
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3.4  Factors Related to Abuse and Neglect in Care

Various factors were associated with the experience of abuse and neglect in care. 
These factors differed by the type and source of abuse and neglect. A higher propor-
tion of male care leavers experienced physical abuse by peers in care, χ2(1, N = 400) 
= 5.44, p = .020. There was no significant gender difference on physical abuse by 
adults or sexual abuse by anyone. Respondents who experienced sexual abuse were 
younger at the time of survey than people without such experiences: t(346.24) = 
2.98, p = .003 for sexual abuse by adults and t(393) = 2.71, p = .007 for sexual abuse 
by peers. There was no significant age difference on physical abuse in care. 
Compared to nonindigenous participants, a higher proportion of Aboriginal persons 
experienced sexual abuse in care: χ2(2, N = 405) = 11.74, p = .003 for sexual abuse 
by adults and χ2(2, N = 398) = 17.28, p < .001 for sexual abuse by peers. Aboriginal 
status was not significantly related to physical abuse in care. See Table 20.6 for 
details.

On average, survey participants who experienced sexual abuse were about 1 year 
younger at the time of entry into care than their counterparts: t(391) = 2.04, p = .043 
for sexual abuse by adults and t(383) = 2.45, p = .015 for sexual abuse by peers. Age 
at entry into care was not significantly associated with physical abuse in care. 
Respondents who entered care as state wards were more likely to have had experi-
ences of physical abuse by peers (χ2(2, N = 400) = 13.14, p = .001), sexual abuse by 
adults (χ2(2, N = 408) = 13.48, p = .001), and sexual abuse by peers (χ2(2, N = 400) 
= 7.67, p = .022). State wardship at entry into care was not significantly related to 
physical abuse by adults in care. Overall, respondents who experienced physical 
and sexual abuse had more placements in care: t(182.19) = −3.04, p = .003 for 
physical abuse by adults, t(365) = −3.91, p < .001 for physical abuse by peers, 
t(372.57) = −4.16, p < .001 for sexual abuse by adults, and t(252.28) = −3.06, p = 
.002 for sexual abuse by peers. On average, participants who experienced sexual 
abuse stayed in care 1.2–1.4 years longer: t(386.95) = −2.49, p = .013 for sexual 
abuse by adults and t(387) = −2.91, p = .004 for sexual abuse by peers. The duration 
in care was not significantly associated with physical abuse in care. Respondents 
without experiences of physical abuse by peers had more frequent contact with their 
family than respondents with experiences of physical abuse by peers, U = 13,169, p 
= .006 with the mean rank of 212 (Mdn = 3) for people without the experiences and 
the mean rank of 180 (Mdn = 3) for people with the experiences. Contact with 
 family was not significantly related to physical abuse by adults or sexual abuse by 
anyone. The percentages of people who did not have anyone helpful in care were 
higher among people with experiences of physical and sexual abuse in care: χ2(1, N 
= 362) = 16.21, p < .001 for physical abuse by adults, χ2(1, N = 355) = 10.34, p = 
.001 for physical abuse by peers, χ2(1, N = 362) = 19.23, p < .001 for sexual abuse 
by adults, and χ2(1, N = 355) = 12.50, p < .001 for sexual abuse by peers. See 
Table 20.7 for details.

As shown in Table  20.8, care leavers with a Higher School Certificate were 
younger at the time of survey than people with an Intermediate School Certificate or 
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no school certificate, Welch’s F(2, 269.38) = 5.77, p = .004. On average, respon-
dents who did not have any school qualification had more placements in care than 
respondents with a school qualification, F(2, 387) = 3.06, p = .048. Respondents 
with a Higher School Certificate or an Intermediate School Certificate had more 
frequent contact with their family than respondents without any school certificate, 
H(2) = 17.64, p < .001 with the mean rank of 218 (Mdn = 3) for Higher School 
Certificate, 222 (Mdn = 3) for Intermediate School Certificate, and 174 (Mdn = 2) 
for no school certificate. Other demographics or care experiences did not differ 
significantly by schooling status.

3.5  The Effects of Abuse and Neglect in Care

Respondents provided their own assessment on the impacts of maltreatment in care. 
The most negatively affected areas while in care were education (3.77), relationship 
with friends (3.75), and mental health (3.68) in that order. The most negatively 
affected areas in present life were mental health (3.50), education (3.29), and rela-
tionship with partner (3.26) in that order (see Fig. 20.4).

Current well-being reported by participants was compared by abuse cluster and 
schooling status. In general, compared to care leavers who experienced some types 
of abuse, care leavers who experienced all types of abuse reported significantly 
lower levels of current well-being on all nine domains: physical health (H(2) = 
36.82, p < .001), mental health (H(2) = 44.56, p < .001), relationship with family 
(H(2) = 31.79, p < .001), relationship with friends (H(2) = 35.94, p < .001), financial 
situation (H(2) = 43.60, p < .001), personal safety (H(2) = 36.60, p < .001), coping 
with stress (H(2) = 26.85, p < .001), receiving services (H(2) = 31.02, p < .001), and 
life in general (H(2) = 52.91, p < .001).

Care leavers with different levels of schooling significantly differed on five 
domains of current well-being: physical health (H(2) = 9.08, p = .011), relationship 

Table 20.8 Demographics and care circumstances related to schooling in care

Schooling status
HSC ISC NSC F/H

Age at survey‡ 58.61a 61.74b 62.95b 5.77**

Number of placements‡ 3.66a, b 3.29a 4.39b 3.06*

Contact with family§ 17.64***

  Never 20.3% 15.5% 30.6%
  Less than yearly 17.4% 16.5% 21.3%
  2–3 times a year 14.5% 22.3% 19.9%
  Monthly 17.4% 19.4% 14.4%
  Fortnightly or more 30.4% 26.2% 13.9%

Note: Only significant differences are presented. * <.05, **<.01, ***<.001. HSC refers to a Higher 
School Certificate, ISC indicates an Intermediate School Certificate, and NSC means no school 
certificate. ‡Welch ANOVA, §Kruskal-Wallis test. The sample size varies, n = 388 to 633

20 Experiences and Outcomes of Adults Who Endured Maltreatment as Children…



440

with friends (H(2) = 11.56, p = .003), financial situation (H(2) = 14.77, p = .001), 
coping with stress (H(2) = 6.17, p = .046), and life in general (H(2) = 14.03, p = 
.001). Overall, care leavers with a Higher School Certificate had higher levels, and 
care leavers without any school certificate had lower levels of well-being on these 
five domains.

More specifically, survey participants reported on their physical and mental ill-
nesses that require ongoing treatment and suicide-related issues. Among partici-
pants, 68.2% had physical illnesses, 51% had a disability, and 59% had mental 
illnesses. Among participants with mental illnesses, 85.9% considered their mental 
illnesses were related to their experiences in care. Seventy-six percent reported 
experiencing flashbacks. Approximately 65% reported experiencing suicidal ide-
ations at some point in their lives, and 39% had attempted suicide.

1

2

3

4

5
At the time

Present life

Fig. 20.4 Self-assessed 
impacts of maltreatment in 
care (Note: 1 = not at all, 2 
= slightly, 3 = moderately, 
4 = considerably, 5 = 
enormously. The sample 
size varies, n = 150 to 382)
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Fig. 20.5 Self-reported 
physical and mental health 
by abuse cluster (Note: 
*<.05, ***<.001. The sample 
size varies, n = 366 to 405)
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Self-reported physical and mental health significantly differed by abuse cluster. 
Compared to care leavers who experienced some types of abuse, care leavers who 
experienced all types of abuse in care had significantly higher proportion of disabil-
ity (χ2(2, N = 388) = 25.63, p < .001), physical illness (χ2(2, N = 405) = 10.90, p = 
.004), mental illness (χ2(2, N = 405) = 45.97, p < .001), flashbacks (χ2(2, N = 366) = 
67.75, p < .001), suicide ideation (χ2(2, N = 383) = 26.53, p < .001), and suicide 
attempt (χ2(2, N = 373) = 36.25, p < .001). Lack of schooling in care was not signifi-
cantly related to self-reported physical and mental health outcomes or  suicide- related 
issues, except disability status. A significantly higher percentage of respondents 
without any school qualification reported to have a disability, χ2(2, N = 389) = 10.94, 
p = .004. See Figs. 20.5 and 20.6 for details.

When results from a standardized measure of K10 psychological distress was 
examined, compared to the general community, higher percentages of care leavers 
in this study reported “very high” (38%) or “high” (21%) levels of psychological 
distress. For example, when percentage of people in the “very high” distress cate-
gory is compared, the percentage found in this study is 8.5 times greater than the 
percentage found in 2007 Household Income and Labour Dynamics in Australia 
(HILDA) and 14.4 times greater than the percentage found in the National Survey 
of Mental Health and Wellbeing (NSMHW). However, the level of distress signifi-
cantly differed by both abuse cluster and schooling status. Compared to people who 
experienced some types of abuse in care, survey participants who experienced all 
types of abuse in care reported significantly higher levels of psychological distress, 
χ2(6, N = 385) = 71.10, p < .001. Care leavers without any school certificate reported 
significantly higher levels of psychological distress than care leavers with a school 
certificate, χ2(6, N = 388) = 16.36, p = .012. See Figs. 20.7 and 20.8 for details.
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Fig. 20.6 Self-reported physical and mental health by schooling status (Note: HSC refers to a 
Higher School Certificate, ISC indicates an Intermediate School Certificate, and NSC means no 
school certificate. *<.05. The sample size varies, n = 366 to 405)
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Physical injuries experienced by participants in care were often severe. 
Participants reported these were rarely addressed appropriately at the time, 
 exacerbating their long-term impacts. Unset broken bones and muscular-skeletal 
damage, hearing loss and neurological impacts (of untreated ear infections and sav-
age blows to the head), and serious trauma to internal organs (especially from being 
kicked and punched by physically powerful adults and sometimes as result of vio-
lent sexual assault) have resulted in ongoing medical problems:

My arthritis is very early onset, and my specialist has said it’s from the beltings I’ve had. 
I’ve got no cartilage there. I’m 64 years old; my mind sometimes feels like its 30, my body 
feels like its 80. (“Sylvie”)
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Fig. 20.7 K10 
psychological distress by 
abuse cluster (Note: K10 
refers to the Kessler 
Psychological Distress 
Scale (Kessler et al., 2002). 
n = 385)
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Chronic pain and illness, the need for regular specialist medical attention, and 
frequent hospitalizations have been frequently described by participants. Reparative 
surgeries (rarely completely successful) and a wide range of permanent disabilities, 
especially mobility issues, are lifelong companions for many participants in this 
study; premature aging would appear common in this research cohort.

Participants spoke of having difficulty paying for specialists and dental work. 
Some had to choose or prioritize one treatment over another. Another obstacle to 
accessing health care was the fear of the institutional hospital environment:

I had appendicitis and I was in the hospital, and I freaked out. They put me in this room that 
reminded me a bit of [the Home], and it took everything in me not to run. I just wanted to 
rip out everything and go. (“Angela”)

Ongoing anxiety, depression, flashbacks, dissociation, phobias, mistrust and 
paranoia, instability of mood, suicidality and self-harm, poor impulse control, and 
hypervigilance are some of the disturbed mental health phenomena described by 
participants to the researchers. Those who experienced trauma as children (and, 
possibly again, in adulthood) have come to realize that PTSD was an underlying 
condition through counseling and interaction with mental health professionals:

I went and had counseling and I said I don’t understand what is happening and she said 
you’ve got post-traumatic stress disorder, you’ve got this, you’ve got that. Oh my god. I was 
patting myself on the back thinking I had survived. Well I haven’t survived at all. I’ve gone 
through life thinking I’ve survived. (“Simone”)

As a result of childhood trauma and ongoing PTSD, or depression, a significant 
number of participants experienced suicide ideations, some to the extent of planning it:

The nightmares started again. Fifteen years ago I tried to kill myself for probably about the 
third time. I should have died but I didn’t. Then I ended up in the mental health system in 
Western Australia and eventually a psychiatrist said you’re suffering from post-traumatic 
stress disorder because of what they’d done to you as a child. (“Michael”)

Relational outcomes also differed by abuse cluster. Respondents who experi-
enced all types of abuse in care reported significantly shorter length in their first 
relationship, Welch’s F(2, 160.23) = 22.26, p < .001, and in their longest relation-
ship, Welch’s F(2, 163.20) = 20.66, p < .001. Fisher’s exact test also indicated that 
abuse clusters significantly differed in their self-reported effects of care experiences 
on their intimate relationships, p < .001. Although there was no significant differ-
ence on parental status, compared to care leavers in cluster 3 (some or no abuse), 
significantly higher percentages of care leavers in cluster 1 (all types of abuse) and 
cluster 2 (all but sexual abuse) reported that their care experiences influenced their 
children in some ways, χ2(2, N = 302) = 22.90, p < .001. Perceived social support 
also significantly differed by abuse cluster. Respondents who experienced all types 
of abuse in care reported significantly lower scores on MSPSS social support scale, 
F(2, 387) = 17.42, p < .001. See Table 20.9 for details. Schooling status was not 
significantly related to relational outcomes.
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Educational and financial outcomes were also compared. The highest educa-
tional and vocational qualification2 did not differ significantly by abuse cluster but 
differed by schooling status. As expected, the highest education and training 
 qualification significantly differed by schooling in care, H(2) = 197.96, p < .001, 
with the mean rank of 523(Mdn = 3) for a Higher School Certificate, with the mean 
rank of 321 (Mdn = 2) for an Intermediate School Certificate, and with the mean 
rank of 261(Mdn = 1) for no school certificate. Overall, care leavers with a Higher 
School Certificate were more likely to have a bachelor’s or higher degree than their 
counterparts. See Fig. 20.9 for details. The levels of income did not differ signifi-

2 The highest educational and vocational qualification includes schooling and vocational training. 
When a person has both a HSC and a certificate, a HSC was set to be the highest educational and 
vocational qualification.

Table 20.9 Relational outcomes by abuse cluster

Abuse cluster
All types All but sexual Some or no χ2/F

Duration of 1st relationshipa 15.14 22.21 28.41 22.26***

Duration of longest relationshipa 19.54 26.18 31.03 20.66***

Care effects on relationshipsb 98.0% 94.1% 80.3%
Care effects on childrenb 86.2% 78.0% 59.3% 22.90***

MSPSS: Social support scalea 3.6 4.4 4.6 17.42***

Note: ***<.001. aANOVA or Welch ANOVA, bFisher’s exact or chi-square test. The sample size 
varies, n = 302 to 389
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Fig. 20.9 Highest 
educational and vocational 
qualification by schooling 
status (Note: HSC refers to 
a Higher School 
Certificate, ISC indicates 
an Intermediate School 
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***<.001. n = 650)
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cantly by abuse cluster or schooling status. Nonetheless, the experience of financial 
hardships significantly differed by abuse cluster, χ2(2, N = 405) =29.25, p < .001. 
Nearly two-thirds of care leavers (65.9%) in cluster 1 (all types of abuse) reported 
financial hardships, whereas 40.8% and 38.1% of care leavers in cluster 2 and 3 
reported financial hardships, respectively. The experience of financial hardships did 
not differ significantly by schooling status.

For many participants their lived adult experience has been associated with inse-
cure and substandard housing and homelessness. Many participants had experi-
enced housing difficulties: 46% had experienced homelessness, 48% lived in public 
housing, and 60% had temporary housing at some point in their lives. However, 
housing outcomes significantly differed by abuse cluster. Respondents who experi-
enced all types of abuse in care were less likely to have had experience of owning a 
residential property (χ2(2, N = 399) =16.04, p < .001) and more likely to have had 
experiences of living in public housing (χ2(2, N = 410) =11.80, p = .003), being 
homeless (χ2(2, N = 407) =46.43, p < .001), and living in temporary housing (χ2(2, 
N = 409) =42.17, p < .001) at some point in their lives. Schooling was significantly 
related to the experience of owning a property (χ2(2, N = 411) =7.03, p = .030) and 
being homeless (χ2(2, N = 419) =6.80, p = .033) but not related to the experience of 
living in public housing or temporary housing. See Figs. 20.10 and 20.11 for details.

3.6  Recent Development in Responding to Historic  
Abuse in Australia

About 39% of respondents (n = 159) participated in the Royal Commission into 
Institutional Responses to Child Sexual Abuse. Participants rated their experiences 
on a ten-point scale (1 = not at all and 10 = very much), and their perceptions were 
somewhat positive: the opportunity to express their concerns was rated 6.8, and the 
acknowledgment of their concerns was rated 6.2.

4  Discussion

The lives of most participants in this study were characterized by extreme neglect 
and abuse while in institutional and other forms of out-of-home care. From the point 
of entry to care, maltreatment began and continued throughout, even through 
changes of placement. Transitioning out of care after years of institutionalization 
was a further traumatic and demoralizing process (Fernandez et al., 2016). To recap, 
the reasons participants in this study were separated from their primary caregivers 
and placed in care can be understood at the microsystems and macrosystems levels 
(Bronfenbrenner, 1979) of individual or family vulnerability, the  child rescue 
model, and assimilationist and racist polices. Removal to care, as is the case today, 
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was rooted in structural determinants, especially poverty and disadvantage 
(Bywaters, Brady, Sparks, & Bos, 2016; Lindsey, 1994; Pelton, 1989, 2015). Lack 
of welfare programs and early intervention services meant there was no service 
system safety net to address need in times of family crisis. Placement in care was 
the only real option available to parents or to child welfare organizations who inter-
vened. As they entered placement, abusive cleansing and depersonalization rituals 
were frequently inflicted upon new arrivals (Find & Connect, 2016; Musgrove, 
2013; Penglase, 2005).

4.1  Maltreatment in the Care Environment

Child neglect was endemic in out-of-home care during the study period along with 
horrific corporal punishment and emotional and sexual abuse. Very few participants 
reported evidence of kindness, encouragement, respect, warmth, or any form of 
physical affection that was not the sinister companion to sexual abuse (Penglase, 
2005). This contributed to emotional isolation, anxiety, and sadness that many chil-
dren experienced during their years in care. In adult life such maltreatment has 
clearly been a major contributor to serious mental health difficulties and, for many, 
lifelong psychiatric disabilities that have seriously undermined well-being. For par-
ticipants overall, the daily regimen of drudgery and hard physical labor limited the 
scope for normative developmental growth.
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Every category of abuse was described to the researchers. Physical, emotional, and 
sexual abuse coexisted and was reported by participants on a scale that is extremely 
difficult to contemplate. The prevalence of neglect and emotional, physical, and sex-
ual abuse in this study is higher than that identified in the Adverse Childhood 
Experience (ACE) study in the United States and in current Australian Child Protection 
statistics (AIHW, 2016). Results in this study are also in line with previous research 
which has found a high prevalence of multiple and co-occurring types of maltreat-
ment (Finkelhor et al., 2007; McMillen et al., 2005; Witt et al., 2016).

Other forms of neglect that have had long-term deleterious impacts on partici-
pants include those of a social, cultural, or intellectual nature. Most study partici-
pants experienced a marginalized childhood devoid of fun or play. Aboriginal 
children were deprived of the opportunity to identify with and understand their cul-
ture. They had no chance to know their communities and could not speak their lan-
guage without being severely punished. See further details in Fernandez et al. (2016).

Findings of this study indicated that the vulnerability to abuse and neglect in care 
differed by children’s characteristics and care circumstances. As examples, we 
explored physical abuse and sexual abuse by peers and by adults. In this study, 
 participants who were younger at entry into OOHC, were state wards at entry, 
stayed longer in OOHC, had more placements, did not have or rarely had contact 
with their families, and did not have anyone helpful in care were more likely to have 
experienced sexual abuse while in care. Given the racism that prevailed in Australia 
during the time, it is understandable that Aboriginal children were more vulnerable 
to various abuses; however, it is unclear why the younger cohort of this study were 
more vulnerable to sexual abuse in care. Children without a support network outside 
or inside seemed to be preyed upon by adults and peers. These were children sepa-
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rated from family and society, with no voice, protection, or advocate to support 
them in a system that supported a culture of silence.

The savage institutional abuse and serious neglect described by participants in 
this study derived directly from institutional authority figures invested with unfet-
tered power and control. Some staff clearly took absolute advantage of the opportu-
nity the powerful roles afforded them, to prey on vulnerable and traumatized 
children (Musgrove, 2013). Even when staff were not abusive toward their charges, 
there were few accounts from participants of receiving any real warmth or even 
basic respect. Staff did not challenge the status quo nor did they draw official atten-
tion to rampant abuse (Senate Community Affairs References Committee, 2004). 
These harms continue to impact harshly on the lives of victims with intergenera-
tional effects.

The period under study was in an era where screening of recruits, referee reports, 
and police checks were for the most part not mandatory. Orientation processes, 
professional qualifications, training programs, practice standards, supervision, and 
oversight were either negligible or nonexistent. There was effectively little or no 
oversight or accountability for staff or for organizations until very late in the study 
period (Senate Community Affairs References Committee, 2004). Even then, moni-
toring practices seem to have been questionable and limited in scope. Sexual offend-
ers were still often moved from one institution to another rather than being reported 
to police or even dismissed. This meant that participants often encountered these 
offenders repeatedly, even with placement changes.

4.2  Educational Neglect

The UN Convention of the Rights of the Child emphasizes the child’s right to learn, 
formally and informally, so that he/she is adequately prepared to take their place in 
adult society and achieve optimum well-being. It is documented that educational 
outcomes are associated with employment and financial security (Hook & Courtney, 
2011; Jackson & Sachdev, 2001; Okpych & Courtney, 2014), housing (Davison & 
Burris, 2014; McNamara, 2015; Robson, 2008), physical and mental health 
(Buchanan, 1999; Dixon, 2008; Fernandez, 2008; Gilligan, 2007; Harvey, 
McNamara, & Andrewartha, 2016; Stein, 2012), and vulnerability to involvement in 
the criminal justice system (Narey, 2007). Participants in this study had significantly 
less education as apparent from the quantitative and qualitative data. Almost half of 
participants in this study mentioned that institutions did not offer an opportunity for 
them to continue education until Year 11/12 or equivalent. Compared to the older 
cohort, the younger cohort in this study had more schooling. This seems to be 
derived from the increase of the minimum school leaving age in the 1960s. Findings 
of this study also showed that placement stability and contact with family were 
relevant to schooling of children in OOHC. A finding that emerged was that many 
experienced placement instability such that exposed them to changes of schools and 
disruption of their education. It is known that placement instability significantly 
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influences school attendance, school engagement, and school stability (Sebba et al., 
2015; Smith & McLean, 2013; Zorc et al., 2013). Findings of this study confirmed 
that it was difficult for children to stay engaged and do well at school when they had 
to move placements and schools. Families who stayed connected to their children 
were likely to maintain interest in their children’s well-being, including education.

Additionally, where schooling was integrated into large institutions, neglect and 
abuse that characterized the home was manifest within the school. Physical, emo-
tional, and sexual abuse frequently occurred within the classroom. Humiliations 
were often extreme. In mainstream schools, “homies” were frequently bullied and 
ostracized. It is theorized that schooling provides the structure and stability that 
enables individuals toward greater competence and potentially counteracts the 
effects of adverse experiences in children’s care environments. The school environ-
ment they experienced did little to ameliorate the victimization they were enduring 
or provide nurturance and stimulation. In summary, many participants left care 
without basic life skills and competencies such as literacy and numeracy and were 
educationally neglected. This is clearly an area for redress.

4.3  Child Labor as Maltreatment

Australian “orphanages” were largely modeled on the children’s institutions devel-
oped in England and Ireland during the nineteenth century (Swain & Hillel, 2010). 
As the financial sustainability of these institutions depended upon the labor of resi-
dents, children were forced to work at the same or similar physical capacity of 
adults, from a very young age. Such arrangements would have been in direct contra-
vention of the UN Convention on the Rights of the Child (1989). The practices did 
actually breach child labor laws in place. The large institutions – and later, cottage, 
foster, and kinship homes  – were effectively unregulated and were not held to 
account. Children were wakened before dawn to draw water, light fires, and milk 
cows. They carried out arduous work in the fields and endured horrendous condi-
tions in the “Magdalene” laundries and other industrial settings. All domestic work 
in the institutions, and much of that in cottage and even foster homes, was com-
pleted by child laborers under cruel and oppressive staff supervision. Participants in 
this study have shared extreme examples of this, and their narratives are consistent 
with earlier evidence (HREOC, 1997; Humphreys, 1996; Senate Community Affairs 
References Committee, 2004). Children were poorly or almost never remunerated 
in any way for the work they undertook. Chronic illnesses, injuries, and permanent 
disabilities are still experienced by this study’s participants as a legacy of their 
engagement in child labor while living in out-of-home care (Senate Community 
Affairs References Committee, 2004). The legal implications of these Dickensian 
practices and their shocking legacy have been raised by participants as matters for 
redress and reparation.
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4.4  The Effects of Maltreatment on Adult Outcomes

Child maltreatment has physical and psychological consequences that are immedi-
ate and long term (Widom, Czaja, Bentley, & Johnson, 2012). This study generated 
evidence that the consequences of maltreatment in care extended well beyond their 
childhoods persisting into late adulthood. The maltreatment experiences of this 
cohort included multiple subtypes and reported trauma rather than single events, 
predisposing them to a wider range of symptomatology. While researchers have 
documented the harmful consequences of maltreatment in its individual and multi-
ple forms, Aber and Cichetti (1984) note the complexities in separating the effects 
of subtypes of maltreatment. Evidence of the correspondence between experiencing 
a high number of types of victimization and a higher prevalence of psychological 
conditions comes from a number of studies (Felitti et  al., 1998; Greger, Myhre, 
Lydersen, & Jozefiak, 2015). In attempting to deal with the complexity of exposure 
to multiple types of maltreatment, the cluster analysis was conducted to identify 
specific constellations of abuse subtypes and their respective impacts. This inclusive 
analysis aligns with the approach advocated by Nurius et al. (2007) and Moore et al. 
(2015) who emphasize the importance of examining trauma from a cumulative 
adversity perspective to understand long-term impacts.

The experiences of maltreatment have left indelible marks on participants includ-
ing lifelong fear, mistrust, low self-esteem, and hypervigilance. Abuse also resulted 
in horrendous injuries leading to chronic physical illness, serious mental health 
problems, and a wide range of disabilities. The level of abusive behavior inflicted on 
participants growing up in cottage homes or in foster or kinship care seems little 
different in quality or extent from that experienced by the large cohort of children in 
institutions.

4.5  Health

Physical health of care leavers in this study was perceived to be poorer than the 
general population. The impact of maltreatment on health and well-being is noted to 
extend into adult life, the experience of abuse in childhood being implicated in 
poorer physical and mental health (Chapman et  al., 2004; Edwards et  al., 2003; 
Erikson, Egeland, & Pianta, 1997; Fisher et al., 2010; Gilbert et al., 2009; Kaplan 
et al., 1998; Lueger-Schuster et al., 2014; Radford, Corral, Bradley, & Fisher, 2013; 
Silverman, Reinherz, & Giaconia, 1996; Springer et al., 2007; Sugaya et al., 2012; 
Wegman & Stelter, 2009). The adult mental health impacts of trauma experienced 
as a result of a childhood in “care” have proved to be the most profound impacts on 
lifelong well-being. Previous studies have also linked childhood maltreatment to a 
number of psychological conditions such as anxiety, depression, post-traumatic 
stress disorder (PTSD), and suicide ideations (Afifi et al., 2014; Clemmons et al., 
2007; Kaplan et al., 1998; Moore et al., 2015; Mullen et al., 1996; Norman et al., 
2012; Twaite & Rodriguez-Srednicki, 2004; Widom et al., 2007). Findings of this 
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study were consistent with findings of previous studies. Compared to participants 
who experienced some types of abuse, participants who experienced all types of 
abuse presented significantly worse physical and mental health outcomes. 
Participants who experience multiple types of maltreatment (see Table 20.4) stood 
out as having higher proportion of disability, physical illness, mental illness, flash 
backs, suicide ideation and attempts, and recording significantly higher levels of 
psychological distress on the K10 standardized measure of psychological distress. 
Findings related to the effects of educational neglect on health were less consistent. 
While the maltreatment had stopped after they left care, their impaired functioning 
as adults suggests the consequences of their exposure to these adverse events in care 
were difficult to reverse for many.

Many participants described having tried to end their lives and have been hospi-
talized in a psychiatric facility, often on numerous occasions. For many of the 
Aboriginal participants, the experience of multiple losses and disrupted identity has 
had a deleterious impact on their own mental health and in many instances that of 
their children and grandchildren (Creative Spirits, 2016; HREOC, 1997).

Participants’ self-assessments of the most negatively affected areas in their pres-
ent lives included not only health and education but also relational outcomes. The 
quality of later intimate and family relationships was also affected by their early 
victimization. Participants who experienced all types of abuse in care reported sig-
nificantly shorter duration of their first relationship and their longest relationships. 
Coherent with attachment theories, researchers have noted that the experience of 
abusive caregiving can promote negative views of self-worth, constraining relation-
ships of trust and intimacy in later life. Similar to other studies (Colman & Widom, 
2004; Lowell, Renk, & Adgate, 2014; Savla et al., 2013; Sroufe & Fleeson, 1986), 
this research found that early and multiple maltreatment experiences had a cumula-
tive effect on personal relationships, contributing to difficult relationships in their 
adult lives.

In summary the mental health impacts of trauma experienced in care have led to 
extreme levels of marginalization, disempowerment, and social isolation for many 
participants and their peers (Fernandez et  al., 2016; Senate Community Affairs 
References Committee, 2004). Social isolation for Aboriginal participants, who 
have struggled to locate and reconnect with their families and communities, has 
often been extreme (HREOC, 1997). For many former Child Migrants, also dislo-
cated from kin on the other side of the world, developing a clear identity has been 
challenging. Social support networks have also often been difficult to establish after 
leaving care (Humphries, 1996).

4.6  Education

As noted earlier, very few participants left care with an adequate education. For 
many, the most rudimentary competencies in literacy and numeracy were lacking. 
That deficit in formal preparation, together with health and mental health issues and 
financial disadvantage, has made participation in continuing education enormously 
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difficult. This finding is consistent with existing research on contemporary out-of- 
home care systems (Courtney et  al., 2011; Goddard, 2000; Harvey et  al., 2016; 
Mendes & Snow, 2016; Pecora et al., 2006). Research has established that exposure 
to adverse childhood experiences undermines learning and academic achievement, 
impacting adulthood outcomes with respect to education and employment domains 
(Nurius et al., 2007; Sansone, Leung, & Wiederman, 2012; Zielinski, 2009). Lack 
of education and training has impeded access to fulfilling paid work for many of this 
study’s participants. A lifetime of unemployment has predictably been the reality 
for many of this study’s participants and a common experience for Forgotten 
Australians (Senate Community Affairs References Committee, 2004). Long-term 
unemployment has meant financial hardship and, in many instances, grinding pov-
erty. Aboriginal care leavers are at even greater risk of long-term unemployment 
and its attendant problems (ABS, 2016). Without rewarding paid employment, par-
ticipants have been excluded from many of life’s most important opportunities for 
long-term well-being.

4.7  Limitations

Care leavers self-identified and self-selected to participate in this study. Because 
there is no comprehensive list of care leavers in Australia, it was not possible to use 
probability sampling strategies. Therefore, the study sample is not representative of 
all care leavers who lived in child welfare institutions or other forms of institutional 
care during this period. It is recommended to interpret findings of this study with 
caution.

Despite extensive efforts made to recruit participants in this study (e.g., media 
campaign), the number of participants in some states and territories were relatively 
small. Also, Aboriginal people seem to be underrepresented in this study. However, 
demographics of this study indicate that this study captured views of care leavers 
with diverse backgrounds in terms of gender, age, Aboriginal status, education, 
region, experiences during and after care (both negative and positive), and involve-
ment with care leaver organizations.

Another limitation is that this study is based on self-report, and it may reflect 
participants’ perceptions and recollections. However, self-report measures are 
widely used in the social sciences and deemed to be best to capture perceptions, 
feelings, and interpretations that are core interests of social science research.

4.8  Implications for Policy and Services

The legacy of maltreatment in terms of damage to the individual’s self-worth and 
impairment of emotional, cognitive, and social functioning is profound (Erikson 
et al., 1997) and warrants close attention. Identifying the patterns and consequences 

E. Fernandez and J.-S. Lee



453

of maltreatment of vulnerable individuals who spent their childhoods in public care 
has important implications for therapeutic, legal, and policy decisions relevant to 
victimization and trauma. It cannot be overstated that a comprehensive health safety 
net is urgently needed to support the increasing frailty, illness, and disability within 
this vulnerable and aging cohort. Audiology, pathology, optometry, dentistry, phys-
iotherapy, occupational therapy, prosthetics, and orthotics are just some of the ancil-
lary health services which participants need on an ongoing basis (Fernandez et al., 
2016). These are in addition to their primary health-care needs for ongoing assess-
ment, review, and management of chronic health issues, disabilities, and illnesses. 
Most also require multiple medications and surgeries. For Aboriginal participants, 
the risk of type 2 diabetes and renal failure is elevated (Diabetes Australia, 2015; 
Shaw & Tanamas, 2012), along with hearing loss and vision impairment (Creative 
Spirits, 2016). Many participants in Fernandez et al. (2016) described frustrations 
with help-seeking within the health system directly related to injuries sustained dur-
ing their years in care.

Long-term mental health impacts of trauma associated with abuse in care 
included flashbacks, anxiety, depression, self-harm, dissociation, and suicidality. 
Many participants reported that they were in urgent need of ongoing counseling and 
of specialist psychiatric help  (Fernandez et  al., 2016). Some have been able to 
access the public mental health access provisions currently in place but frequently 
reported that these were inadequate or inappropriate (Fernandez et al., 2016). Such 
impacts are especially powerful for Aboriginal participants whose profound losses 
have impacted on their own lifelong mental health and those of subsequent genera-
tions. For members of the Stolen Generations, culturally competent services are 
essential (Creative Spirits, 2016). Services for former Child Migrants must be sen-
sitively attuned to the unique trauma that arises from their experience of separation, 
loss, and, in most cases, abuse and neglect (Humphries, 1996).

The continuing need for out-of-home care for vulnerable children speaks to the 
need for professional and public awareness of the damaging and long-term effects 
of child maltreatment and the need for preventive and rehabilitative interventions.

As children, most participants reported feeling sad, lonely, unstimulated, and 
socially isolated; many described adulthood similarly (Fernandez et al., 2016). The 
majority of participants have struggled to reestablish positive connections with 
 family and extended family. Many found friendships and intimate relationships con-
fronting and difficult to sustain; this is consistent with existing research findings 
(Senate Community Affairs References Committee, 2004). The demands of parent-
ing without positive role models, or a nurturing experience of caregiving in their own 
childhood to draw upon, have been challenging. Some participants have tragically 
experienced the removal of their own children on protective grounds or have been 
forced to place them in care (Fernandez et al., 2016). In some instances participants 
were subject to the practice of forced adoption as they gave birth to a child while in 
care, experiencing the grief, loss, and possible retraumatization that subsequent life 
events may trigger (Fernandez et al., 2016). Others, especially Aboriginal and Torres 
Strait Islander participants, are currently providing kinship care for grandchildren or 
the children of other relatives, either formally or informally (Fernandez et al., 2016). 
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This is clearly enormously courageous combined as it is with a legacy of trauma 
from their own childhood.

As an aging population, one of the greatest fears expressed by older participants 
in this study is an anticipation of placement in aged care institutions or settings 
(Fernandez et al., 2016). For most participants, entry to aged care represents a return 
to the vulnerability, fear, and disempowerment they experienced as children in that 
almost all of them experienced abuse and neglect while in care. The findings of this 
study suggest that to support the needs of aging care leavers, noninstitutional forms 
of aged care need to be explored, and residential care settings should not replicate the 
abusive and oppressive aspects they were exposed to as children. Training is needed 
for social workers and public health practitioners to understand the impact of expo-
sure to neglect and abuse on social, emotional, and psychological problems across 
the life course. The findings also underline the importance of a comprehensive trauma 
assessment for this population as they present to adult and aged care services.

5  Conclusion

Based on the findings of this study, it is evident that the rights listed in the United 
Nations Convention on the Rights of the Child (1989) were breached in Australia’s 
out-of-home care system during the twentieth century. Most participants in this 
study were denied almost all rights to protection, nurture, learning, health, and well- 
being while growing up in care. Instead, they experienced neglect, abuse, and great 
trauma. This has clearly had lifelong health and well-being impacts. For this study’s 
participants, chronic illness, disability, relationship breakdown, homelessness, 
social isolation, anxiety, and depression were common. Substantial investment is 
needed in reducing the potential for maltreatment in care and its costs in terms of 
trauma for children and the health and disability burden in adulthood. Other impacts, 
for most, include marginalization from educational and work opportunities; this has 
almost always resulted in financial hardship and often a lifetime of poverty. Lack of 
a clear identity and a secure sense of belonging are also too frequently the lived 
experience of participants.
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Chapter 21
Congregate Care Settings in the United States

Rebecca D. Webster, Jeremy Wente, Sheri R. Parris, and Adrian V. Rus

1  Brief History of Congregate Care Settings in the United 
States

Orphanages began emerging in the United States just prior to the 1800s where relief 
was needed for displaced children. The first orphan asylum was founded in North 
America by a group of Ursuline nuns in 1729. This orphanage in Natchez, 
Mississippi, arose in response to an Indian massacre that left many children without 
homes and parents to care for them (Gates, 1994). In the cities and towns in the 
United States, almshouses were built to aid the poor, including children with or 
without parents. Children were expected to work in these homes to help pay for 
their stay. The first public orphanage (government supported) was the Charleston 
Orphan House, founded in 1790 in South Carolina (Murray, 2003), and prior to the 
1800s, only five orphanages existed in the United States (Smith, 1995). Quickly the 
number of orphanages multiplied, and by 1851, there were 77. By 1903, 400 orphan-
ages were in place in the United States. As the general population increased, so did 
the quantity of institutionalized children (Trotzkey, 1930). The number of children 
housed in each institution varied from a few children in small settings to large insti-
tutions, such as the New  York Catholic Protectory that housed 2000 children in 
1891. In 1880, the medium-sized institution housed 42 children, and in 1923 the US 
Census Bureau found that of 960 institutions reporting, 64.7% housed fewer than 80 
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children and 27.5% housed fewer than 30. However, approximately 18% (25,350) 
of all children in care still lived in institutions housing 250 to over 1500 children 
(US Census Bureau, 1927).

Another answer for the number of children without parents in the United States 
was the orphan trains. Between the years of 1854 and 1930, more than 200,000 
children boarded trains in New York and nearby cities to be transported to states like 
California, Texas, Oregon, and Washington. Their parents had been immigrants 
from other countries who died or had abandoned them along the way. In the begin-
ning, the orphans were transported in cars that more resembled those used to trans-
port cattle. Children would often be shipped to homes where farmers needed a hand 
to raise crops. While this was not always the case, there were reports of abuse and 
not allowing children to be educated. The orphan trains came to an end with the 
advent of compulsory education and child labor laws.

In addition to a small number of state and county government institutions, which 
were found mainly in the Midwest, most US orphanages were opened by religious 
groups or philanthropists (some of whom wanted to build and endow such institu-
tions as a way to perpetuate their names and achieve a measure of personal immor-
tality and have visible evidence of their generosity; Henry Dwight Chapin, 1929, as 
cited in Smith, 1995). One reason for religious groups to open such institutions was 
to preserve the religious heritage of children from specific religious parentage. For 
instance, as a reaction to the orphan trains that were transporting children west to 
live and work with Protestant farm families, Jews in New York began opening insti-
tutions of their own, and Roman Catholics increased the number of their 
institutions.

Also, in some instances, civic groups and other organizations took care of 
orphans as part of the philanthropic mission of their organization and/or as an assis-
tance program to aid the members of their organization. For example, the Masonic 
Grand Lodge of Texas created a “Widows’ and Orphans’ Home” for widows and 
orphans of deceased Masons from across the state of Texas. Members of Fort Worth 
Lodge no. 148 secured property for the home in Fort Worth, Texas, where it was 
built. In 1910, a separate facility was opened for widows who were moved to that 
facility, and in 1913, the orphans’ home also became a recognized school district in 
Texas and was thereafter referred to as the “Masonic Home and School of Texas.” 
Established in 1899, local subordinate lodges contributed to Grand Lodge to supply 
the funding of this home which continued operating until 2005 (MHS, n.d.; Perkins, 
1957).

2  Living Experiences in US Orphanages

In Trotzkey’s writing (1930), institutionalized care included “closed walls, children 
segregated from the community… commanded by the sound of the cowbell not by 
word of mouth, every minute of the day from rising to retiring regulated with math-
ematical precision, the child seldom seen apart from a line but moved in serried 
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ranks, always marching.” Discipline included, “application of the iron heel and 
mailed fist which is all the more hideous when applied to defenseless childhood” 
(pp. 64–65). Documents provided by those who found themselves at the mercy of 
the orphanages varied in their reports from positive and loving to impoverished and 
abusive. Reports of neglect and maltreatment have surfaced over the years, but 
many stories remain untold. Many reported that the institutions were kept “spotless” 
at the hands of its occupants. The rooms where the children stayed were often bare, 
with no furnishings except for a bed to sleep in. Food was limited, and soup, bread, 
mush, and milk were all common components of the meals. Overeating would never 
occur for it was forbidden. Many children went without experiencing the feeling of 
fullness. Additionally, families were often kept apart. Siblings might be separated 
for great lengths of time since the boys and girls were kept in separate housing 
(Thurston, 1930).

By the 1920s, some institutions had adopted more child-focused practices and 
created a more normal living environment, such as exchanging uniform dress for 
more individualization of clothing, improved food, and sending children to public 
schools (Hacsi, 1993 as cited in Smith, 1995). Some philanthropists and wealthy 
institutions provided summer camp and other trips, books and magazines, and birth-
day presents. Many viewed the finest congregate homes as private schools for the 
poor, where children could receive more “advantages” than their parents could sup-
ply (Reeder, 1929 as cited in Smith, 1995). A number of model programs, praised 
by professionals at that time, were also developed during the 1920s and 1930s. Such 
programs included those at institutions such as Edenwald, in Westchester County, 
New  York, and Carson College for Orphan Girls at Flourtown, Pennsylvania 
(Deardorff, 1924 as cited in Smith, 1995).

Even though the conventional wisdom and recent evidence indicate that children 
and youth in congregate care have poorer outcomes, quality of care among institu-
tions in the United States varied, and valuable descriptions of orphanage alumni and 
their recollection of life in some US orphanages have provided more nuanced por-
traits of life in some of these settings. In 1995, McKenzie surveyed 1589 adults 
(who were 45 years of age and older at the time of the survey) who graduated from 
nine private or state-funded orphanages in the South and Midwest in 1967 or before 
(McKenzie, 1997). In 2002, he conducted another survey of 839 alumni from five 
private and state-funded orphanages in the same regions who graduated in the late 
1960s and before. In both studies, most of the participants were Caucasian and 
entered the institutions between birth and 17 years of age (M = 8 years). Respondents 
had each lived in their institutions between 1 and 21 years (M = 9 years).

Together, the orphanage alumni surveyed by McKenzie reported better outcomes 
on a large majority of the social and economic indicators than same-age peers in the 
general Caucasian population (e.g., education, median incomes, unemployment 
rate, poverty rate, public assistance rate). Overall, 84% of those in the first study 
(McKenzie, 1997) and 76.3% in the second study (McKenzie, 2003) viewed their 
orphanage experiences as either somewhat or very favorable. In addition, those in 
the second study (McKenzie, 2003) reported the top three positive attributes of 
orphanage care as “personal values and direction” (55.3%); “education, skills 
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 development, and guidance” (49.3%); and “basic amenities” (45.5%), and those in 
the first study (McKenzie, 1997) reported even higher favorability for two of these 
attributes (for a more complete report, see McKenzie, 2003, pp. 27–28). In the sec-
ond study, the top negative attributes of orphanage life were reported as “separation 
from immediate families and siblings” (34.6%), “lack of love and emotional support 
from institution and staff” (23.1%), and “lack of freedom” (22.9%) (McKenzie, 
2003), while the first study found a larger percentage for two of these attributes 
(McKenzie, 1997) (for a more complete report, see McKenzie, 2003, p. 29) (for 
additional information about these studies, see also McKenzie, 1996a, 1996b). 
Myers and Rittner (2001) found similar results in their survey of 94 alumni from the 
Florida Methodist Children’s Home (FMCH). The average age of respondents was 
54 years (SD = 20.7; range = 17–87), including 52 women and 42 men, and 95% 
were Caucasian. The average age of entry to the orphanage was 8 years (range = less 
than 1 year to 15 years old), and the average age upon leaving FMCH was 15 years 
(SD = 3.20; range 5–20 years). These alumni reported average or above-average 
results regarding their social and economic achievements (e.g., educational achieve-
ment, socioeconomic functioning, personal relationships, personal problems, reli-
gious life, satisfaction with foster care received, and life satisfaction).

In recollections of his own congregate care experiences, Dr. Charles Aring wrote 
about his life from the age of 7 to 15 at a German Protestant orphanage (from 
approximately 1911 to 1918). He wrote of having his basic needs met, barely 
including a simple diet and meager portions of food (a piece of fruit was a once-a- 
year luxury for Christmas) and clothing that was plain and often handed down. 
Duties of upkeep for the facility were performed by the children, so there was little 
time for play. However, he does have fond memories of playing with the other chil-
dren when time allowed, and he did feel a comradery with the other orphans at the 
institution. Children attended public school and were marched to a local German 
Evangelical Lutheran Church on Sundays. The orphanage also had a brass band 
where children learned to play instruments and performed at local events and 
parades. While life was sparse and regimented at the orphanage, Dr. Aring felt 
grateful for the opportunity to learn and finish high school in a safe, protected envi-
ronment, and he went on to become a physician (Aring, 1991). In another account 
of orphanage life, James Campbell (2000), an alumnus of a North Carolina orphan-
age who spent 15 years in care during the 1940s and 1950s, also recalls a strict and 
regimented life and having to perform work at the orphanage by the time he was in 
sixth grade. This work included rising at 5:00 am to milk, feed, and tend to the cows 
and steers, as well as cleaning the barn before having breakfast and going to school 
and then repeating these chores again after school. In high school, his duties con-
sisted of farm work (i.e., working in orchards and produce farms, combining grain 
and gathering hay). However, the author notes that this work pattern was also con-
sistent with many children’s lives outside of congregate care, because in the wider 
culture in the United States at that time, families believed it wise to instill a strong 
work ethic in their children. At the same orphanage, girls performed duties such as 
laundry, prepping food for meals, and assisting caretakers with younger children. In 
this instance, the orphanage had its own school, and attendance at several church 
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meetings each week was required. Corporal punishment was used for “serious” 
offenders of rules. Like Aring, Campell remembers his tenure at the orphanage with 
appreciation for having a warm and stable place to grow up, an opportunity for 
education and religious training, and an appreciation for the work ethic that was 
instilled in him; he was thankful that he did not have to live in fear of being moved 
around from one place to another.

However, by many accounts, younger children seemed to fare less well than 
older children in orphanage care. For instance, in the early decades of the twentieth 
century, one-third to three-fifths of children under the age of 12 months died in 
orphanages, with the primary causes being gastrointestinal and respiratory illnesses 
that were compounded by malnutrition. Infants and young children in institutional 
care in the early twentieth century were also reported to suffer from chronic growth 
stunting and low weight due to malnutrition, as well as other developmental deficits 
(see Frank, Klass, Earls, & Eisenberg, 1996).

3  Modern Era of US Congregate Care

In 1909, President Theodore Roosevelt convened the first White House Conference 
on the Care of Dependent Children that served as a protest against institutional care 
for dependent and neglected children and promoted the concept that all children 
have the right to a stable, caring family. Also, through this conference, the US 
Children’s Bureau and the Child Welfare League of America (CWLA) were created 
(James-Brown, 2011; US Children’s Bureau, 1967). Although the White House 
Conference in 1909 marked the beginning of a change in perceptions about institu-
tionalization and a movement toward a focus on family-based alternatives, the num-
ber of children in orphanage care did not begin to decline until after World War II, 
35 years after the conference. In 1909 the orphanage population was 115,000, and 
this number continued to grow through the 1920s (Morton, 2000). The growth can 
be attributed to increases in the US population, and also the Great Depression of the 
1930s led to thousands of additional children being sent to orphanages and foster 
homes. In December of 1933, 102,000 children were cared for in foster homes, and 
144,000 (a record number) were in orphanages (Jones, 1993). The depression of the 
1930s left many orphanages overwhelmed and financially weakened by the num-
bers of children in need during that time period. However, on a more positive note, 
at the time of the third White House Conference of Child Health and Protection in 
1930, it was reported that 220,000 needy children had been able to remain in their 
own homes due to a variety of factors that were emerging to improve children’s abil-
ity to stay with their own families.

In 1935, the passage of the Social Security Act, including Aid to Families with 
Dependent Children (AFDC), also provided some support for needy families. After 
the passage of this act, children were not removed from their homes due to financial 
difficulties, but only due to increasingly strict standards for inadequate parental 
care, such as “abuse, neglect, alcoholism, insanity, prostitution, or uncontrollable 
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behavior on the child’s part” (Jones, 1993, p. 466). Also, with the advent of World 
War II, the number of children sent to orphanages was reduced as homes became 
less crowded and the number of available foster homes increased. From the late 
1950s to the 1970s, the number of children adopted also continually increased. In 
addition, by mid-century, the Child Welfare League of America (CWLA) had been 
established as the central organization for child welfare, and its main purpose was 
to accredit (or not accredit) organizations that provided out-of-home care for chil-
dren. Congregate care settings that could not meet their stringent demands were not 
accredited, and the numbers of “normal” children in institutional care declined, 
while mainly “disturbed” children remained in institutional settings where profes-
sional care could be provided (Jones, 1993). In 1980, the “Adoption Assistance and 
Child Welfare Act” defined child welfare services as “(1) Protecting and promoting 
the welfare of all children; (2) preventing the unnecessary separation of children 
from their families; and (3) placing children in suitable adoptive homes where res-
toration to the biological family is not possible or appropriate”. The Act provided 
support for at-home services aimed at preserving and re-unifying families, for adop-
tive families, and for “State licensed foster family homes of individuals” or “licensed 
nonprofit private child-care institutions” (AACWA, 1980; Jones, 1993).

The United Nations Convention on the Rights of the Child (UNCRC), ratified in 
1989, names the family as the fundamental group in any society and the natural 
environment for the growth and well-being of children (UN General Assembly, 
1989). According to the UNCRC, families should be provided protection and assis-
tance in order to fully carry out their function in society. Children who are temporar-
ily or permanently separated from their families, or who must be removed from 
their families for their own best interests, are entitled to special protection and assis-
tance by the State, including assurance of alternative care (UN General Assembly, 
1989). The United Nations resolution that provides guidelines for alternative care 
for young children deprived of parental care, especially those under the age of 3 
years, states that such care should be provided in family-based settings. In acknowl-
edging the reality of institutionalization in many places, it states that residential care 
facilities and family-based care can complement each other in meeting children’s 
needs but also encourages deinstitutionalization and the elimination of large resi-
dential care facilities (UN General Assembly, 2010).

In the United States, the child welfare system has adopted a family-service ori-
entation and increased family preventive and differential response services provid-
ing early support to families (Gilbert, 2012). The family service orientation 
conceptualizes child maltreatment in terms of family dysfunction, psychological 
problems, socioeconomic and marital stress, therapeutic interventions, the use of 
voluntary out-of-home placements, and a partnership between parents and the state 
(Courtney, Flynn, & Beaupré, 2013).

In the United States, group care is a commonly used term for residential care. In 
this chapter, the term “group care” is used to denote any congregate care arrange-
ment: large- and small-scale institutions and group home settings. Congregate care 
has been defined as “a placement setting of group home (a licensed or approved 
home providing 24-hour care in a small group setting of 7 to 12 children) or institu-
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tion (a licensed or approved child care facility operated by a public or private 
agency and providing 24-hour care and/or treatment typically for 12 or more chil-
dren who require separation from their own homes or a group living experience). 
These settings may include child care institutions, residential treatment facilities, or 
maternity homes” (USDHHS, ACF, & CC, 2015, p.  1). According to the US 
Department of Health and Human Services, Administration for Children and 
Families, and Children’s Bureau, there were 55,916 children and youth in congre-
gate care in the United States as of September 30, 2013. Of these, 62.7% were males 
and 37.3% were females, 40.7% were White/Caucasian, 30.1% were Black or 
African American, and 19.7% were Hispanic; mean age at entry into the current 
setting was 14 years (Mdn = 15 years), and mean time in current setting was 8.1 
months. In addition, approximately 24% of children and youth spent more than 1 
year in congregate care (USDHHS, ACF, & CC, 2015). Importantly, over the past 
decade, there has been a 37% decline of children and youth placed in congregate 
care. Furthermore, this report found that children and youth were placed in congre-
gate care for a variety of reasons. Specifically, 36% of those in congregate care had 
a DSM (Diagnostic and Statistical Manual of Mental Disorders) or DSM in combi-
nation with another (can include child behavioral problems) diagnosis, 25% had a 
child behavior problem alone (exclude all disabilities), 10.4% had a clinical disabil-
ity (excludes DSM), and 28.8% had no clinical indicators when they were placed 
into congregate care (USDHHS, ACF, & CC, 2015).

The Consensus Statement on Group Care for Children and Adolescents: A 
Statement of Policy of the American Orthopsychiatric Association (Dozier et al., 
2014) stated that “… group care should never be favored over family care. Group 
care should be used only when it is the least detrimental alternative, when neces-
sary therapeutic mental health services cannot be delivered in a less restrictive 
setting” (p. 219). Thus, the authors of this statement consider institutional care to be 
a non-optimal alternative for children and youth and that smaller group care settings 
can also be detrimental to their development and well-being. Specifically, to support 
this strong position on congregate care, Dozier and colleagues (for more informa-
tion, see Dozier et al., 2014, pp. 220–223) listed ten principles that are explained 
and supported by research outcomes:

 1. Healthy attachments with a parent figure are necessary for children of all ages 
and help to reduce problem behaviors and interpersonal difficulties.

 2. Especially during adolescence, it is critical to balance children’s need for paren-
tal control and regulation with their developing needs for autonomy.

 3. Child-sensitive exercise of adult authority is critical to healthy development.
 4. Group care is not an appropriate living arrangement, and it can never substitute 

for a home environment.
 5. Group care itself may be related to an increased likelihood of problem 

behavior.
 6. Group care may cause psychological harm even in typically developing 

children.
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 7. Group care for abused and maltreated children also may be physically 
dangerous.

 8. There is no demonstrable therapeutic necessity for group care to be used as a 
long-term living arrangement.

 9. Even children who have never experienced secure attachments can develop 
them in appropriate family settings.

 10. Group care should never be used for young children.

Thus, Dozier et al. (2014) concluded that children in congregate care lack the 
opportunity to form an attachment to a parent figure or experience child-sensitive 
caregiving. Because healthy attachment experiences and sensitive caregiving are 
necessary for optimal development, children reared without such fundamental expe-
riences are at increased risk to develop antisocial and risky behavior. Because foster 
care, when appropriately supported, can provide a more appropriate caregiving 
environment, Dozier and colleagues recommend that group care be used only for 
therapeutic treatment of children and, only when clinically necessary, with a goal of 
returning children to their families as soon as possible.

4  Brief Review of Literature on Maltreatment of Children 
and Youth in US Congregate Care Settings

The Child Abuse Prevention and Treatment Act (CAPTA) enacted on January 31, 
1974 was the first piece of legislation to provide federal involvement in the protec-
tion of children from abuse and neglect. Motivation to create this law developed 
from the identification of a clinical condition called “battered child syndrome” in 
1962 (Overcamp-Martini & Nurron, 2009). Battered child syndrome was described 
as a condition in which young children receive serious physical abuse, which is a 
frequent cause of permanent injury or death. Signs of possible battered child syn-
drome were identified as “any child exhibiting evidence of fracture of any bone, 
subdural hematoma, failure to thrive, soft tissue swellings or skin bruising, in any
child who dies suddenly, or where the degree or type of injury is at variance with the 
history given regarding the occurrence of the trauma” (Kempe, Silverman, Steele, 
Droegemueller, & Silver, 1962). Thus, after years of growing public interest, in 
1974, CAPTA provided federal funding to assist with the investigation and report-
ing of child abuse and neglect (Myers, 2008). CAPTA also authorized governmental 
research; created the National Center on Child Abuse and Neglect (NCCAN) within 
the Department of Health, Education, and Welfare, (Child Welfare Information 
Gateway, 2012); and mandated reporting of child abuse from professionals 
(Courtney et al., 2013). The primary focus of CAPTA was initially on abuse within 
the family and overlooked the issue of maltreatment within congregate care settings. 
In 1977, the issue of out-of-home care was addressed at the First National Conference 
on Institutional Abuse and Neglect (Rindfleisch & Rabb, 1984a), though it was until 
1989 that the majority of states were compliant with mandated reporting for 
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out-of-home care (Rindfleisch & Nunno, 1992). Throughout the history of CAPTA, 
there have been multiple amendments and reauthorization bills that have had a 
broad impact on child protection in the United States. The most recent reauthoriza-
tion was signed in 2010 titled P.L. 111-320 The CAPTA Reauthorization Act of 
2010 (“The Child Abuse Prevention and Treatment Act Including Adoption 
Opportunities and The Abandoned Infants Assistance Act”, n.d.).

Three levels of child abuse were identified by Gil (1975), namely, family, insti-
tutional, and societal. The societal level is deemed most severe because what hap-
pens at this level also affects children’s functioning at the institutional level as well 
as in their own homes. For the purpose of this chapter, however, our focus is on 
institutional abuse which according to Gil (1975) includes settings such as daycare 
centers, schools, courts, childcare agencies, welfare departments, and correctional 
and other residential childcare settings. He notes that institutional abuse, like abuse 
in the home, can stem from well-meaning but misguided practices or from hostile 
attitudes toward children and can occur repeatedly, either occasionally or as part of 
a regular pattern, or can occur in single instances. Also regarding abuse in these set-
tings, Gil states that “… acts and policies of commission or omission that inhibit, or 
insufficiently promote, the development of children, or that deprive children of, or 
fail to provide them with, material, emotional, and symbolic means needed for their 
optimal development, constitute abusive acts or conditions. Such acts or policies 
may originate with an individual employee of an institution, such as a teacher, child 
care worker, judge, probation officer, or social worker, or they may be implicit in the 
standard practices and policies of given agencies and institutions” (pp. 347–348).

The abuse in old orphanages in the early 1900s has been documented (for a 
review, see Smith, 1995). Also, a valuable description of abuse in orphanages was 
provided by orphanage alumni who were institutionalized in 1967 or before in 
South and Midwest US orphanages (other aspects of these alumni surveys were 
discussed earlier in this chapter) (see McKenzie, 1997, 2003). Of these alumni 
respondents, 81.5% reported no abuse of any kind during their orphanage stay, 
while 15.9% reported physical abuse, 9.7% mental or emotional abuse, 1.8% sexual 
abuse, and 2% other forms of abuse (McKenzie, 2003). In a previous study, 
McKenzie (1997) found that 87% of the alumni experienced no abuse of any kind, 
and of those that did, an even lower percentage experienced various types of abuse, 
namely, physical abuse (10%), mental or emotional (7%), sexual (2%), and other 
forms of abuse (1%). It should be noted, however, that the various forms of abuse 
were open to the interpretation of the individual alumni (McKenzie, 2003).

Various researchers found that child and youth maltreatment occurred in congre-
gate care settings in the late 1970s and 1980s (Gil, 1982; Gil & Baxter, 1979; 
Powers, Mooney, & Nunno, 1990; Rosenthal, Motz, Edmonson, & Groze, 1991) 
and that this was a significant issue affecting the child welfare system. It was a 
widespread phenomenon but was often underreported or inconsistently reported 
(Rindfleisch & Bean, 1988; Rindfleisch & Nunno, 1992; Rindfleisch & Rabb, 
1984b). In one study of abuse in out-of-home care in Colorado, Rosenthal and col-
leagues (Rosenthal et al., 1991) found that a significant number of reports of abuse 
and neglect were reported in group homes, residential treatment centers, and 
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 institutions from 1983 to 1987. Out of 288 reported cases, 55% were for physical 
abuse, 24% were for sexual abuse, and 21% were for neglect (including emotional 
and verbal abuse). Most victims of physical abuse and neglect were male, while 
most victims of sexual abuse were female. The same study found that two-thirds of 
the perpetrators of all three types of maltreatment were male. Based on limited 
information available from the late 1980s, Spencer and Knudsen (1992) found that 
the risk for child abuse and neglect was greater for children in residential or institu-
tional placements than for those in daycare homes and centers and schools settings. 
Specifically, they found that in Indiana from 1984 to 1990 the rates of substantiated 
child maltreatment reports were higher for full-time care settings. Blatt (1992) 
found that younger staff (those under the age of 35) and male staff in these settings 
were most likely to be reported as perpetrators.

In a study of out-of-home care in Illinois, Garnier and Poertner (2000) examined 
administrative data to determine the rate of abuse and neglect for children. They 
found that reports of abuse or neglect during out-of-home care ranged from a high 
of 2.4% to a low of 1.5% during the 4 years from 1996 to 1999. For those in group 
homes, abuse rates ranged from 3.5 children per 100 in care during 1997 to 1.1 per 
100 children in care during 1998. For those in institutional care, the rate ranged 
from 4.1 per 100 in care during 1997 to 1.5 per 100 in care during 1999. Additionally, 
Poertner, Bussey, and Fluke (1999) determined that sexual abuse was the most fre-
quent type of abuse in both institutions and group homes (55.1% in institutions, 
60.4% in group homes) from 1993 to 1997, with substantial risk of harm being the 
second highest category. Physical abuse and neglect consisted of less than 10% of 
the reports in institutions and just over 10% in group homes. In another study in 
Illinois, Tittle, Poertner, and Garnier (2008) assessed 302 cases from the total of 691 
indicated reports occurring in the year 2000 for children placed in relative care, non- 
related family foster care, specialized foster care, and institutions (i.e., group homes 
and hospitals). They found that sexual abuse (74%) was the most prevalent form of 
maltreatment. This was true for family foster care (74%), relative foster care (76%), 
specialized foster care (62%), and institutions (89%). The second most prevalent 
type of maltreatment was lack of supervision (11%). Freundlich, Avery, and Padgett 
(2007) found a similar trend in an exploratory study that suggested safety is a sig-
nificant concern in congregate care environments with safety risks taking a variety 
of forms, including peer-on-peer violence, the stealing of personal belongings, 
inappropriate conduct on the part of the staff, and poor physical conditions of 
facilities.

In 2006, the US Government Accountability Office (USGAO, 2008a, 2008b) 
conducted a survey with respondents from 49 states who reported data to National 
Child Abuse and Neglect Data System (NCANDS) investigating youth maltreat-
ment in residential facilities, including physical and sexual abuse, neglect, and 
deaths. The report was developed using multiple methodologies and was limited to 
residential facilities we defined as those that require youth – ages 12 through 17 – to 
reside at the facility and that provide program services for youth with behavioral 
and emotional challenges. Specifically, the review included facilities that provided 
one or more of the following types of programs: juvenile justice, youth offender, 

R.D. Webster et al.



471

juvenile delinquency, and incorrigibility programs; treatment programs for youth 
with behavioral, emotional, mental health, and substance abuse issues; homes for 
pregnant teens; schools for discipline or character education; and therapeutic group 
homes, such as a home that specializes in supporting and treating youth with severe 
emotional disorders. Child welfare, health and mental health, and juvenile justice 
programs that were government operated, privately operated that received govern-
ment funds, and privately operated with no government funding were surveyed. 
Results showed that in 2005, there were 1503 incidents of maltreatment by facility 
staff in 34 states, including physical abuse, neglect or deprivation of necessities, and 
sexual abuse. Of these incidents, neglect or deprivation of necessities was the most 
frequent cause of youth maltreatment (44%), followed by physical abuse (24%), 
sexual abuse (9%), and other incidents of youth maltreatment which included medi-
cal neglect and psychological or emotional maltreatment (23%). Examples of phys-
ical and sexual abuse included staff hitting youth and slamming them to the ground, 
staff hog-tying and shackling youth to poles in public places, and girls being forced 
to eat their own vomit if they threw up while exercising in the hot sun. Staff rou-
tinely broke and wired shut the jaws of youth who showed disrespect in another 
facility. In some facilities, staff engaged in sexual acts with boys. Youth-on-youth 
violence occurred on an almost-daily basis in some facilities, at times resulting in 
injuries that required hospitalization. Youth were sexually assaulted and threatened 
with sexual assault by other youth in some facilities, all without effective interven-
tion from management. Moreover, 28 states responding to the survey reported at 
least one death in residential facilities in their state in 2006, with accidents and 
suicides among the most common types of fatalities.

Recently, a study using a small sample of boys from residential programs which 
provide therapeutic treatment for boys with behavioral and emotional problems 
showed rates of bullying and victimization were higher for adolescents from resi-
dential programs when compared to adolescents from public schools (Wright, 
2016). The author of this study concluded that such results underscore the impor-
tance of addressing bullying and victimization among adolescents in secure settings 
as well as the need for developing multicomponent intervention programs aimed at 
targeting the various risk factors associated with adolescents’ involvement in bully-
ing and for considering whether interventions should be sensitive to different popu-
lations of adolescents.

5  Causes and Prevention of Maltreatment in Congregate 
Care Settings

Maltreatment of children and youth in residential settings has been attributed to 
several factors, including a lack of experienced staff, insufficient staff training, and 
lack of appropriate supervision – particularly in smaller facilities (USGAO, 2008a). 
Other institutional factors that have been identified as contributors to abuse are very 
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difficult and stressful working conditions; large caseloads; poor wages, benefits, 
and undesirable schedules; limited career path and professional development oppor-
tunities; inadequate staff to child ratios; seasonal changes in schedules; changes in 
physical locations; the isolated nature of institutional settings; lack of recreational 
and leisure activities for children; and the presence of mental retardation, emotional 
problems, substance abuse, and/or previous familial maltreatment of children (for 
more information, see Nunno & Rindfleisch, 1991; Powers et al., 1990; Rosenthal 
et al., 1991). Conversely, the most important factors found to prevent child maltreat-
ment are improvements in staff crisis management training, staff supervision of 
children, professionalism in childcare, organizational issues, and staff recruitment 
(Reyome, 1990; Rosenthal et al., 1991).

6  Conclusion

Large numbers of children in the United States receive a child protective services 
investigation response because they are neglected and/or emotionally, physically, or 
sexually abused by their caregivers. Consequently, child abuse and neglect are seri-
ous concerns of our nation. The well-being of all children, including those who are 
in congregate or group care, is addressed by the state, tribal, and local agencies 
which have developed specialized programs to prevent child abuse and neglect. 
Even though there has been a reported significant decrease in the percentage of 
children placed in congregate care settings in recent years, still there are tens of 
thousands of children and adolescents in such facilities across the United States. 
Knowing that children and adolescents from residential programs experience vary-
ing forms of victimization, it is important to further investigate the relationship 
between the individual (child-level) and contextual (institutional-level) characteris-
tics that facilitate neglect and abuse. Additionally, because children in congregate 
care (including residential treatment programs) are more likely to have a psychiatric 
diagnosis or to have experienced trauma prior to placement in these facilities, spe-
cial attention should be given to address their needs. Evidence-based principles 
should be employed in organizing residential care facilities in a manner that will 
decrease the instances of child maltreatment.

Questions for Discussion
 1. Study the Dozier et al. (2014) paper (for complete reference, see the reference 

list at the end of Chapter) titled “Consensus statement on group care for children 
and adolescents: A statement of policy of the American Orthopsychiatric 
Association” and identify the ten principles that helped the authors to conclude 
that institutional care is considered non-optimal for children of all ages. Which 
principle is most important to you? Why?

 2. This chapter presented various causes of institutional maltreatment. If you were 
an administrator, caregiver, or another specialist working within a congregate 
care setting, what would you do to protect children and youth from being 

R.D. Webster et al.



473

neglected and abused (i.e., emotionally, physically, or sexually abused) by staff 
and/or peers?

 3. Determine the number of children and youth in congregate care in your State (or 
country) and present the most important demographics (e.g., age, gender, race/
ethnicity, disability, etc.). What is your State (and country) doing to protect these 
children and youth? What would you do if you had the authority and resources 
to protect these children and youth from being maltreated?
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Chapter 22
Best Practices for Residential/Institutional/
Group Care of Children: A Harm Reduction 
Framework

Victor Groza and Kelley McCreery Bunkers

1  Introduction

Residential care, including institutions and group homes, has been one of the main 
placement options for orphaned, abandoned, or vulnerable children (OAVC) for 
centuries; in the twenty-first century, most institutionalized children live in low- 
resource countries (Rosas & McCall, 2009). In high-resource countries, alternative 
care options are usually family-based (children are in some type of alternative fam-
ily) and not residential-based (children are in some type of group care); guardian-
ship, subsidized or unsubsidized kinship care, family foster care, and adoption are 
more readily utilized. In many low-resource countries, family foster care and 

The term residential care used in this chapter refers to the short-term or long-term placement of a 
child into any nonfamily-based care situation. Similar terms referring to institutionalization are 
residential care, group care, congregate care, or orphanage care. For the remainder of this paper, 
we will use the term residential care.
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adoption are not the main alternatives due to cultural beliefs against adopting unre-
lated children, nascent or under-resourced child protection systems that primarily 
focus on response to problems and not prevention, and lack of political will (Dickens 
& Groza, 2004; Rosas & McCall, 2009).

Common elements of residential care include care by paid, unrelated personnel 
working or living with non-related children usually on a rotating basis, children 
clustered by age groups and gender (i.e., homogenously), periodic transitions to 
new caregivers and same age peers, a high child-to-caregiver ratio, and lack of or 
limited stimulating and responsive interactions between children and caregivers 
(Rosas & McCall, 2009). One of the most common characteristics of residential life 
is the lack of stable, long-term relationships between a child and a caregiver 
(Dobrova-Krol et al., 2008; Rosas & McCall, 2009) as well as regimentation and 
routinization of care that negatively impacts development (Roeber, Tober, Bolt, & 
Pollak, 2012; Sheridan, Fox, Zeanah, McLaughlin, & Nelson, 2012).

Yet, the reality is that residential care has been and will be one of the main alter-
native care options for many children in the foreseeable future, particularly in low- 
resource countries. UNICEF reports that 143 million single orphans (only one 
parent died) and double orphans (both parents died) were living in 93 countries 
around the world (Rosas & McCall, 2009), and a United Nations’ report (2006) 
found that 8 million children were in residential care. Many children in low-resource 
countries with emerging formal child protection systems are living in residential 
facilities, and there is ample evidence on the proliferation of residential care facili-
ties throughout Africa (Howard, 2008). Drivers that have resulted in the increase of 
both residential care facilities and the number of children in them include cultural 
and economic barriers, especially access to education and health care (Rosas & 
McCall, 2009), donors from high-resource countries funding the establishment of 
new facilities, as well as the devastation caused by HIV and other diseases, chronic 
poverty, armed conflict, and a myriad of other political, cultural, and economic fac-
tors (Tolfree, 2005).

Based on the considerable research documenting the numerous negative effects 
of institutionalization, one is led to believe that components of “good institutions” 
must be an oxymoron. Rosenthal, Bauer, Hyden, and Holley (1999) caution that the 
danger of improving institutional care may be that it inadvertently strengthens an 
outdated and less than ideal child protection system. Critics of institutionalization 
assert that children function better in bad homes than in good institutions. The other 
side of the spectrum includes those who argue that in certain countries institutions 
can be a better physical environments than those provided by families (Whetten 
et al., 2014; Wolff & Fesseha, 1998, 1999). Yet it is imperative to have a pragmatic 
view that recognizes that institutional care, although not the ideal option for chil-
dren without parental care, must be acknowledged as a reality and therefore be 
improved at least in the short term. The long-term goal should absolutely be a sys-
tem built on family- and community-based services where residential care does not 
have to exist and the out-of-home care option is used in very rare situations where 
the child is in need of immediate care and protection for a time bound (i.e., tempo-
rary) period of time until another care option is identified. For example, temporary 
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shelters for survivors of sexual abuse require an immediate safe place until their 
unique caregiving needs can be fulfilled. Until that occurs, concurrent work must 
focus on the development of strategies to reduce the harmful consequences of resi-
dential care using evidence-based guidance. Harm reduction has been used in other 
public health contexts such as treating substance abuse (Cusick, 2006; Lenton & 
Single, 1998; Rolon et al., 2013). We use the principles of harm reduction in devel-
oping the approach to mitigate the potential adverse consequences of residential 
care on children’s health, development, and social functioning. The primary goal in 
harm reduction is the development of programs, policies, and interventions to 
reduce or lessen harm (Lenton & Single, 1998).

Although research exists that would promote the closure of institutions, there is 
also evidence such as the St. Petersburg-USA Orphanage Research Team study 
(2008) that demonstrated that residential care can be improved to significantly 
mediate the detrimental effects to children’s physical, intellectual, and psychosocial 
development. Harm reduction requires redesigning current residential care facilities 
to incorporate key concepts based on organizational evaluation reports  and aca-
demic research. Redesigned residential care must be done in conjunction with the 
development of family-based alternatives such as family preservation and family 
reunification, kinship care, family foster care, and domestic adoption with a strong 
focus on quality of care provided in those care settings (Julian & McCall, 2009; 
Tolfree, 2005) as well as in the context of the United Nations Convention on the 
Rights of Children (at least in those countries that have ratified the UNCRC). Article 
22 of the United Nations Guidelines for the Appropriate Use and Conditions of 
Alternative Care for Children supports this view by stating that where large child 
residential care settings remain, alternatives should be actively developed in the 
context of an overall deinstitutionalization strategy that will allow for their progres-
sive elimination (United Nations, 2010).

This paper, while using a harm reduction framework to discuss improving resi-
dential care, leads us down a precarious path. There is a real danger that attempts to 
modernize child welfare and protection systems to be family-based will be ignored 
or de-emphasized as efforts and resources are allocated toward improving residen-
tial care. From a systemic perspective, the longer a residential care facility runs in a 
community, the less likely it is to close. It becomes a major employer, it removes 
from the public eye the plight of OAVC, and it takes on a culture and life of its own. 
It is perpetuated by foreigners who are willing to donate bricks and mortar but not 
to sponsor a child or a family to live in the community. We cannot urge enough cau-
tion as we make the suggestions that follow.

The chapter is organized into sections by priority of the interventions that should 
take place in reducing the potential harms of residential care. It starts with the foun-
dation for all types of alternative care – the use of care standards, accreditation of 
residential care centers regardless of whether they are in the public or private/NGO 
section, random and planned inspections, as well as a plan for monitoring the qual-
ity of care, including developing a system of investigation and sanctions when chil-
dren die in residential care, are maltreated, or have their rights violated. The United 
Nations Convention on the Rights of the Child (UNCRC) has had significant impact 
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on child welfare/protection policy development, standards of care, and  programming 
related to institutional care. Many of the standards related to residential care that 
have been developed in the past two decades have been based on the UNCRC and 
the articles therein (Browne & Mulheir, 2007; IFCO, SOS Kinderdorf, & FICE, 
2007; United Nations, 2010). The Convention was designed to protect children’s 
rights by setting standards in the areas of health, education, protection, and legal 
services (UNICEF, 2008). This framework has had and will continue to have a sig-
nificant impact on the way that child protection and child welfare are practiced 
around the world. It has especially influenced how residential care is implemented 
and the role it serves within the child welfare continuum.

2  Standards of Care

An essential component of quality residential care is public policy that establishes 
professional standards for both services and personnel caring for children. 
Professional standards or guidelines set the type and quality of services to be deliv-
ered to the child by the social service agency, in a child-centered/child rights frame-
work. Standards should exist for all alternative care placements within a continuum 
of care including family preservation and support, kinship care, foster care, domes-
tic adoption, and intercountry adoption (in those countries that permit it) as well as 
residential care. Personnel standards establish professional employment require-
ments (criminal background check, education, knowledge, values, and skills) neces-
sary to perform the duties with the highest level of expertise. Standards reflect and 
promote evidence-based child development strategies and child care practices. 
Standards provide goals for the continuing improvement of services to children and 
their families. Standards promote nationwide consistency. They serve as a resource 
for people in other fields who are concerned with the care and protection of chil-
dren – legislators, judges, attorneys, educators, health and mental health profession-
als, law enforcement personnel, opinion shapers in the media, child advocates, faith 
leaders, and the general public. Standards provide the basis for licensing and 
accreditation nationwide. From a rights-based perspective, children living outside 
of parental care have the right to be cared for by qualified personnel who adhere to 
standards that are based on ensuring quality and conditions of care which are con-
ducive to maximize a child’s development (United Nations, 2010).

A best practice model for developing standards is to work through the ministry 
or central governmental authority level that is responsible for the residential care of 
children. This is not as simple as it appears. Typically, children of certain ages or 
children with different disabilities are under the care and management of different 
authorities, as was the case in Romania in the early 1990s (Gavrilovici & Groza, 
2007; Groza, Ileana, & Irwin, 1999) and in Ukraine (Groza, Komarova, 
Galchinskaya, Gerasimova, & Volynets, 2010). In order to develop standards, it is 
better for all the children in residential care to be under one governmental authority. 
When this is not possible, and standards are developed for children under different 
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authorities, it creates inconsistency and derails attempts to improve quality care. 
Such a situation exists in Ethiopia where accreditation of residential care facilities, 
supervision, and oversight of those facilities are divided among three different gov-
ernmental bodies (the Ministry of Justice, the Bureau of Labor and Social Affairs, 
and the Ministry of Women’s Affairs), making it challenging to develop compre-
hensive standards (Family Health International, Children’s Investment Fund 
Foundation, & UNICEF 2009).

In addition, there is a tendency to develop standards for residential care in isola-
tion from other alternative care options. This stand-alone development of residential 
care may be problematic as it could keep residential care centers operating and 
separate from the other care options. If the end goal is a system based on a contin-
uum of care, with residential care being the last option, it is critical that the stan-
dards reflect the prioritization of family-based care and that standards for all forms 
of care are uniform and part of a comprehensive system of care. The foundation of 
quality care and harm reduction are clear, specific standards of care. It is essential 
that the standards are concrete, observable, and measurable; vague or broadly 
defined standards are as problematic as the lack of standards.

3  Accreditation and Licensing

Developing standards is only the first step. Concurrent with developing standards 
must be a national study/census of residential care facilities. The country must know 
how many residential care centers they have, where they are located, the sector that 
they are located (public, private/NGO, faith-based), and how many children are in 
each residential care center. An example of this type of study is the work of Perez 
(2008) in Guatemala and the Ministry of Gender and Family Promotion and Hope 
and Homes for Children (2012) in Rwanda. Up until these studies, there were only 
estimations of the number of residential care centers and children in residential care. 
Even in the former communist countries of Romania and Ukraine, getting the spe-
cifics about children in residential care was a moving target because not all locations 
were known and numbers were manipulated based on who was asking and how the 
information was to be used. For example, if it was to allocate funding, numbers 
were higher; if it was an investigation, the numbers were lower. When Romania 
moved to foster family care, court orders were required in some locations to remove 
children from residential care centers, and only with the authority of the police were 
the exact number of children discovered.

Once a country has standards, they must move toward accrediting and licensing 
residential care centers to care for children. Accreditation requires that the residen-
tial care center documents, in writing, how they meet or exceed the standard with 
the evidence to support their claim. Once a written report is received, a review panel 
of professionals with no ties to residential care staff or political decision-makers 
should review the report and schedule a visit. The visit is designed to provide further 
evidence of compliance with stated standards, highlighting strengths and areas for 
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improvement. For example, if the audit of compliance asserts that staff are trained 
every month, records of the topic of training, who was the trainer, who attended the 
training, and evaluations of the training must be on file. Children’s cases should be 
randomly pulled by reviewers to ascertain that all the assessment and planning doc-
uments are in place, signed, and dated. A predetermined threshold or minimum set 
of requirements must be met in order to accredit and license a residential care cen-
ter. If they don’t meet the threshold, they are not accredited. A second review can be 
scheduled in 30 or 60 days to see if the residential care center can change their 
functioning to meet standards; if it cannot, it must be closed. If it can meet stan-
dards, then routine reaccreditation and licensing should be established on a yearly 
or biannual basis, utilizing established standards with both unannounced and 
announced inspections and monitoring of the quality of care.

3.1  Inspections and Monitoring Quality of Care

Setting up a system which is able to monitor implementation and adherence to 
national standards is just as important as developing standards. Ethiopia is an exam-
ple. The National Guidelines for Alternative Childcare were developed in 2002. The 
standards were based on the UNCRC, and the development of those standards was 
viewed as a positive step toward good child welfare practice, especially within child 
residential care facilities. Unfortunately, the standards have not been formally 
approved by the government, and an accompanying monitoring system is not estab-
lished. A 2009 study conducted by Family Health International and UNICEF found 
that the majority of child residential care centers were not even aware of the exis-
tence of the standards. What may be perceived as a positive step forward in develop-
ing standards was severely limited by lack of approval, dissemination, and 
inexistence of necessary monitoring and evaluation systems.

One of the major concerns in the creation of standards and monitoring processes 
is child abuse within residential care (Hermenau, Hecker, Elbert, & Ruf-Leuschner, 
2014; Rus et al., 2013). Children in care are already in a vulnerable state when they 
enter the residential care center. Children have been abandoned, neglected, spent 
years in residential care, or in some cases have been living on the streets or in child- 
headed households. Children in residential care are especially vulnerable to physical 
punishment from staff, bullying from other residents, and sexual exploitation 
(Gavrilovici & Groza, 2007). Any mistreatment negatively shapes the environment 
for all residents whether or not they are a victim of the mistreatment (Groze, 1990). 
If the mistreatment is a pattern, it undermines the ability of the residential care center 
to carry out its mission and goals (Sundram, 1984). One problem in determining the 
incidence and prevalence of mistreatment in residential care settings is the lack of 
uniform definitions of what constitutes abuse, neglect, or other types of maltreatment 
such as withholding food or medical care. A second problem is that even if maltreat-
ment occurs, there is no reporting or investigation system in most countries. Fear of 
reprisal is a major deterrent for staff to report problems, and most governments lack 
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an adequate system for child maltreatment within the family, so a system for docu-
menting, investigating, and remedying maltreatment within residential care is even 
less likely to exist. If there is no adequate system to respond to the problem, there can 
never be an accurate assessment of the scope and depth of the problem. There can 
also never be a solution to the problem. The result is that most OAVC are made even 
more vulnerable.

It is for this reason that any country using residential care as a major child wel-
fare intervention needs to develop definitions of mistreatment in residential care 
settings. Sexual abuse means any sexual activity prohibited by law, including sexual 
exploitation – the use of a child by a person responsible for her or his health or wel-
fare for personal gratification – or procuring or knowingly causing or permitting any 
person to sexually abuse or exploit the child, including other children. Neglect 
means the willful act of omission that directly results in the child suffering or being 
exposed to risk of suffering physical or emotional injury. This includes but is not 
limited to the failure to provide food, clothing, appropriate shelter, bedding, or med-
ical care to the child. Inappropriate treatment means harm or threatened harm to a 
child’s safety, health, or welfare which is caused by violating state, local, or pro-
gram rules, laws, policies, procedures, or statues. It includes the failure to provide 
care for the child in a manner consistent with universal professional standards and 
practices, including anything that violates the right of a child that is not classified as 
abuse or neglect that injures a child or puts a child at risk for harm (see Groze, 
1990).

4  Personnel Standards

All caregivers should have an initial criminal background check that is updated 
yearly. This includes fingerprinting, when possible, as well as a determination of 
offenses that exclude caregivers from working with children such as sex offenses, a 
history of violence, or having their birth children removed from their care.

Caregivers should have a written job description. They should be evaluated, 
trained, and monitored by appropriate regulating authorities with a special focus on 
positive caregiving, provision of individualized attention, and cognitive stimulation 
of children. Article 73 of the UN Guidelines for the Appropriate Use and Conditions 
of Alternative Care for Children states that special attention should be paid to the 
quality of alternative care provision, both in residential and family-based care, par-
ticularly in regard to the professional skills, selection, training, and supervision of 
caregivers. Their role and functions should be clearly defined and clarified with 
respect to those of the child’s birth parents, adoptive parents, or legal guardians 
(UN, 2010).

For optimal developmental outcomes, children need consistent caregivers that are 
trained and monitored by appropriate regulating authorities. There are challenges to 
ensuring professional, well-trained staff in low-resource countries. This was the case in 
Guatemala where Perez (2008) found that 80% of children’s residential care facilities 
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operate in accordance with available resources and do not guarantee that ideal, quali-
fied personnel will be present to provide services to the children.

For infants and toddlers, staff training resulting in changed behavior for as little 
as 5 min a day for 5 days a week from 1 to 6 weeks has a significant positive impact 
immediately on children’s development, cognition, and health (Hakimi-Manesh, 
Mojdehi, & Tashakkori, 1984; Kim, Shin, & White-Traut, 2003; Sayegh & Dennis, 
1965). Staff training and changes in behavior may also have advantages at least up 
to 6 months after the intervention (Hakimi-Manesh et al., 1984). Rosas and McCall 
(2009) reported that if these minimal improvements in staff interaction are stopped, 
the positive effects displayed by children will not continue, emphasizing the need 
for consistency and continuity of positive caregiver interactions. Even if staff train-
ing does not improve child health and developmental outcomes, it might prevent 
children from getting worse in residential care (Brossard & Décarie, 1971; Casler, 
1965).

5  Programming Standards

This next section focuses on the standards necessary for optimal programming, con-
sistent with public policy such as the UNCRC and the best social science evidence 
to date. It begins with gatekeeping. According to Bilson and Harwin (2003), gate-
keeping is a key mechanism used to try to create a better balance between demand 
for services and supply of services to ensure a more effective and appropriate target-
ing of services. In this context, it begins with an assessment to identify specific 
standards to make sure residential care is the only service that can meet the need of 
the child and the family.

5.1  Assessment at Entry Point

Any child welfare service must begin with a good child assessment; any ongoing 
service must have continuous, regular child and family assessments in multiple 
domains of functioning. Regardless of the reason for a child to enter the child pro-
tection system, before any long-term decisions can be made, assessments must be 
completed and recorded in the case file. Of course, this assumes that every child has 
a file. At a minimum, there should be a medical evaluation (physical exam) by 
licensed medical staff, developmental assessment by child development specialists, 
social history by trained and accredited social workers, and, if the child is school 
age, an educational evaluation by a professionally credentialed educator. Photos 
should be taken of the child and family. If any relatives are available, a comprehen-
sive family history should be obtained with the names, addresses, and phone num-
ber of all relatives recorded. Assessments should be updated monthly for infants, 
quarterly for toddlers, and every 6 months to a year for older children. The reassess-
ment should include the child’s health, development, behavior patterns, social 
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functioning, psychological/psychiatric screening, and educational performance (if 
appropriate). These assessments and reassessments allow for better monitoring of 
children, the early identification of problems, and changing services as family and 
child circumstances change. A report from each assessment, summarizing strengths 
as well as child’s needs, must be written.

Due to the high risk for attachment disorders and disturbances in children from 
residential care centers (Zeanah, Smyke, Koga, & Carlson, 2005), attachment 
assessments and early intervention to promote attachment are critical. Attachment 
may be a pivotal developmental foundation on which many aspects of emotional 
and behavioral functioning are based (Boris, Fueyo, & Zeanah, 1997). Children 
raised in residential care have fewer opportunities to develop selective attachments 
(Smyke, Dumitrescu, & Zeanah, 2002). Of most concern are indications that chil-
dren in residential care are at greater risk for disorganized attachment, and disorga-
nized attachment is a serious risk factor for later problems throughout the life cycle 
(Carlson, 1998; Dozier, Stovall, Albus, & Bates, 2001). Programming must allow 
infants and toddlers to develop and maintain a selective attachment with at least one 
primary caregiver; this is best done in a family and if not in a birth family, then the 
extended family or foster family care.

5.2  Case Management/Planning

Case management and case planning should begin at the earliest possible time and 
be comprised of meeting both long-term and short-term needs based on the child 
assessment as well as congruent with the best interest of the individual child 
(UNCRC, 2007). Case management has the main objective of getting a child into a 
family-like, safe, and permanent care in the least amount of time. It follows the 
value that children should always grow up in the least restrictive setting, and family 
care is the least restrictive environment. Article 25 of the UNCRC states that chil-
dren placed outside their own family are entitled to periodic review of all aspects of 
their placement. This is vital to ensuring that the child’s best interest is being pur-
sued. Good case planning is a critical component of keeping residential care tempo-
rary; without it, children are much more likely to remain in residential care long 
term (Perez, 2008). Determining the eligibility and appropriateness of alternative 
care options for an individual child should be addressed within the case plan that is 
updated a minimum of every month for infants, quarterly for toddlers, and 6 months 
for children aged 6 and older.

5.3  Children’s Right to Participate in Decisions

Incorporating and facilitating appropriate child participation during the time they 
are in residential care and in the key decisions that must be made (depending on the 
child’s age and competency) are a core component of child rights-based standards. 
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Children have an opinion that should be heard and recognized (United Nations 
Convention on the Rights of the Child aka UNCRC, 2007). Children have a right to 
be consulted and to have their views taken into account in accordance with their 
evolving capacities. In addition, article 92 of the UNCRC states that “all carers (i.e., 
caregivers) should promote and encourage children … to develop and exercise 
informed choices, taking account of acceptable risks and the child’s age and accord-
ing to his/her evolving capacities” (UNCRC, 2007, p. 14).

Given the sensitive nature around child participation and the particular role that 
it plays in different ethnic and cultural environments, it is critical that key personnel 
such as social workers, psychologists, directors, and caregivers receive training and 
guidance in how to both promote a child’s participation in decisions while at the 
same time ensuring that the child’s safety, permanency, and well-being are a prior-
ity. Promoting the participation of children in decision-making processes regarding 
their care is relatively new, and many countries are still determining how to address 
this issue within the cultural and legal frameworks of their countries.

5.4  Children’s Right to Educational Services

The UNCRC details a child’s right to education as a fundamental right. Therefore, 
it is imperative that residential care centers also respect this right and provide chil-
dren with educational opportunities appropriate to their age and capabilities. The 
draft UN Guidelines on Alternative Care makes reference to a child’s right to educa-
tion in Article 83, which states that children should have access to formal, nonfor-
mal, and vocational education to the maximum extent possible in educational 
facilities in the local community (UNCRC, 2007).

Recognizing that early childhood education and development (ECED) is also an 
important tool for encouraging child development, residential care centers must 
include ECED programs for young children. Comprehensive ECED promotes cog-
nition, language, social, and emotional development; these skills underpin school 
readiness and success (Anderson et al., 2003). Over the life span, early development 
has an impact, and early opportunities to develop as completely as possible establish 
the foundation for academic success, health, and well-being (VanLandeghem, 
Curgins, & Abrams, 2002). Early childhood programs can identify problems early, 
minimize the severity of problems if identified and treated early, and/or stop further 
deterioration if problems are identified (Blackman, 2002). All education programs 
in residential care facilities for infants and toddlers should include an early interven-
tion program.

Many children from high-risk situations have learning problems, and children 
with a history of residential care are more at risk for developing learning difficulties 
(Dalen, 1995). Specialized testing for learning disabilities and appropriate remedial 
education must be provided to maximize children’s opportunity to learn.
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Finally, residential care facilities should promote the inclusion of children in 
residence into public, community-based educational settings instead of developing 
their own educational programs. Going to school in the local community fosters 
community involvement and allows children the opportunity to interact with other 
children their age in a typical environment. Access to education is not only a right, 
but it also assists in their later ability to integrate successfully into the community 
once children leave residential care.

5.5  Children’s Right to Play and Engage in Recreation

Incorporating a child’s right to play and engage in recreation is a best practice in 
residential care. Article 84 of the draft UN Guidelines states that “Carers should 
ensure that the right of every child, including children with disabilities or living 
with or affected by HIV and AIDS, to develop through play and leisure activities” 
(UNCRC, 2007, p. 15). Promoting opportunities for children to play encourages 
their physical, psychosocial, and intellectual development. Creating play and recre-
ational opportunities within the community also provides an excellent opportunity 
for children residing in residential care to interact, in a positive manner, with other 
children in the community. Residential care facilities should provide and give access 
to age-appropriate toys for children, which also foster development and creativity. 
Caregivers and other staff of the residential care facility should also be trained in 
play techniques. Positive interaction with children during playtime should be 
included in a caregiver’s job description.

5.6  Children’s Right to a Cultural, Ethnic, and Linguistic 
Identity

Cultural and religious practices in residential care should be respected and pro-
moted to the extent that a full assessment has shown them to be consistent with 
children’s rights and best interests. The process of identifying and assessing these 
practices and considering the applicability of other systems should be done in a 
broadly participatory way, involving relevant cultural and religious leaders as well 
as professionals and civil society participants working with children without paren-
tal care, as well as the children themselves (UNCRC, 2007). The language used in 
institutions should be the languages of the children. In Guatemala, that could include 
any and all of the 23 dialects spoken from the indigenous Mayan communities. In 
Romania where Rroma children are disproportionately in the child welfare system, 
that means the use of Rroma dialects.
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5.7  Children’s Right to Community-Based Care 
and Community Involvement

Community integration and inclusion in community activities are the foundation of 
reforming residential care (see Llorente, Charlebois, Ducci, & Farias, 2003). 
Children in residential care have a right to be involved with and have access to the 
community, including local schools, medical services, faith-based organizations, 
and extracurricular activities. Residential care facilities should be placed within a 
neighborhood or community as it allows children access to and interaction with 
local teachers, children, extracurricular activities, and other components of day-to- 
day life. Allowing children the opportunity to interact with community members 
may positively affect their ability to integrate into that community once they leave 
the residential care center. When residential care facilities are placed outside of 
communities, such as the case of Romanian institutions for children with special 
needs, the children in care do not benefit from activities, visits, or interactions with 
community members. They are hidden from view and are frequently prone to 
neglect and abuse because the potential safeguards provided within a community 
are absent.

One-on-one interaction between a child in residential care and an adult is fre-
quently limited. To augment this, residential care facilities may utilize community 
volunteers. These volunteers must be screened and trained before coming in contact 
with the children to ensure the child’s safety and protection. The volunteers provide 
an opportunity for children to interact with adults outside of the residential care 
staff. This kind of interaction should enhance the child’s development and connec-
tions with others, but volunteers should never become primary caregivers. The use 
of volunteers for key activities where one-on-one contact is important such as bath-
ing, feeding, and play time is a cost-effective way of addressing the needs of chil-
dren and provides an opportunity for children to interact with members of the 
community. Although volunteer use may be viewed as beneficial to the facility as it 
can be seen as a “free” resource, it has potentially negative effects on the children in 
care. Volunteers, especially short-term volunteers, can and do contribute to instabil-
ity and prove to be a safety issue as volunteers can be unreliable and often do not 
have training in child development and other necessary skills (Punaks & Feit, 2014; 
Rosas & McCall, 2009). Therefore, if a residential care facility is going to incorpo-
rate volunteers into their program, they must first have a volunteer training curricu-
lum, a program that a volunteer may complete before working with children, and 
administrative staff to monitor the volunteer program. A child protection policy 
must also be understood and agreed to by the volunteer. Ideally, volunteers should 
be recruited and utilized to support community strengthening activities, not ones 
that are promotive of residential care and potentially exploitive of the children 
within those facilities.
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5.8  Children’s Right to Life Skills and Transition Services

Residential centers caring for adolescents must provide youth with the skills, knowl-
edge, and resources necessary to be able to live independently after exiting residen-
tial care. Articles 132, 136, and 137 of the draft UN Guidelines for Alternative Care 
specifically highlight the necessary provision of care, follow-up, and preparation of 
youth for independent living outside of the residential care facility. Recognizing 
that residential life often deprives children of the necessary social and educational 
opportunities that a family setting would provide, residential care facilities should 
make a concerted effort to provide programs, both educational and vocational, that 
help young people leaving residential care to become financially independent. 
Additionally, residential care facilities should have clear policies and procedures 
related to aftercare and follow-up of children leaving care to ensure support aimed 
at successful integration of former residents into the community.

6  Conclusion and Recommendations

Fundamental questions to be answered are (1) can residential care facilities be 
improved to be comparable to family living, and (2) should they be improved? 
There is growing global consensus on the need to promote family-based alternatives 
to residential care for children and adolescents. Yet, in the interim, residential care 
will be a reality for many low-resource countries still working within inadequate or 
antiquated legal frameworks related to alternative care, cultural attitudes that pro-
mulgate only the benefits of residential care and not the negative effects, and a 
donor community which has been slow to recognize that providing funds for fam-
ily- and community-based care is more cost-effective and beneficial to the majority 
of OVAC than residential care. Recognizing these factors does not justify residential 
care; rather, it is the acknowledgement of current dynamics that must be dealt with 
in the longer-term goal of promoting family-based care as priority within the con-
tinuum of care. Therefore, a pragmatic approach includes the development of a 
child welfare strategy with both short-term and long-term plans that include a con-
tinuum of care approach with the bulk of care options being family-based. 
Residential care should be considered only in exceptional and emergency circum-
stances and until a system of family-based alternative care can be established. 
Residential care should not be the preferred option but rather the last resort. 
However, when it is provided as an option, there are components to that care that 
must be included within the organizational and programmatic structure to reduce 
the harm to children. The components are vital to children’s physical, psychosocial, 
and intellectual development and well-being. Residential care without them can be 
irreparably harmful. In addition, the components of improving residential care have 
been outlined in this chapter from a children’s rights framework. Harm reduction, 
children’s rights, and modernization of child welfare systems are intricately linked.
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Questions for Discussion
There are still untested hypotheses and policy questions that need to be explored in 
further research. The following are a list of questions to consider:

 1. In a continuum of child welfare services, what is the role of residential care, for 
whom, and how long?

 2. What is the place of emergency shelters to provide immediate care and protec-
tion to survivors of abuse?

 3. How does improving residential care affect the number of children entering resi-
dential care? Is the saying, “If you build it, they will come,” true in the case of 
residential care facilities?

 4. What is the optimal caregiver-to-child ratio for children of various ages living in 
residential care?
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Chapter 23
Interventions Designed for Children 
with Histories of Institutionalization 
and Placed in Foster or Adoptive Families

Maureen Riley-Behringer and Victor Groza

1  Introduction

Worldwide, more than 153,000,000 children are being reared outside of the care of 
their parents (UNICEF, 2011a). In low-resource countries in particular, reasons for 
out-of-home care include parental death, child abandonment, child maltreatment 
(i.e., physical/sexual abuse, neglect, parental addiction, unsafe environment), 
extreme poverty, famine, parent-child separation due to war or natural disaster, and 
family-limiting social policies (Roby & Shaw, 2008). Under such circumstances, 
children may live in one or a combination of the following four environments. First, 
they may be “taken in” by extended family members or “kin” (those that are “like 
family” but not related by blood or marriage such as members of the child’s tribe). 
Second, children may survive by living on the streets. Third, they may live within a 
child-headed household where older children (often siblings) serve as key decision- 
makers and adults are typically absent from residing in the home. And fourth, chil-
dren may be placed within state care (Roby & Shaw, 2008); state care is defined as 
the formal and informal public child welfare system.
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Formal and informal public child welfare services for orphaned and/or aban-
doned children vastly differ within and between countries based on the availability 
of financial resources, politics, governmental resources, and infrastructure. Two 
common forms of public care used in low-resource countries (which often represent 
“sending countries”) are placement in an orphanage/residential care center and/or 
full-time family foster care (McCall, 2013). Some children only live in institutional- 
type care while many of those who have been placed in family foster care have also 
lived a portion of their lives in institutional care.

Globally, there are an estimated two to eight million (USAID, 2009) children 
growing up in institutional care. The practice of using institutionalization as a 
method of caring for orphaned and/or abandoned children has been increasing in 
certain countries such as China (Zhao et al., 2009) and Africa (Foster, 2003) while 
decreasing in other countries such as Romania. Reasons for these fluxes are country- 
specific and relate to factors like disease and poverty as well as political, economic, 
and social reform (Levin, 2010). For example, starting in the year 2004, the Chinese 
government began opening more institutions to care for the increasing numbers of 
orphaned children whose parents had both died from AIDS. In Romania, between 
the years 2007 and 2010, the number of residential institutions declined from 450 
sites caring for approximately 160,000 children to 256 sites caring for approxi-
mately 10,800 children (Levin, 2010). This was in response to major political pres-
sure, economic development, and social welfare shifts (Levin, 2010) such as laws 
prohibiting infants from entering residential care, the development of foster family 
care, and the promotion of domestic adoption (Groza & Bunkers, 2014; Nedelcu & 
Groza, 2012).

In terms of the number of children living in family foster care worldwide, there 
is a dearth of research information. Lacking are specific descriptions of the different 
foster family care environments or the number of children who move from institu-
tional care into family foster care and vice versa. The models of foster care are dif-
ferent globally. The model of children living in short-term foster care prior to 
permanent family care is followed by North American countries as well as most of 
Western Europe (Cameron & Freymond, 2006). Many low-resource countries 
embracing Sharia Law practice Kafalah (see Williamson & Greenberg, 2010), and 
countries that do not have a legal framework for adoption such as India where the 
only legal framework for adoption is for Hindu families (see Groza, Kalyanvala, & 
BSSK Research Team, 2003), all operate a model of long-term foster care.

Most children living in institutional care are deprived of consistent, sensitive 
caregiving. Even under the best of circumstances, these environments cannot fully 
meet individual children’s care and developmental needs, particularly among the 
youngest like infants and toddlers. Institutional care often, but not always, meets 
perfunctory care needs (food, shelter, clothing), but the quality varies tremendously 
both within a country and between countries; an exception was the care received by 
Romanian children residing in orphanages in the 1980s and 1990s which contrib-
uted to homogeneity among Romanian intercountry adoption samples (see Rutter & 
the English and Romanian Adoptees [ERA] Study Team, 1998). What is known 
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about institutional care for children is that it is not conducive to their overall health, 
development, and well-being (Dozier, Zeanah, Wallin, & Shauffer, 2012). For 
example, being reared in an institution has been linked to delays across several 
developmental domains. Children often experience immediate and long-term effects 
over their lifespan, dependent upon a myriad of factors like age at placement, length 
of time spent in the institution, whether they had a close personal connection to a 
primary caregiver in the orphanage, and exposure to effective therapeutic treatment/
follow-up services post-placement (Albers, Johnson, Hostetter, Iverson, & Miller, 
1997; Grönlund, Aring, Hellström, Landgren, & Strömland, 2004).

The various health, developmental, intellectual, and psychosocial effects for 
children with a history of institutionalization are impacted by an interaction of at 
least four factors: children’s genetic predispositions, exposures to prenatal risk 
(with consideration to frequency, duration, dosage, and the combination to such 
risks), the pervasiveness and severity of global and/or social deprivation while in 
institutional care, and the length of time in institutional care. It is often difficult to 
decipher which of these factors or combination of factors result in the problematic 
outcomes reported on children adopted or fostered from institutional care.

Very few studies have examined how prenatal risk, pre-institutional risk, and 
institutionalization have influenced child developmental outcomes. The dearth of 
available research in these areas may relate to two key factors: First, there is a lack 
of reliable documentation about children’s birth family history, prenatal history, and 
pre-institutionalization risk. Second, it is not clear if the risk from these factors is 
cumulative, exponential, or interactional. These unknown factors likely also con-
tribute to why some results are mixed (Beverly, McGuinness, & Blanton, 2008; 
Miller et al., 2007).

Although many developmental difficulties have been noted for children exposed 
to various prenatal and pre-adoptive care risks with the most evidence about the 
negative impact of institutions (Zeanah et al., 2003), it is difficult to conclude that 
family foster care always is more positive than institutional care. There are contrary 
arguments that unregulated foster care or exploitive kinship care can expose chil-
dren to as many risks as institutional care, even in high-resource countries like the 
Netherlands (Euser, Alink, Tharner, van IJzendoorn, & Bakermans-Kranenburg, 
2014). There may not be enough foster parent training, supervision of foster fami-
lies, professional expertise in foster care management, or monitoring of the quality 
of foster care. This is one area of need for further study (van den Dries, Juffer, van 
IJzendoorn, & Bakermans-Kranenburg, 2010).

In this chapter, we provide guidance on the use of evidence-based and evidence- 
informed interventions for children with a history of institutionalization before fam-
ily placement. The interventions are appropriate for adoptive families, foster 
families, or birth families who regain custody of their children after a period of 
institutionalization. It is important to remember that adoption, foster family care, 
and a return to the birth family or to relatives/kinship families are all interventions 
that can have a positive effect on the health, development, and psychosocial well- 
being of children (see McCall et al., 2016; Van IJzendoorn & Juffer, 2006).
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Intervention studies can be placed on a continuum with a progression from effi-
cacy trials to effectiveness trials (Singal, Higgins, & Waljee, 2014). Efficacy can be 
defined as the performance of an intervention in controlled circumstances whereas 
effectiveness refers to its performance under “real-world” conditions such as clini-
cal practice (Revicki & Frank, 1999).

To evaluate the interventions suggested in this chapter, we used an evidence- 
based practice framework. Evidence-based practice (EBP) has been defined as inte-
grating practitioner expertise with the best available research evidence while also 
considering the values and expectations of the client system (individuals/families/
groups/communities) to make decisions about interventions (Johnson & Austin, 
2008). A difficulty with such a definition is that any one of the components creates 
ambiguity as we try to identify EBP: the amount of expertise necessary for a practi-
tioner to make a judgement (Johnson & Austin, 2008), the quality of the research on 
which that judgement is based (Johnson & Austin, 2008), and the values and culture 
of the client system (Gambrill, 1999). There are some guides in helping determine 
EBP such as the Campbell Collaboration (http://www.campbellcollaboration.org/) 
and the California Evidence-Based Clearinghouse for Child Welfare (http://www.
cebc4cw.org/), to name but a few available in the USA, and the Social Care Institute 
for Excellence (http://www.scie.org.uk/) in the UK. We draw from these sites as 
well as from published articles in discussion of evidence-based (EBP) interventions 
for post-institutionalized children.

We also use evidence-informed practice in presenting interventions. Evidence- 
informed practices (EI) do not have the rigor of EBP but draw from research to 
guide practice, and the interventions use officially sanctioned or produced guide-
lines (Johnson & Austin, 2008). Even when research exists about a practice or 
approach, often there is not sufficient research to understand how to integrate or 
implement the research into practice (Bellamy, Bledsoe, & Traube, 2006). While a 
less rigorous standard, EI can be helpful as a parent or professional evaluates the 
intervention they will use.

A third standard in this continuum is a best practice. Best practices guidelines 
make standards explicit and often are endorsed by professional organizations or 
experts in professional organizations. Both evidence-informed and best practices 
help to meet the demand for practitioners to base decisions on evidence (Bellamy 
et al., 2006).

This chapter will focus on psychosocial, evidence-based practice intervention 
models and evidence-informed intervention practice models found to be applicable 
to working with post-institutionalized children and their adoptive or foster parents. 
It is organized around the psychosocial and developmental difficulties that com-
monly bring families to professional intervention. It does not include medical inter-
ventions for health problems.
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2  Evidence-Based and Evidence-Informed Interventions 
for Post-Institutionalized Children

Assessment is the foundation of any intervention. For children placed in family care 
after a period of institutionalization, a multidisciplinary team of professionals with 
expertise on the effects of institutionalization is critical. Children need a compre-
hensive health assessment. According to American Academy of Pediatrics (see 
Jones et al., 2012), during the initial physical examination, it is integral to pay par-
ticular attention to child welfare systems from which children were placed; some 
child welfare/child protection systems are underdeveloped and present greater risks 
for children. The assessment team should include the parent(s), developmental pedi-
atrician, speech and language pathologists, dentists, and a mental health review by 
a psychologist or social worker. Additional experts may be necessary such as a 
medical specialist, occupational therapist, etc.

In addition, a family assessment should be conducted related to known histories 
of birth parents, family adjustment, and an adoptive parents’ understanding of medi-
cal information and what the information means for their family. Once a compre-
hensive, multidisciplinary assessment is complete, then interventions can be 
determined. These multidisciplinary team members may present an array of inter-
vention options to the child’s parents in order to address whatever difficulties were 
documented in the assessment. Conjointly, parents and care team members must 
coordinate services, work on measureable goals, and develop a strong care plan.

3  Attachment Problems Including Indiscriminate 
Friendliness

Many foster or adoptive parents worry whether their post-institutionalized children 
will have the capacity to form trusting, reciprocal attachment relationships. 
Particularly in the clinical treatment literature, there is tremendous focus on disor-
dered attachment among post-institutionalized children (Stinehart, Scott, & Barfield, 
2012; Wimmer, Vonk, & Bordnick, 2009). Much of the research and writing in the 
area of attachment draws from the seminal works of Bowlby (1958, 1969, 1973, 
1980).

The best evidence related to improved attachment outcomes exists for programs 
that target very young children. Two such programs are Attachment and Biobehavioral 
Catch-up (ABC) (http://abcintervention.com/) and Video-Based Intervention to 
Promote Positive Parenting (VPPP) (http://www.vippleiden.com/en). These inter-
ventions are discussed below.

Attachment and Biobehavioral Catch-up (ABC) (http://abcintervention.com/), 
developed by Dozier and associates (see Dozier, Lindhiem, & Ackerman, 2005) at 
the University of Delaware, is a ten-session intervention aimed at reducing barriers 
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to the development of secure attachment relationships between foster parents and 
the young children in their care. It is also being used with post-institutionalized 
children and their parents who formed families via intercountry adoption. 
Additionally, the ABC program has been adapted and is being evaluated with birth 
parents whose young children have been maltreated but still reside in their care. 
That nearly identical versions of this intervention are applied to foster parents, mal-
treating parents, and adoptive parents speaks to the fundamental attachment needs 
in young children.

ABC has three components. The first component helps caregivers to reinterpret 
children’s behavioral signals so that they provide nurturance, even when it is not 
elicited in a typical way. The second intervention component helps caregivers pro-
vide a responsive, predictable environment that enhances young children’s behav-
ioral and regulatory capabilities. The third intervention component helps caregivers 
decrease behaviors that could be overwhelming or frightening to a young child.

Developed out of the Netherlands, Video-based Intervention to Promote Positive 
Parenting (VIPP) is a brief, home-based attachment intervention delivered in four 
home visits to parents and infants (up to 12 months) whose families are typically 
considered at-risk for attachment challenges (Juffer, Bakermans-Kranenburg, & van 
IJzendoorn, 2005). VIPP was drawn explicitly from attachment research and 
attempts to promote maternal sensitivity through interveners’ presentation of writ-
ten materials and review of in-home, videotaped infant–parent interactions. An 
expanded version, VIPP-R, provides an additional 3 home visit that focuses on the 
parent’s childhood attachment experiences. Findings are generally supportive of 
positive program effects on sensitive and nurturing parenting behaviors, attachment 
disorganization, and externalizing behavior problems during preschool (Juffer et al., 
2005; Klein-Velderman, 2005; Klein-Velderman, Bakermans-Kranenburg, Juffer, & 
van IJzendoorn, 2006). VIPP-SD, a version of VIPP, aims to increase sensitivity and 
improve discipline strategies of caregivers in order to encourage positive interac-
tions between the caregiver and child as well as to prevent or reduce behavior prob-
lems for children ages 1–6. It has demonstrated positive effects on mothers’ 
disciplinary attitudes and behaviors compared to a control group of mothers who 
did not receive the intervention (van Zeijl et al., 2006).

There are several other interventions where the evidence is either still developing 
and/or does not reach the level of evidence-based practices. This includes Circle of 
Security (COS). The Circle of Security (COS) was developed as an intervention to 
enhance attachment relationships between infants/young children and their caregiv-
ers, primarily through work with parents (Marvin, Cooper, Hoffman, & Powell, 
2002). Originally created as a time-limited group psychotherapy using video feed-
back, the intervention has been adapted for individual or family therapy. More 
recently, parenting DVDs based on the model have been created; these combine 
education about attachment with an opportunity for caregivers to reflect on their 
child’s needs and the challenges each faces in meeting those needs (Cooper, 
Hoffman, & Powell, 2009).

For the video-therapy approach, an observational procedure including the standard 
Strange Situation Protocol (SSP) and the Circle of Security Interview are completed 
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at baseline for treatment planning (Powell, Cooper, Hoffman, & Marvin, 2009). 
Toward the end of treatment, a second SSP is conducted for additional review. In this 
treatment, the SSP is used not to classify attachment patterns but rather to illustrate the 
parent’s emotional presence and the child’s exploratory and comfort-seeking behav-
ior. The intervention emphasizes the capabilities of young children and draws caregiv-
ers’ attention to the meaning of subtle behaviors using video review to highlight the 
positive moments of the parent–child interaction; the goal is to engage the caregiver 
in increasing the positive moments. This approach builds upon the work of McDonough 
(McDonough, 2000; Rusconi-Serpa, Rossignol, & McDonough, 2009) and Shaver 
and colleagues (Mikulincer & Shaver, 2007), both of whom demonstrated that images 
of positive interactions effectively engage difficult-to-reach parents.

There are preliminary data on the efficacy of the Circle of Security intervention. 
A pre–post-study of impoverished parents showed significant changes in the pro-
portion of securely attached toddlers. Pregnant women involved in the justice sys-
tem for non-violent offenses with a history of substance abuse participated in the 
Circle of Security intervention; outcomes indicated rates of infant attachment secu-
rity (70%) and disorganization (20%) comparable to those in low-risk samples 
(Cassidy, Poehlmann, & Shaver, 2010). Although no randomized, controlled trial 
has been conducted, COS is linked to attachment theory and research and, in its use 
of video feedback and promotion of caregiver reflection, is an emerging evidence- 
informed practice.

In addition to the recent development of evidence-based and evidence-informed 
interventions to improve child–parent attachment, there have been clinical interven-
tions that have been developed with the goal of treating children who have a history 
of disruptions in early attachment. Proponents of these various treatments designed 
to promote “reattachment,” through coercive holding and rebirthing, for example, 
have effectively rewritten the criteria for attachment disorders and created a series 
of loosely related interventions which are coercive and dangerous (see Chaffin 
et al., 2004 for a review and recommendations).

These types of treatment were seen as necessary to “break” these overly willful 
children. It is important to remember that when stressed, post-institutionalized chil-
dren continue using the same coping mechanisms that they used in the orphanage, 
namely, staying in control of the minutest details of their environment (and those in 
their environment) to feel safe. This is an adaptive skill that likely kept them alive in 
the institutional environment. Unfortunately, the behavior does not work well in 
family life, leading desperate and frustrated parents to seek therapies that lacked an 
evidence base. Treatments which force children to submit to being held against their 
will, humiliated, or that encourage them to “vent anger” while being restrained are 
contraindicated (Mercer, Sarner, & Rosa, 2003). In a small number of cases in the 
late 1990s and early twenty-first century, such treatments had even reportedly led to 
child injury and death by suffocation (Chaffin et al., 2006; Mercer et al., 2003).

Several professional organizations, in addition to the American Psychological 
Association, have strong policies against the use of holding therapy and other attach-
ment therapies that lack evidence. A popular website, Quackwatch.com (http://www.
quackwatch.org/01QuackeryRelatedTopics/at.html), urges caution when anyone 
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considers attachment therapy. We, too, urge caution when engaging therapists who 
do not engage in evidence-based or evidence-informed interventions.

4  Sensory Problems and Sensory Integration Therapies

Sensory integration is the process by which individuals organize and interpret infor-
mation received through their senses in order to successfully meet environmental 
challenges. Children with a history of institutionalization or any severe neglect 
before adoption are at-risk for sensory disorders (Cermak, 2009; Cermak & Groza, 
1998). Sensory Integration (SI) therapies are forms of occupational therapy in 
which special exercises are used to strengthen the child’s senses of touch (tactile), 
balance (vestibular), smell, taste, sight, and sense of where the body and its parts are 
in space (proprioceptive). It can include facilitating adaptive coping and maintain-
ing adaptive routines, teaching parenting skills and behavior management for chil-
dren with sensory problems, and promoting adaptive developmental progression. In 
a meta-analysis of SI, Vargas and Camilli (1999) reported that SI therapy was as 
effective as alternative interventions for treating sensory disorders. In a review of 
evidence for SI, Davies and Tucker (2010) did not report the effectiveness of treat-
ment but concluded that it was important to conduct comprehensive assessments of 
sensory-based functions, including multiple measures of sensory integrative 
functions.

Biofeedback uses electronic instruments to help individuals gain awareness and 
control over certain psychophysiological processes (Gilbert & Moss, 2003; 
Schwartz, 2003). Neurofeedback uses a feedback electroencephalogram (EEG) to 
help an individual control electrochemical processes in the human brain (Evans & 
Abarbanel, 1999; LaVaque, 2003). Neurofeedback and biofeedback can be effica-
cious or successful, but the evidence using randomized control clinical trials have 
yet to demonstrate it is effective. It is probably not harmful, but beware of practitio-
ners who overpromise results or changes in a child or their behavior (see http://
theconversation.com/brain-training-games-wont-help-children-do-better- 
at-school-30227).

There is also some controversy about whether sensory disorders exist. A 2012 
policy statement from the American Academy of Pediatrics (Zimmer et al., 2012) 
recommends that pediatricians should not use sensory processing disorder as a diag-
nosis and communicate with families about the limited data on the use of sensory- 
based therapies. Because of the policy statement and concerns about efficacy of SI 
therapies, it was listed as a promising practice with more research needing to be 
done. The same is true about biofeedback/neurofeedback. Until there is more evi-
dence to support or refute treatment options, it is important that parents use their 
professional (i.e., pediatrician) and/or foster/adoptive family networking resources 
(i.e., other foster/adoptive parents’ experiences with therapies, support group 
 speakers, reading materials) to make their own decisions about promising practices 
like sensory integration therapies.
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5  Survivor Behaviors: Hoarding and Gorging

Many children placed from institutionalized settings will hoard, gorge food, and be 
aggressive when first placed in a family. These behaviors helped them survive and 
even thrive in group care settings even if problematic when living in a family. Over 
time, the behaviors of hoarding and gorging in particular may decrease, if not stop, 
without intervention. Other times, it may require some type of intervention, moving 
from a survival behavior (aka behavior problem) to a clinical problem. There is still 
not consensus on what constitutes a behavior problem versus a clinical problem 
(Frost & Hartl, 1996). It has frequently been considered a symptom of obsessive–
compulsive disorder, but such a diagnosis may be premature  for children with a 
history of institutionlization. For children who leave institutions or even very 
neglectful families, the behavior may be linked to anxiety and the change from leav-
ing a relatively depriving environment to a relatively resource rich environment of 
family life; even if family life is poor, it often has more resources emotionally and 
psychosocially than what is available in institutional care.

Frost and Hartl (1996) and Steketee and Frost (2003) suggest hoarding is related 
to information-processing deficits. While their ideas may be appropriate for adults, 
and may provide some insight into children, the hoarding seen in children who 
come from depriving situations is different than the hoarding of adults who did not 
have these early life experiences. It is different than the typical collecting behavior 
of children because children will hoard seemingly inane objects. Sometimes parents 
confuse this behavior with stealing, so great care is needed in helping families dis-
tinguish between these two different behaviors; sometimes the distinction is not 
always clear, and it works better for family functioning if parents first assume it is 
hoarding rather than ascribing the negative connotations of stealing and then pun-
ishing children for bad behavior. Hoarding is not bad behavior but a natural reaction 
for many children who have experiences of neglect.

There is usually a link between hoarding and food problems, such as gorging, 
although research is still developing. Food-related problems are also prevalent 
among children in foster care (Casey, Cook-Cottone, & Beck-Joslyn, 2012; Tarren- 
Sweeney, 2006). It is reasonable to expect that when children leave institutions and 
join a family, they will have food-related problems. Some of these problems are 
sensory issues, which were discussed previously. The particular problem we focus 
on here is gorging.

Regardless of the etiology, depending on the age, Cognitive Behavior Therapy 
(CBT) is the only approach identified as a well-supported, efficacious treatment; it 
is reported superior to all other approaches in abused, neglected, and traumatized 
children and has the greatest level of theoretical, clinical, and empirical support. 
Overall, CBT is one of the most researched interventions (Butler, Chapman, Forman, 
& Beck, 2006) and should be considered a first-line psychosocial treatment of 
choice, particularly for anxiety and depression (Tolin, 2010).

There are several variations to the CBT model. There is a CBT model developed 
by Steketee and Frost (2008) reported to be promising (Pertusa et al., 2010). Another 
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promising CBT model used in the birth, kinship, foster, and adoptive family settings 
is Alternatives for Families CBT (AF-CBT) (Kolko, 1996). This approach focuses 
specifically on children ages 5–17 years that have experienced abuse/neglect in their 
earlier care environment (i.e., institution) who are displaying physically aggressive/
oppositional behavior (http://www.afcbt.org/node/104). There is also a trauma- 
informed CBT model (see Mannarino, Cohen, & Deblinger, 2014); a good source 
for learning about this model is the National Child Trauma Stress Network (http://
nctsn.org/) who also lists a number of promising practices that incorporate CBT 
within a trauma framework (http://nctsn.org/resources/topics/treatments-that-work/
promising-practices#q4).

6  Childhood Behavior Problems and Disorders Related 
to Trauma

By the time children enter an adoptive or foster family, they have encountered one 
or more traumas. Psychoanalytical and post-psychoanalytical writers suggest the 
separation from a birth mother may be trauma to the infant (Lifton, 1995; Verrier, 
2009). Verrier (2009) specifically relates the newborn’s ongoing awareness of his/
her birthmother’s absence after abandonment as being equally traumatic and indis-
tinguishable as the experience of suffering a parental death. Whether or not relin-
quished children experience this trauma in the way that Verrier describes, living in 
an institution is often a traumatic experience. Children may have other negative 
experiences that can be traumatic while in institutional care such as suffering from 
neglect, physical abuse, emotional abuse, or sexual abuse.

In addition, even the change from living in an institution to living in a family can 
be a traumatic experience. Bearing in mind that children organize their world into 
what is familiar and unfamiliar, they suffer several simultaneous losses when leav-
ing behind all of those people, smells, sounds, tastes/foods, and language that they 
know; additionally, they lose the safety of their routine. Most people do not recog-
nize these experiences as losses or traumas because the vast majority see moving 
into an adoptive family as a significant improvement in the life of a child. Still, 
because of the way children organize experiences, they may be traumatized by such 
changes which may influence their behaviors once in the adoptive family.

It is often difficult to know the etiology of the behavior problems or disorders. 
However, there is an evidence-based treatment that we recommend entitled Parent- 
Child Interaction Therapy (PCIT).

Parent–child interaction therapy (PCIT) has been effective not only with biologi-
cal dyads (children and parents) but also with foster and adoptive dyads (Allen, 
Timmer, & Urquiza, 2014; Timmer, Urquiza, & Zebell, 2006). The intervention is 
rooted in the principles of attachment theory (Bowlby, 1969, 1973, 1980) and 
Baumrind’s developmental theory of parenting (1967). Using an approach of 
authoritative parenting that brings together the traits of strong consistency, clear 
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communication, and warm/nurturing behavior, parent–child interaction therapy 
(PCIT) includes two sequential phases, the Child-Directed Interaction and the 
Parent-Directed Interaction. The goals of the Child-Directed Interaction are to 
strengthen the parent–child relationship and increase the focus and validation placed 
on positive child behavior. Parents are taught to use PRIDE skills (Praise, Reflection, 
Imitation, Description, Enthusiasm) to reinforce positive, appropriate child behav-
iors and steer away from any type of leading behaviors (i.e., commands, sarcasm, 
criticism, and negative physical behaviors) to form a solid foundation for productive 
discipline practices in phase two. The goals of the Parent-Directed Interactions are 
for parents to learn to communicate effectively while instructing their child and 
consistently following through with appropriate consequences (i.e., positive rein-
forcements when compliant; timeouts when non-compliant) (see Eyberg, 1988; 
Funderburk & Eyberg, 2011; Hood & Eyberg, 2003).

PCIT engages both the parent and child to modify the way parents interact with 
their children in order to diminish child behavior problems, which in turn promotes 
more positive parenting (Chaffin et al., 2004). The parent wears a “bug-in-the-ear” 
device which enables them to hear the guidance being provided to them via their 
PCIT-trained therapist stationed behind the two-way mirror watching the parent–
child interaction. At the end of the session, the parent and therapist decide on a 
homework skill which will be practiced between sessions. Numerous studies have 
demonstrated the effectiveness of PCIT for reducing specific child behavior prob-
lems (Chronis-Tuscano et  al., 2016; Eisenstadt, Eyberg, McNeil, Newcomb, & 
Funderbunk, 1993; Eyberg, 1988; Fernandez, Butler, & Eyberg, 2011).

7  Summary

Foster/adoptive parents who have children with difficulties as a consequence or 
related to prenatal and pre-adoptive experiences can be desperate to find the “right” 
intervention, medication, or approach to helping their children. This chapter gives 
them and those practitioners who work with them some guidance of the evidence- 
base for the interventions they should pursue. However, parents and practitioners 
should also be prepared that children’s needs continue to evolve. It is not uncom-
mon for families to see marked success with particular interventions and the support 
of a good therapist. When challenges at home become more managed, families 
often leave counseling; when new difficulties erupt, some parents feel discouraged 
about needing to come back for appointments at a later date. This is not failure on 
the part of the child, parents, or family. On the contrary, it means that each family 
member is growing and with such growth brings greater sophistication in learning 
and understanding. The skills learned previously in counseling were designed to 
meet the learning and understanding level of your child. A return for more advanced 
intervention and training would be designed to help you and your child with their 
unique needs as they mature.
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If you felt that you made headway with your therapist, reschedule an appoint-
ment when you think/feel that life is becoming especially challenging; do not wait 
until you are feeling increasingly negative towards your child or about your parent-
ing. Consulting other foster/adoptive parents about a therapist they see and who 
they have had success with is a great way to broaden your provider options. Know 
that no one therapist will have all of the answers (i.e., a therapist will not manage 
your child’s medications unless they are physician). Also, really competent provid-
ers will routinely ask your permission to consult with the other members of your 
child’s/family’s care team. Your providers should communicate with one another, 
bringing together their expertise in order to provide you/your child comprehensive 
care. To do so, they must always obtain a signed release of information from you; 
this release may need to be updated every few months.

We are still at a threshold in developing the array of interventions and services 
that benefit children who experience the various types of early difficulties. We have 
no doubt that as the field of foster and adoptive care services learns more, the evi-
dence will change and revisions to guides will have to be made.

Questions for Discussion
 1. How do families know when to allow time for a problem behavior to disappear 

and when to seek professional help knowing what we know about development 
and early intervention?

 2. What credentialing process should be put in place for practitioners working with 
families who have adopted children from institutions?

 3. How can we better meet the needs of children and families who do not live in a 
community with access to adoption-sensitive mental health services?
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Chapter 24
Child Maltreatment in Residential  
Centers: Summing Up

Adrian V. Rus, Sheri R. Parris, Ecaterina Stativa, and Cosmin O. Popa

1  Introduction

In the following paragraphs, we will provide more detail about these important 
themes found in the book. We have cited chapters where you can find more informa-
tion regarding specific types of information; however, other chapters may also con-
tain relevant information on these topics. So, while information may be found in 
cited chapters, relevant information is certainly not limited to only those chapters 
cited. In sum, while this chapter provides a small snapshot of the highlights of this 
book, one must read the whole book to obtain a complete understanding of the top-
ics discussed therein. Finally, there is some overlap of ideas among the different 
themes discussed in this summary, because many ideas belong in more than one 
category. Also, while specific statistical results vary among institutions and among 
countries, there are common themes that permeate among institutions and countries, 
and many problems that were identified in institutions decades ago still persist 
based on the results of more recent investigations. Therefore, there is still work to 
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do to improve living conditions in residential institutions for children, and here we 
provide a short summary of the findings and conclusions found in this book.

The common themes found in this book include:

• Living conditions in institutions
• Outcomes from institutional rearing
• Standards, accreditation, and licensing
• Recommendations for interventions in institutions
• The role of organizations and communities
• Institutional settings and environment
• Suggestions for future research

2  Living Conditions and Maltreatment in Institutions

Regarding living conditions in institutions, there have been, and continue to be, 
some modifications to institutional living as traditional prejudices and cultural 
beliefs give way to new knowledge brought by researchers who are seeking ways to 
improve children’s lives and ensure better outcomes. Historically, and even in some 
current settings, institutional care environments often provided for children’s basic 
physical needs, but not their psychological, emotional, cognitive, educational, or 
developmental needs (see Chaps. 2, 10, 14, 19, and 20). Many forms of maltreat-
ment and victimization have been found in institutional care settings, including 
neglect as well as physical, sexual, and emotional abuse, bullying, severe punish-
ments, exploitation, and witnessing violence. In many cases, children in these set-
tings experience these forms of abuse in more extreme forms than those being 
reared in typical family contexts and all of which can be perpetrated both by insti-
tutional staff or children’s peers (see Chaps. 1, 7, 9, 13, and 20). Caregiver-child 
interactions were often minimal, and children were often neglected, with a social 
climate and environmental stimulation that were insufficient (see Chaps. 12, 14, 
19). Children in institutions often experienced stigma and negative attitudes (often 
from religious and/or societal perceptions) toward them, which also contributed to 
the development of emotional and behavioral problems (see Chaps. 9, 12, and 20), 
and many children were forced into child labor (see Chaps. 20 and 21). In addition, 
institutions often lacked oversight and regulation, leaving children without advo-
cates to ensure their safety and well-being (see Chaps. 2 and 20).

3  Outcomes from Institutional Rearing

The deprivation experienced in institutions can lead to delays in children’s social- 
emotional, cognitive, and physical development, including severe delays in physical 
growth (e.g., underweight, stunting, microcephaly) (see Chaps. 5, 14, and 19). These 
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children are also likely to have attachment, sensory, and trauma-related problems and 
use survival behaviors such as hoarding and gorging (see Chaps. 6 and 23). They are 
also more likely to experience externalizing (e.g., aggressive and oppositional behav-
iors, inattention/ADHD) and internalizing (e.g., depression, anxiety) symptoms 
within the clinical range and at significantly higher rates than non- institutionalized 
children (see Chaps. 7 and 12). They have also been found to have differences in 
brain activity (as measured by electroencephalograms–EEGs and event-related 
potentials–ERPs) associated with internalizing symptoms (see Chap. 6).

Institutionalized children placed in foster care or adopted at younger ages have 
better outcomes in relation to attachment, cognition, and other domains than those 
who spend longer periods of time in institutions. In particular, children placed in 
family settings prior to 24 months of age fare better than those placed after 24 
months. This provides evidence that there may be sensitive periods in development 
for which recovery is optimal and that recovery becomes increasingly difficult after 
those periods have passed (see Chap. 6). Adults with histories of institutionalization 
as children have a high prevalence of severe psychological and physical problems 
(e.g., chronic illness, disability, relationship problems, homelessness, social isola-
tion, anxiety, and depression) and poor educational, career, and financial outcomes 
throughout their lives (see Chap. 20).

In LMICs (low- to middle-income countries), there is often no difference in well- 
being (e.g., physical health, emotional well-being, cognitive functioning, and mal-
treatment [physical/sexual abuse]) among orphans in institution-based vs. 
family-based care settings, and some children in institutional care fare better than 
those in family-based care (see Chaps. 16 and 18). Also in LMICs, where harsh 
punishment and violence against children may be culturally accepted, orphans liv-
ing in institutions do not report more maltreatment than orphans living in family- or 
community-based care; therefore, improvements in care are needed not only in 
institutions but also in other care settings (see Chap. 17). In these countries, it is also 
imperative to address the needs of street children, who are generally displaced or 
orphaned children who have not been absorbed by either family-based or institu-
tional care. These children often experience higher levels of abuse and exploitation 
than their counterparts who are in some type of care setting (see Chap. 16).

4  Standards, Accreditation, and Licensing

Residential settings should be monitored to ensure that quality care standards are 
maintained, that children’s individual needs are being met, and that expectations for 
accepted behavior among staff and children are clear. There is a need for govern-
mental bodies to develop laws and practices that are funded mandates for appropri-
ate childcare practices (see Chap. 19). These mandates should be based on widely 
accepted practices, such as the United Nations Convention of the Rights of the 
Child (see Chap. 2). Standards can then be used to create licensing and accreditation 
criteria (see Chap. 22) to ensure evaluation and oversight of children’s 
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developmental progress, including physical, psychological, and social well-being. 
Children’s risk factors should also be considered in order for preventive steps to be 
taken. In addition, all partners of the residential facilities should also be monitored, 
and foster care settings should be supervised and monitored to reduce maltreatment 
(see Chaps. 7, 12, 13, 15, 16, and 19).

Also, every country should keep current data on all residential care facilities and 
children within these facilities. Accreditation standards should be developed with 
inspections and monitoring of compliance by all institutions. Those not meeting the 
threshold should not be accredited, and those not meeting requirements should be 
closed (see Chaps. 13 and 22). Risk analyses as well as prevention measures and a 
complaint management system (including the ability to make anonymous reports to 
an independent contact person that is not a part of the institution staff) should be 
implemented in institutions (see Chap. 8). Staff and professionals that work with 
children and adolescents in institutions should receive ongoing training regarding 
risks; warning signs; prevention concepts; handling of suspected cases of abuse; 
intervention strategies, including trauma-focused interventions and therapy; as well 
as gaining knowledge about the backgrounds and experiences of youth that enter 
care and ways to effectively engage with these at-risk youth and develop trusting 
relationships (see Chaps. 8 and 13); and training in child mental health and develop-
ment, creating a family environment for children in orphanages, and improving the 
quality of the social environment (see Chap. 10).

5  The Importance of Family and Relationships

Institutionalized children should have the ability to maintain contact with parents 
and/or other family members, including extended family when possible (see Chap. 
12). Also, sibling separation has adverse effects on children, and keeping siblings 
together when possible should be a priority (see Chap. 18). Caregivers within the 
institutions should interact with children in a warm, sensitive, nurturing, and respon-
sive manner (see Chaps. 6, 7, 13, 17, and 19). In addition, care should be taken to 
reduce repeated placements between different institutions (see Chap. 12) and to 
provide a stable, consistent “family-like” caregiving environment, which includes 
decreasing the number of children grouped together in institutional settings in order 
to create more family-like settings (see Chap. 10).

When institutionalization is unavoidable, family-type and foster care settings can 
provide more favorable and developmentally appropriate settings when operated 
appropriately and with proper training and oversight of staff/foster parents (see 
Chaps. 6, 15, and 19), and family reunification should be sought when possible (see 
Chaps. 15 and 21). For successful reintegration back into a child’s biological family, 
a program to prepare families and children for reintegration, in addition to sufficient 
follow-up and support after reintegration, is necessary (see Chap. 12). While there 
is some contradictory evidence in LMICs as mentioned previously, children tend to 
show better outcomes from being raised in problematic families than in relatively 
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good institutions. The presence of a continuous, sensitive caregiver may ameliorate 
the detrimental effects of other problems within the family. Thus, providing support 
for at-risk families, such as community-based early childhood intervention services, 
and allocation of resources to ensure the safety and support of children and families 
is recommended (see Chaps. 11 and 15).

6  Recommendations for Interventions in Institutions

Interventions should be theory based and tested using rigorous scientific standards 
(see Chap. 17), directed at both personal- and institution-level factors and directed 
at the entire residential community rather than a selected group of perpetrator or 
victims (see Chap. 13). It is important to have a system for early identification and 
intervention for attachment, cognition, emotional, and behavior problems and for 
monitoring of children’s psychological and physical well-being. Children should 
have opportunities to receive social support within the orphanage and to develop 
competency and achievements across a variety of domains (e.g., developmental, 
social competence, academic achievement). Also, because most institutionalized 
children have experienced one or more forms of trauma (sometimes both before and 
after they enter the institution), interventions should also address trauma (see Chap. 
18). Caregivers should receive training to improve the language and cognitive 
development of infants and young children (see Chap. 12). Interventions should 
include the addition of therapeutic recreation spaces, appropriate milieu activities, 
parent-child support groups, and school-child support groups, and support social-
ization and community integration (see Chap. 12). In addition, children and youth 
should have increased participation in the institutions where they live, including 
opportunities to participate in the development of rules and other structures within 
their institutions (see Chap. 8).

7  The Role of Organizations and Communities

Countries, particularly those with collective and historical trauma, and/or govern-
mentally imposed cultural values that have encouraged institutionalization of chil-
dren as a preferred method of child rearing, should implement systemic interventions 
at the national, community, family, and individual levels, to begin to change percep-
tions, to facilitate a decrease in institutionalization, and to strengthen families (see 
Chap. 11). Organizations (governmental and nongovernmental) can create public 
awareness campaigns (see Chap. 8) to reduce stigma and negative attitudes toward 
institutionalized children, build philosophical foundations for child welfare and 
child welfare systems that promote the well-being and rights of children, and pro-
mote and pilot promising services and interventions. There should be a commitment 
from the central government to family-based care as the preferred form of care, 
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including the removal of local incentives that work against deinstitutionalization. 
For instance, on a local level, an institution brings resources and jobs into the com-
munity, so there may be local resistance to the closing of institutions (see Chap. 15). 
In addition, professionals should promote solutions that will work within the frame-
work of their own culture (see Chap. 19).

8  Institutional Settings and Environment

Many long-term residential centers have organizational characteristics and culture 
that facilitate neglect and abuse by staff and peers, including poor staff training and 
management; inadequate systems of accountability; lack of resources; ineffective 
implementation of policies regarding violence, referrals of residents, and capturing 
children’s reports of peer violence; preventing disclosures of abuse; inadequate 
physical characteristics of living spaces; and a transitional nature of both staff and 
peers in institutions (see Chap. 1). Approaches should focus on the prevention of 
violence and abuse in institutional settings. Staff should have specialized training in 
assessing risk, identifying victims, and addressing developmental victimization (see 
Chaps. 7 and 17). There should be systematic planning and implementation of pro-
grams to reduce all types of victimization found in residential settings, including 
physical and sexual violence, as well as indirect and verbal violence perpetrated by 
both staff and peers. Social care systems must scrutinize potential carers, organize 
training programs, evaluate care systems, maintain high standards of staff conduct, 
and provide the necessary support and advocates to strengthen children’s rights and 
promote their well-being (see Chap. 12).

9  Suggestions for Future Research

Our authors have identified the following areas where more research is needed to 
improve the lives of institutionalized children and those in out-of-home care. First, 
more research is needed to determine caregiver characteristics that lead to best out-
comes for children. Such knowledge may help to inform hiring practices, training, 
and placement decisions (see Chap. 18). Second, while it is recommended that insti-
tutionalized children are allowed to maintain connections and relationships with 
their parents or other family members when possible, empirical testing for models 
that allow such relationships among institutionalized children are needed to provide 
a clear evidence base for this practice (see Chap. 18). Third, there should be regular 
collection and distribution of accurate data regarding institutionalized children (e.g., 
institutional census data, demographics, and type/quality of care provided). Such 
data can help track improvements in care settings, both within individual institu-
tions, and across regional or other geographic areas. Data can also help to provide 
empirical support, or otherwise, for interventions or other modifications to the 
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residential setting and to identify areas in need of further improvement (see Chap. 
19). Finally, there is a need to develop consistent and universally accepted defini-
tions for the different types of maltreatment that can become a common language 
for researchers, policy-makers, and practitioners. While there is currently no univer-
sal consensus on specific definitions of the various types of maltreatment, there are 
some common areas of agreement, and some standardization is occurring with the 
development of scales that are beginning to be used consistently in research, prac-
tice, and policy-making (see Chaps. 1 and 18). Consistency of definitions would 
bring comparability across studies, improve researchers’ ability to combine and 
build upon each other’s knowledge, and better identify and compare types of mal-
treatment across different institutions; there is a need to improve and find agreement 
on definitions for the different types of maltreatment (see Chap. 1).

10  Final Thoughts

In sum, our authors have provided an array of thought-provoking information to 
promote our thinking about institutionalization, maltreatment, and possibilities for 
improvements in living conditions and outcomes. Both today and in the future, we 
can foster change and cultivate resources that will enable practitioners, policy- 
makers, and others to improve the lives and trajectories of all children who are 
unable to live with their own families. Bringing together empirical knowledge from 
across the globe will allow us to determine best practices for the children who need 
us the most.
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