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Violence against children is widespread in South Africa. Much of it remains hidden, and social services are thinly stretched. This article
therefore focuses on children’s rights to protection and considers the implications for healthcare practice. Children’s rights can be considered
both a ‘language of critique’ and a ‘language of possibility’ – encouraging us to evaluate current practice from a child-centred perspective
and to re-imagine ways in which we deliver healthcare services. The article outlines the nature, extent and long-term effects of violence
against children, introduces a framework for conceptualising violence prevention, and considers ways in which health professionals can
better respond to cases of abuse and neglect, and prevent violence against children from taking place.
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In March 2015, media attention focused on the rape and murder of
two Cape Town teenagers – Franziska Blöchliger, who was attacked
while running in the Tokai forest, and Sinoxolo Mafevuka, who was
strangled to death in Khayelitsha. Their stories are brutal, tragic and
shocking, but these are not isolated events. Violence against women
and children is pervasive in South Africa (SA), cutting across class
and race divides. Of the >62 000 sexual offences reported in 2013/14,
one in every three victims was <18 years of age.[1]
The abovementioned high-profile cases suggest that most instances
of violence against children are committed by strangers. Yet, the
findings of the 2009 child homicide study tell a different story:
• Adolescent boys are five times more likely to be murdered than
teenage girls, and most are killed by acquaintances in the context
of interpersonal violence.
• Nearly half (45%) of child homicides occurred in the context of child
abuse and neglect; of these 36% were babies abandoned in the first
week of life, and 74% were under 5 years of age. Most occurred in
the home and the perpetrator (most often the mother) was known
to the child.[2]

What kinds of violence do children
experience in SA?

While homicide is the most extreme form of violence against
children, community-based studies suggest that at least 55% of
children have been physically abused by caregivers, teachers or
relatives;[3] 35 - 45% have witnessed domestic violence;[4] and corporal
punishment remains widespread, with nearly 58% of parents using
physical punishment and 33% using a belt or stick.[5]
A 2016 national prevalence study found that 1 in 3 children has
been sexually abused.[6] Boys and girls are equally vulnerable, with
girls more likely to experience forced and penetrative sex, and boys
more likely to be exposed to sexual acts and pornographic material.
Nearly a third were abused by a known adult. Only 33% sought
assistance for their injuries – with boys least likely to tell anyone about
sexual abuse.
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Most violence against children remains hidden and unreported, and
it mostly occurs in the home, where children are relatively powerless
and dependent on adult support. Corporal punishment and intimate
partner violence are widely tolerated, and in cases of sexual abuse,
children are often groomed and/or threatened by the perpetrator.
The family may blame the child and side with the perpetrator.
Unsurprisingly, children often choose to remain silent, as they fear
intimidation and not being taken seriously.[6]

How does this change across the life
course?

Violence starts in the home where young children are most at risk
of physical abuse, neglect and abandonment. At school, corporal
punishment, bullying and sexual violence become more prevalent.
Teenage boys are most at risk of interpersonal violence, while teenage
girls are more likely to experience sexual and physical violence in the
context of dating relationships;[7] >33% of teenage girls report forced
sexual initiation.[8] Understanding how patterns of violence change
across the life course enables the adoption of a proactive approach
to violence prevention – intervening early before patterns of violence
become entrenched (Fig. 1).

Male teenage violence
15 - ≥18 years

Dating violence
14 - ≥18 years
Sexual abuse
birth - ≥18 years
Child abuse and neglect
birth - 17 years
Infanticide/
abandonment
birth - 12 months

Fig. 1. Violence against children across the life course (from Mathews and
Benvenuti,[7] with permission).
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What are the effects of violence on
children?

The impact of violence extends beyond physical injury and has a
cumulative and long-lasting effect on children’s cognitive and psychosocial development, including impaired attachment, failure to
thrive, trauma, anxiety and depression, and aggressive, antisocial or
self-destructive behaviour.[9]
The cycle of violence is rooted in early childhood, where exposure to
strong, frequent or long-lasting physical or emotional abuse, domestic
violence, neglect, caregiver substance abuse, and mental illness results in
‘toxic stress’, causing neurological and psychological damage with longterm consequences for learning, behaviour, and physical and mental
health.[10]
Girls tend to internalise their experiences of violence, exhibiting
signs of depression, anxiety and suicidality, while boys tend to exter
nalise through risk-taking and aggressive behaviour. Exposure to
violence increases the risk of re-victimisation or perpetration later in
life: girls are at increased risk of sexual assault and intimate partner
violence, while boys are more likely to become perpetrators.[11,12] The
effects of violence extend into adulthood, where limited emotional
control, substance abuse and violence may compromise relationships
and parenting abilities.[12-14] It is therefore essential to intervene as
early as possible to break the intergenerational cycle of violence.

How do we break the cycle of violence?

Efforts have traditionally focused on responding to incidents of violence, yet it is more effective – and less costly – to prevent children
from getting hurt.[15,16] Prevention can occur before and after violence:
• Primary prevention aims to prevent violence before it takes place
(e.g. by building self-esteem and promoting positive forms of
discipline).
• Secondary prevention focuses on immediate responses to violence
(e.g. ensuring the safety of the child and providing medical care).
• Tertiary prevention includes short- and long-term interventions to
reduce trauma and rehabilitate both child victims and offenders.
In SA, the Children’s Act No. 38 of 2005[17] makes a similar, but differ
ent, distinction between prevention, early intervention, and child
protection services, where:
• Prevention focuses on strengthening the capacity of families to
safeguard children’s wellbeing and best interests by promoting
healthy non-violent relationships and assisting families to access
essential services.
• Early intervention offers targeted support to families at risk and
includes therapeutic programmes, family preservation program
mes and temporary safe care.
• Child protection services investigate reports of child abuse and
neglect, provide counselling and therapeutic services, and may
place the child in temporary safe care.
Yet, social work services in SA are under-resourced and overstretched,
and budgets are focused on child protection rather than prevention
and early intervention services.[18] A more proactive approach is
needed, increasing investment in prevention services and exploring
ways other sectors can strengthen and support children and families.

Identifying risk and protective factors

The causes of violence are complex and the chances of a child
becoming either a victim or perpetrator are shaped by their personal
history, close relationships, communities and broader society. The

1169

Society

Community

Relationship

Individual

Fig. 2. The social-ecological model.

Centers for Disease Control and Prevention’s social-ecological model
(Fig. 2) provides a useful framework, encouraging recognition of the
complex interplay of risk and protective factors (Table 1) to inform
prevention efforts.[19]

Adopting a rights-based approach

Children’s rights to protection are enshrined in the SA Constitution,
African Charter on the Rights and Welfare of the Child, and United
Nations (UN) Convention on the Rights of the Child. Section 12 of
the Bill of Rights states that everyone has the right to be ‘free from
all forms of violence’ and ‘not to be treated or punished in a cruel,
inhuman or degrading way’, while Section 28 recognises ‘the right
of every child to be protected from maltreatment, neglect, abuse or
degradation’.[20] However, what does this mean in practice?
The UN Committee on the Rights of the Child[21] issues general
comments that provide guidance on how to interpret and give effect
to children’s rights and evaluate progress. General Comment 13
focuses on the child’s right to freedom from violence and outlines
key principles that should guide our approach to violence prevention.
General Comment 13 highlights ways in which violence threatens
children’s survival, health, development, and dignity. It also acknow
ledges how children’s access to social assistance, family and alternative
care, education, healthcare and social services can be protective.
Children’s rights are thus interdependent and indivisible. The
General Comment calls for an holistic and co-ordinated approach
to address multiple risk factors across a range of settings and to
‘overcome isolated, fragmented and reactive approaches to violence
prevention’.[21] In particular, it calls for a paradigm shift in child care
and protection that recognises children’s human dignity, individual
personalities, distinct needs and interests. It recognises children’s
agency and evolving capacities, and argues that ‘their empowerment
and participation should be central to child caregiving and protection
strategies and programmes’.[21] This is particularly pressing in the SA
context, where children are often silenced and socialised to respect
and obey adults without question, making them more vulnerable to
abuse and exploitation, and reluctant to report abuse.

What are the implications for health
care practice?

Health professionals have a vital role to play in violence prevention.
Critical opportunities exist to support children and families across
the life course, from early childhood to adolescence.
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Table 1. Common risk and protective factors*
Risk factors

Protective factors

Individual

Alcohol and substance abuse
Personal history of violence
Mental illness

Strong attachment
Healthy self-esteem
Knowledge of protection against abuse

Relationship

Caregiver stress and depression
Poor supervision of children
Family conflict and domestic violence
Substance abuse
Inadequate support from friends/family

Family cohesion and support
Sensitive, affectionate and positive parenting
Healthy communication between caregiver and child
Use of non-violent discipline

Community

Crime, gang and interpersonal violence
Access to alcohol, drugs and weapons
Poverty and unemployment
Low community cohesion
Limited support services

Strong community leadership
Social support and cohesion
Access to support services
Positive activities for children and youth
Responsive policing

Societal

Income inequality and social exclusion
Social and cultural norms that justify violence
Gender inequality
Weak law enforcement

Strong legislative framework and political leadership
Policies to regulate use of guns and alcohol
Investment in prevention, early intervention and
protection services
Quality education and employment
Media that promote positive role models, gender equality
and alternatives to violence

*Adapted from Mathews and Benvenuti,[7] with permission.

Enable children’s participation

Children have a right to participate, and ensuring that they can
express their views and are heard and taken seriously, assists with
violence prevention.
What can I do?
• Make children feel welcome.
• Build trust (by respecting children’s rights to privacy, confidentiality and physical integrity).
• Provide information in a language and format that is child and
youth friendly.
• Encourage children to speak out and ask questions.
• Listen carefully to their words and body language, and to what is
said and left unspoken.
• Take children seriously and recognise and respond to early warning signs.
• Treat what they say with confidence, subject to statutory reporting
obligations.
• Ask, and receive permission, before touching.
In other words, we need to build relationships of trust, facilitate
open communication, take children seriously, and give them the
confidence to speak out rather than enact blind obedience to adults
in authority.[22]

Support caregivers of young children in the first
1 000 days

Early intervention can potentially break the cycle of violence.
Sensitive and responsive caregiving has been found to prevent or
reverse the damaging effects of toxic stress, helping children regulate
their behaviour and emotions, and providing a solid foundation for
future relationships and schooling. Furthermore, it is important to:
reduce children’s exposure to abuse, conflict and violence; address
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caregivers’ mental illness, including substance abuse; and alleviate
extreme poverty.[23]
The new National Integrated Policy on Early Childhood Develop
ment recognises the central role of caregivers and their need for
support, especially in the first 1 000 days of life (from conception
until the child’s 2nd birthday).[24] It also recognises how health
services are often the primary if not the only point of contact with
young children and families, and can serve as a critical gateway to
other forms of support, such as social grants and social services.
What can I do?
Before the child is born:
• Be supportive, not judgemental.
• Screen for maternal mental health, substance abuse, domestic violence. Help women access support services.
• Many pregnant women feel isolated and overwhelmed; therefore,
encourage them to get the support they need from partners,
friends and family.[25]
After the child is born:
• Take time to ask how mothers are doing, as their wellbeing is
central to that of the child.
• Observe mother-to-child interactions and promote warm responsive caregiving.
• Look out for and respond to signs of maternal depression, domestic violence and harsh parenting.
• Encourage the active involvement of fathers in maternal and child
health and child care.
• Support the call for a ban of corporal punishment. Enquire about
positive discipline and share these techniques with your patients.[26]
• Find out about social grants, child maintenance, training and
income-generating programmes so that you know how to help
families in need of financial support.
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Promote adolescent health and youth development

Adolescence is a period during which lifelong behaviour patterns are
established. As a time of increased risk behaviour, it offers opportunities for support and intervention. Yet, adolescents complain of
being treated with a lack of respect, privacy and confidentiality that
compromises their access to healthcare services.[27,28]
loveLife has spearheaded the development of adolescent- and
youth-friendly clinics that aim to respond to these challenges. They
have also extended their work beyond healthcare facilities, through
their groundBREAKERs youth development programme that reaches
out from their Y-centres to promote healthy lifestyles, while two tollfree helplines provide information, guidance and counselling in a safe
and non-judgemental environment.[29]
Moreover, it is important to work with parents as the UBS Optimus
study found that parents’ knowledge of ‘who young people spend
their time with, and how they spend their time and where they go’
can prevent child maltreatment, as do warm and supportive parentchild relationships.[6]
What can I do?
• Contact loveLife to find out how to develop a youth-friendly service.
• Provide information about healthy relationships and local youth
development programmes.
• Encourage parents to remain involved and supportive.
• Find out about programmes run by Sonke Gender Justice that
work with boys and men to promote gender equality and prevent
gender-based violence.

Identify other potentially vulnerable children

• Actively consider the wellbeing of children in contexts of domestic
violence or substance abuse. Put systems in place to ensure their
safety and protection.
• Recognise that children with disabilities are particularly vulnerable
to neglect and physical and sexual abuse in the home, community
and institutional settings. Promote inclusion, address stigma and
provide respite care and support for caregivers.[30]
• Put plans in place to safeguard children when their primary
caregiver is hospitalised, and ensure that your facility has a child
protection policy to ensure the safety of child patients and provide
clear guidelines for the reporting of child abuse.[6]

Respond to abuse and neglect

The Criminal Law (Sexual Offences and Related Matters) Amend
ment Act (32 of 2007) makes reporting sexual offences mandatory
for anyone who has ‘knowledge’ of a sexual offence committed
against a child. This includes consensual sexual activities between
a child <16 years of age and anyone >16 years old, where their
age gap is >2 years (in 2015, the definitions of consensual sexual
activities in the Sexual Offences Act were amended, which changed
the nature of the offences of statutory rape and statutory sexual
assault).[31] Particular care should be taken when reporting children
for consensual sexual activities, as it may violate their rights and
best interest.[32] Any child younger than 12 is considered too young
to consent to sex, therefore any sexual act with a young child consti
tutes rape (if there is penetration) or sexual assault.
In addition, the Children’s Act[17] obliges certain professionals to
report if they ‘conclude on reasonable grounds’ that a child has been
abused in a manner causing physical injury; sexually abused; or
deliberately neglected; where their conclusion is based on the balance
of probabilities following observation of signs and indicators.
The reason for mandatory reporting is based on the assumption
that children are relatively vulnerable and powerless in society and
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less able to protect themselves. Persons such as health professionals,
teachers, psychologists and social workers carry a higher duty of care
owing to their professional ethical responsibilities and heightened
positions of authority and credibility in society. If you report in good
faith, but it turns out that the signs you observed were not the result
of abuse, you cannot be prosecuted or sued in a civil court. However,
if you do not report, you can be held accountable and face suspension
by the Health Professions Council of SA, or be fined or imprisoned.[33]
Both laws aim to protect the affected child and others from harm.
However, the Children’s Act aims to link children and families with
support services, while the objective of the Sexual Offences Act is to
prosecute perpetrators. [17,32]
What must you do?
• Make sure you are familiar with the signs of physical, emotional
and sexual abuse and neglect as outlined in Regulation 35 of the
Children’s Act.[17]
• Learn how to manage disclosure. (Remain calm, listen, empathise
and affirm. Reassure the child that they are not to blame: ‘I believe
you. It’s not your fault.’ Support and safeguard the child and minimise secondary trauma.)
• Know how to report abuse and neglect and to complete Form 22 to
initiate a social work investigation.[34]
• Make sure abused children are prioritised and receive immediate
medical attention, including mental healthcare, to minimise
secondary trauma.[6]
• Recognise that disclosure and reporting cause significant distress
for the child and family and can disrupt the home environment.
Therefore, follow up to ensure children have received counselling
and therapeutic support.

Strengthen safety nets and care pathways

Given the complex interplay of risk and protective factors, it is vital
to engage with a range of service providers to strengthen safety
nets and care pathways. The Thuthuzela Care Centres (TCCs)
provide one model of best practice, bringing together specialised
health professionals, police investigators, prosecutors and social
workers to provide an integrated service for sexual and intimate
partner violence. Located in public hospitals, the TCCs aim to
reduce secondary trauma and improve conviction rates by providing
counselling, medical care, and more efficient and sensitive police
investigations.
What can I do?
• Build a directory of local services. Find out about the child
protection organisations in your district.[35] Get to know them
personally to facilitate referrals and follow-up.
• Make information about confidential helplines and local support
services available in wards and waiting areas so that children,
youth and caregivers are able access these services independently.
• Think beyond child protection. Build a broader network of
organisations that promotes the health, safety and wellbeing of
children, families and communities – from parenting programmes,
moms and tots groups and early childhood development centres
to sports and cultural programmes that promote the health, safety
and wellbeing of children, families and communities (Table 2).

Conclusion

Healthcare providers are ideally placed to protect children from
violence, and have both a legal and moral obligation to respond to
cases of abuse and neglect, and to prevent violence against children
from taking place. A child rights approach foregrounds the benefits
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Table 2. Potential partners and support services
•
•
•
•
•
•
•
•
•

Black Sash (www.blacksash.org.za) provides free paralegal advice and help with social grants through their helpline: 072 66 33 739
Childline (www.childlinesa.org.za) offers online counselling and training and runs a child-friendly crisis line: 08000 55555
Disabled Children’s Action Group (www.dicag.co.za) works with parents and children with disabilities
loveLife (www.lovelife.org.za) runs youth-friendly clinics, and has youth development programmes and a toll-free helpline: 0800 121 900
National Association of Child and Youth Care Workers (www.naccw.org.za) provides training for child and youth care workers, and includes the
Isibindi programme to support vulnerable children and youth in low-resourced settings
Parent Centre (www.theparentcentre.org.za) runs home visiting and teen parenting programmes, and provides counselling, training and support
Shukumisa (www.shukumisa.org.za) is an alliance of civil society organisations providing shelter, counselling and legal advice to victims of
gender-based violence
Sonke Gender Justice (www.genderjustice.org.za) works with men and boys to prevent violence, promote gender equality and actively involve
fathers in children’s lives
Thuthuzela Care Centres (www.justice.gov.za/vg/TCCs-list.pdf) offer an integrated one-stop service for survivors of sexual violence and abuse

of child participation and intersectoral collaboration in promoting
safe and healthy homes, communities and relationships. In addition,
it requires health professionals to view children with fresh eyes, to
listen and take them seriously, and to speak out against violence in
all its forms.
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