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Abstract

We investigated the year prevalence of child sexbaise (CSA) in residential and foster
care and compared it with prevalence rates in tBeel population. We used two
approaches to estimate the prevalence of CSA, Bigt professionals working in residential
or foster care (sentinels) reported CSA for thddcen they worked withN = 6,281).
Second, 329 adolescents staying in residential ostef care reported on their own
experiences with CSA. Sentinels and adolescente wardomly selected from 82 Dutch
youth care facilities. We found that 4.3 per 1060dcen had been victims of CSA based on
sentinel reports. In addition, 248 per 1000 ad@et reported having experienced CSA.
Results based on both sentinel and self-reporiatedehigher prevalence rates in youth care
than in the general population, with the highesivptence in residential care. Prevalence
rates in foster care did not differ from the geh@@pulation. We conclude that residential
placements should remain a last resort. Unfortipédster care does not effectively protect

children against sexual abuse either, and thupiaity needs to be further improved.
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The Prevalence of Child Sexual Abusein Residential and Foster Care
Residential care arrangements are typically charaed by frequent shifts and instability of
caregivers (Van IJzendoorn et al., 2011), whilddechn in foster care grow up in a relatively
stable family environment, although transitionsnse® occur more often than would be
desirable (Allen & Vacca, 2011; Leslie, LandsveHogrton, Ganer, & Newton, 2000).
Because of the unstable care arrangement, chiidregesidential care may be at increased
risk for child sexual abuse, compared to childrefoster care. However, it has recently been
suggested that residential group rearing shoulpréferred over foster care (Allen & Vacca,
2011; Whetten et al., 2009). We add to this didomsky examining the prevalence of child
sexual abuse (CSA) in residential and foster camd,comparing the prevalence estimates in

both types of care with the prevalence of CSA endkneral population.

Child Sexual Abuse

CSA is defined here as every form of sexual intewacvith a child between 0 and 17
years of age against the will of the child or withthe possibility for the child to refuse the
interaction. Such interactions can include penietnaimolestation with genital contact, child
prostitution, involvement in pornography, or voyisuar (Sedlak et al.,, 2010), and refer to
sexual acts by adults as well as peers.

The United Nations Convention on the Rights of @tald (1989) formulates that
state parties should take all appropriate meastoegrotect a child from all forms of
violence, maltreatment, or exploitation, includisgxual abuse, while the child is in the care
of parent(s) or any other person who has the chteeochild. To date, this convention has
been adopted by 193 parties. However, meta-anadyiaence indicates that CSA is still a
global problem with lifetime prevalence rates betwet per 1000 children for sentinel
studies and 127 per 1000 children for self-reptutlies (Stoltenborgh, Van 1Jzendoorn,
Euser, & Bakermans-Kranenburg, 2011). Among thgelsirand most comprehensive studies
on the prevalence of child maltreatment includingACare the national incidence studies
(NIS; Sedlak, 1991; Sedlak & Broadhurst, 1996; Skdét al., 2010). The NIS are
periodically conducted in the US since 1979, useyprts from professionals working with
children and CPS reports to calculate prevalenes i&f child maltreatment. The most recent
version of this study, the NIS-4 (Sedlak et al1@0 reports that 180,500 children or 2.4 per
1000 children experienced CSA in 2005/2006. Theesaentinel survey methodology was
used in combination with self-report by high schsinidents in two Dutch replications of the
NIS: The Netherlands’ Prevalence Studies of Malinemt of Youth (NPM-2005: Euser,
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Van |Jzendoorn, Prinzie, & Bakermans-Kranenburgl020NPM-2010: Alink, Van
IJzendoorn, Bakermans-Kranenburg, Pannebakker, I¥0§eEuser, 2011). The most recent
version of the NPM (NPM-2010; Alink et al., 201T)osved prevalence estimates of CSA in
2010 in the Netherlands between 0.8 per 1000 @rl@ased on reports from professionals)
and 58 per 1000 children (based on self-report).

The majority of CSA victims are female (Pereda,|&ai, Forns, & Gomez-Benito,
2009; Stoltenborgh et al., 2011), while the mayoat perpetrators of CSA are male (Sedlak
et al., 2010; Romano & De Luca, 2001). Higher pkevee rates among girls may be caused
by both the increased number of actual experien€&SA among girls and by the higher
reluctance of boys to disclose CSA experiences.sBogy feel more ashamed about the
abuse or fear to be labeled as homosexual (Romabe &uca, 2001). Typically, and in
contrast with other types of maltreatment, literatan CSA includes both intra- and extra-
familial perpetrators (Black, Heyman, & Smith SI&000). For instance, the NIS-4 showed
that in 40% of the cases the perpetrators of CSre wet the (biological) parents or parents’
partners of the child but other people, such asrddmily members or babysitters (Sedlak et
al., 2010).

Child sexual abuse is associated with a varietyshadrt- and long-term negative
effects. Victims of CSA are likely to show sexualizbehavior and have an increased risk to
develop various types of psychological difficultissich as anxiety, depression, aggression,
suicidal ideation, low self-esteem, and school [@wois (Cutajar, Mullen, Ogloff, Thomas,
Wells, & Spataro, 2010; Trickett, Noll, & PutnamQ12; Tyler, 2002). Furthermore, as
compared to non-abused individuals, victims of GB& at increased risk for recurred sexual
victimization and may as parents place their owildodn at risk for abuse and neglect
(Barnes, Noll, Putnam, Trickett, 2008; Tricket, N& Putnam, 2011). The large impact of
CSA necessitates protecting children against thge bf abuse. This protection is especially
important for children who have been removed frome thome due to maltreatment
experiences, because these children may be monerable for becoming victims of CSA
than children living with their (biological) parenfe.g., Benedict, Zuravin, Brandt, & Abbey,
1994).

Residential and Foster Care
When children are abandoned or orphaned, or ngiepiypcared for by their parents,
they can be placed out of the home in either resialeor foster care. There are indications

that children growing up in residential care anstdéo care have a higher risk of maladaptive
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development, such as socio-emotional problems amekrl cognitive functioning, than
children living in biological families. A study iGreece (Vorria, Rutter, Pickles, Wilkind, &
Hobsbaum, 1998) found that 9-11-year-old childretong-term residential care show more
emotional and behavioral difficulties, as compat@ahildren raised in a two-parent family.
Also, meta-analytic evidence showed that childreawing up in residential care have lower
IQ scores than children growing up in a family careangement (Van IJzendoorn, Luijk, &
Juffer, 2008). Although several studies have detnatexl that family-reared children show
an improved development compared to institutiomalizhildren, children in foster care are
also at risk for cognitive and socio-emotional pents compared to children growing up in
their biological families. One of the reasons fustincreased risk may be the fact that foster
care is often not a stable child rearing arrangeén{@&len & Vacca, 2010, Newton,
Litrownik & Landverk, 2000; Strijker, Knorth, & KneDickscheit, 2008). Many foster
children frequently move from foster home to fogteme (Allen & Vacca, 2011), up to 4.2
placements within 1.5 years in the US (Leslie, lsueak, Horton, Ganer, & Newton, 2000).
This does not only mean that foster children angosgd to multiple caregivers and foster
families during a short time period, but also tiiety are confronted with unstable school and
peer-related environments.

Although children in both residential and fosterecalo not develop as well as
children growing up with their biological parenfester children seem to be better off than
children in residential care. One of the studiesygaring the development of children in
institutional care to that of children in fostereas the Bucharest Early Intervention Project
(BEIP), in which young institutionalized childrereve randomly assigned to foster care or to
continue institutional care in Romania (e.g., Ne|sdeanah, Fox, Marshall, Smyke, &
Guthrie, 2007; Smyke, Zeanah, Fox, Nelson, & Geth2D10). The impaired developmental
outcomes of children in residential care comparethbse of children who went to foster
families indicate that residential care is detritaéto children’s development in virtually all
domains, notably the cognitive and socio-emotiath@inain. Residential care is typically
characterized by frequent shifts and instabilitycafegivers and caregivers may not be as
emotionally involved with a child as a (biologicgdarent would be, since the child will
sooner or later leave the institution or the specgroup within the institution (Van
IJzendoorn et al., 2011). Besides frequent shiftacegivers, there are also frequent changes
in the composition of residential groups, forcirgldren to forge new peer relationships.

In addition to the delayed development of childireresidential and foster care, these

children might also be at greater risk for CSA (eRgnedict, Zuravin, Brandt, & Abbey,
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1994; Hobbs, Hobbs & Wynne, 1999). There are tlpessible explanations for this
increased risk. First, children who have been resddvom the home often show emotional
and behavioral problems. Such problems may makilrehi more vulnerable and their
behavior can elicit further maltreatment. Howelaifee and colleagues (2004) found that
there is a limit to child effects: Difficult and ercive child behavior can provoke corporal
punishment, but the occurrence of physical abusargely explained by family factors and
not by child characteristics. It is however unknowhether this is also the case for CSA.
Second, the non-biological relationship betweendotin and their caregivers in residential
and foster care may increase the risk for CSA. &ample, results of the first Dutch
Prevalence study of Maltreatment of Youth (NPM-200Bdicated that children in
stepfamilies are at increased risk for maltreatnearhpared to biological families (Van
IJzendoorn, Euser, Prinzie, Juffer, & Bakermansnkérdourg, 2009).Third, residential
groups often have a mixed gender composition, &ildren with the most severe problem
behaviors are frequently placed together in theesgraup (Colton, 2002; Van 1Jzendoorn et
al., 2011). Without sufficient monitoring of theogip interactions by professional caregivers
the mixed nature of the residential groups andstiaeere problem behaviors of the group
members may easily trigger peer sexual abuse.

A number of studies examined CSA in youth care simolwed high levels in both
residential and foster care (e.g. Benedict, ZuraBnandt, & Abbey, 1994; Rosenthal, Motz,
Edmonson, & Groze, 1991; US Department of Jus#ifé)). However, none of these studies
compared the prevalence rates of CSA in residecdiad and foster care. Furthermore, these
studies were often based on self-report of childuo experienced CSA, and they did not
use a randomly selected sample. For instance, R@deand colleagues (1991) examined
290 cases of abuse reported to an advisory conendted Benedict and colleagues (1994)
examined cases of CSA reported to the CPS. Thisnsnézat only children who were
reported to this committee or to the CPS were takenaccount, while many non-reported

cases were not taken into account.

The Current Study

The prevalence of CSA in residential and fostee desas never been systematically
examined. The current study addresses this gapg wsirandom sample of adolescents in
residential and foster care reporting on their @xperiences with CSA, and professionals
working with children reporting on cases of CSA.rtRarmore, earlier findings from the

NPM-2010 (Alink et al., 2012) applying the same Inoels are used as a comparison group
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from the general population. The research methoth@fpresent study is largely similar to

the method used in the NPM-2010 (Alink et al., 20EXcept for some adjustments to the
Dutch youth care system. Therefore, it is posgibleompare the prevalence estimates from
the current study with the prevalence rate of Cs#e general Dutch population.

The following research questions will be addres&g¢dVhat is the overall prevalence
of CSA in youth care?; 2) Does the prevalence oA @Sresidential care differ from the
prevalence in foster care?; 3) Do the prevalentmates of the current study differ from the
prevalence of CSA in the general Dutch populatioh?What are the characteristics of
victims and perpetrators of CSA in youth care kexpected that CSA occurs more often in
youth care than in the general population. In aoldjt because of the greater lack of
continuity of care and the group settings in residé care, we expect that the risk for CSA is
higher in residential care than in foster care.e@iprevious finding on the characteristics of
victims and perpetrators of CSA, it is expected thids experience more CSA than boys,
while more perpetrators of CSA are male than fenfaleally, because both residential and
foster care are care arrangements with a numbehitafren living under the same roof, we

expect that peers living in the same care arrangeare often perpetrators of CSA.

Method
Participants
Youth care facilities

Both the sentinels and the adolescents were sdl&c four types of care facilities
in the Netherlands: 1) foster care, 2) regulardesiial care (in which children are free to
leave the facility), 3) secure residential carewimch children are not allowed to leave the
facility; see Harder, Knorth & Kalverboer, 2012)da4) juvenile facilities. A list of these
four types of Dutch youth care facilities was mdmesed on a publication of all Dutch
facilities for youth care (Sociale Kaart Jeugdz2@d 1, 2010).

Of all children who stayed in a Dutch youth careilfey in 2010, 52% lived in foster
care, 39% in regular residential care, 6% in seceselential care, and 3% lived in a juvenile
facility. In order to realize a representative dlmition of these types of facilities in our
sample, we selected the four types of facilitiespprtionate to the numbers of children
staying in these types of facilities in the Netheds. This led to the inclusion of all
(locations of) foster caren(= 25), secure residential cane £ 15), and juvenilen(= 11)
facilities. From the 224 regular residential caaeilities, a random selection of 20 facilities

was drawn (one facility can consist of multipledtions). After the board of the selected
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facility gave permission to participate, a contpetson of the facility assisted in randomly
selecting professionals and adolescents for theystim total, 82 locations were asked to

participate in the study and 79 locations (96%gadrto participate.

Sentinels

Professionals from the selected care facilitiesewsampled based on the following
criteria: 1) the employee worked directly with ttigldren staying at the facility (e.g., group
care workers) and 2) the employee had been wotkirsgyouth care facility since 2010 or
before. From each foster care, regular residecdiad, and juvenile facility, five professionals
were randomly selected. From each secure residi@atia facility two professionals were
selected. In all residential facilities (includingzenile facilities), only one professional was
selected from each group to prevent professioregderting on the same group of children.
Analogous to the NIS (Creighton, 2002) these seteprofessionals are called sentinels. To
compensate for possible non-response, a similabeuwf professionals were selected from
each facility, but they were only contacted if amremore sentinels in the first group did not
participate. In total, 411 sentinels were invitedparticipate by e-mail, which included a
short introduction of the study, a link to the #gation form and a link to unsubscribe for
participation. Participating sentinels € 264) received a compensation of ten euros for

participation.

Adolescents

Participants of the self-report study were adoletscevho stayed in one of the
participating care facilities. Adolescents weregiblie for participation if they met the
following criteria: 1) between 12 and 17 years géan 2010, 2) stayed in a youth care
facility in 2010, and 3) without intellectual dishites. A random selection from all eligible
adolescents was made: 12 adolescents from eaclaregsidential care and juvenile facility,
10 from each foster care facility, and 5 from eadture residential care facility were
selected. To compensate for possible non-resp@msequal number of adolescents were
selected from each facility, but they were only teated if one or more adolescents in the
first group did not participate. All selected adments and their legal guardians were
informed about the study by mail and asked for p&sion to participate. In the case of foster
care placement, the foster parents were also idrabout the study. Adolescents who
agreed to participate were visited in their residércare facility or foster home by one or

two research assistants. They completed the digitastionnaire on the research assistant’s
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laptop. After completing the questionnaire, papidrits received a leaflet with information
about possible effects of traumatization and cdniatormation for help or support.
Participating adolescents received a compensatitenceuros. In total, 669 adolescents were
invited to participate; 341 (51%) adolescents dbtuparticipated in the study. Data
inspection showed that 12 adolescents had systearaivering tendencies or provided very
unlikely answers (e.g. over 100 perpetrators). €redolescents were not taken into account
in the analyses, leading to a final sample of 3@8lescents. Somewhat more than half of
these participants were male (56%), and they wetwden 12 and 19 years old at the time of
participation M = 15.67;SD= 1.66). 46% had at least one parent of non-Datigin.

The research protocol of the study was approvedhbyEthical Committee of the

Leiden University Medical Center.

Measures
Sentinel registration form

The standardized registration form, based on the fased for the NIS (Creighton,
2002), NPM-2005 (Euser et al., 2010), and NPM-2Q4link et al., 2012), was digitalized
for this study. Sentinels were asked to report lbchaldren for whom they suspected child
sexual, physical, or emotional abuse or physicakmotional neglect. The current study
focuses on sexual abuse. The form included opeaecqdestions to describe the abuse and
possible injury, and closed-ended questions abbatracteristics of the child and the
perpetrator, the location and period of the malineat, and the frequency with which the
maltreatment has occurred. Finally, the sentinetsewasked to estimate the number of
children they had worked with in 2010.

Coding of sexual abuse

The cases of child maltreatment reported by théirsda were independently coded
by six trained coders (including one expert codaowalso coded cases in the NPM-2010
study), to decide whether the case qualified asaeabuse (based on the definitions used in
the NPM-2010 [Alink et al., 2011] and the NIS-4 {f&k et al., 2010]) and to classify the
case in one of five types of sexual abuse: 1) deafmase with penetration, 2) sexual abuse
with genital contact (without penetration), 3) salkabuse with physical contact (without
genital contact and/or penetration), 4) sexual abughout physical contact, and 5) other
sexual abuse. To determine reliability, the five@s independently double coded 25% of all

cases 1f = 89) with the expert coder. The mean inter-caddiability (kappa) for sexual
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abuse was .95 (98% agreement). The mean inter-celi@bilities for the different types of
sexual abuse were: .86 (98%) for sexual abuse patietration, .64 (95%) for sexual about
with genital contact, .74 (96%) for sexual abusthwhysical contact, .73 (96%) for sexual
abuse without physical contact and .75 (93%) ftieptsexual abuse. The range in kappas
was .59~.96 (93% ~ 98%). All cases were coded asggrby two coders. In case of

disagreement, the case was discussed to conseitbubevexpert coder.

Self-report questionnaire

The questionnaire, based on the NPM-2010 (Alinkalet 2012; see also Lamers-
Winkelman, 2007), consisted of questions derivednfthe Dating Violence Questionnaire
(Douglas & Straus, 2006) and the Parent-Child Ganflactics Scales (CTSPC; Straus,
Hamby, Finkelhor, Moore, & Runyan, 1998) that werabedded in a series of questions
about unpleasant and nasty incidents (such asimgilynonviolent discipline by parents
(CTSPC; Straus et al.,, 1998), the social desitgbiiems from the Dating Violence
Questionnaire (Douglas & Straus, 2006), and questi@bout socio-demographical
characteristics of the children and their familiesthe NPM-2010 four questions were asked
about sexual abuse. For the current study, 20 igmesabout sexual abuse were added (six
based on Hamby & Finkelhor, 2000; see also FinkelHamby, Ormrod & Turner, 2005;
Helweg-Larsen, & Larsen, 2006) resulting in a tatbR4 items on sexual abuse (e.g., An
adult has had sex with me; A child/adolescent urideyears of age forced me to touch
his/her genitals).

If one of the questions about sexual abuse wasexssin the affirmative, questions
were asked about characteristics of the perpeirdtoe location and period of the
maltreatment, and the frequency with which the raatment has occurred. The sexual abuse
guestions were grouped into five subcategoriestief.categories used in the sentinel study):
1) sexual abuse with penetration, 2) sexual abugegenital contact (without penetration),
3) sexual abuse with physical contact (without tgrdontact and/or penetration), 4) sexual
abuse without physical contact, and 5) other seabase.

Statistical procedures
Prevalence rate

The prevalence rate of child sexual abuse (CSA) nefiscted as the proportion of
reported cases of CSA in relation to the numbesbsierved children in 2010. To obtain this

number, the sentinels’ estimates of the numbeshiddren they worked with in 2010 were

10



Child Sexual Abuse in Residential and Foster Care Saskia Euser

summed. This was done separately for sentinels foster care and residential care (regular
residential care, secure residential care, andnjlesdacilities). Prevalence rates for both
types of care and for the different types of sexalalse were calculated with the following
formula:

X = < LTot,,,-
Tot,

In this formula,X represents the prevalence estim@tés the number of cases of CSPot

is the number of children observed by the sentiaetsTot,o, represents the total number of

children in the population (see Table 1). Summatibthe absolute prevalence estimates for
foster care and residential care leads to the potalalence rate of CSA in the Dutch youth

care system.

The same procedure was used to estimate the pneeatd CSA in the self-report
study. In this case, the total number of observkhiden is equal to the number of
adolescents who filled out the questionnaire. H@wgthe proportion was not multiplied by
the total population to obtain an absolute prewa@eastimate, since we were not able to
calculate the total number of children between 4@ &7 years of age who stay in Dutch
youth care facilities. To calculate the overallyaence estimate based on self-report, all 24
items about sexual abuse were taken into accouneler, when comparing the prevalence
rate in youth care with that found in the NPM-200@J)y the four questions used in the
NPM-2010 were used. Furthermore, the sample ofNR&1-2010 was matched with the

sample of the current study based on educational &d ethnicity.

Table 1

Total Number of Participating Sentinels, NumbeReported Children, Sample Size of
Children Observed by the Sentinels and Total Pdpriaof Children in Dutch Youth Care
Facilities, per Type of Facility

Total Number of Sample size of Total population of

number of reported observed children in Dutch

Type of facility sentinel$ children children facilities®
Foster care 117 8 3,466 24,150
Residential care 153 18 2,815 22,677
Total 26 6,281 46,827

"The sentinels from foster care and residential canmot be summed, because some
sentinels reported on both types of care. A tatahlper of 264 sentinels reported on foster
care and/or residential care.

2 Derived from Jeugdzorg Nederland (2011) and Pleregiederland (2011).

11
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Confidence intervals

To determine whether prevalence rates were sigmifig different, Wilson estimates
for the 84% confidence interval (84% CI) were cited around each prevalence estimate
(Wilson, 1927; Alink et al.,, 2011; Euser, Van lJdearn, Prinzie, & Bakermans—
Kranenburg, 2010; U.S. Department of Justice, 2WEd IJzendoorn et al., 2007; Moore &
McCabe, 1996). Because the data from the sentmelbt be clustered, a correction for
design effect was applied to the confidence intere&the sentinel study (Hox, 2002; Kish,
1965). If confidence intervals of two estimatesr{ga overlap, the prevalence rates are
assumed to be not significantly different (Goldst& Healy, 1995; Julious, 2004; Payton,
Greenstone, & Schenker, 2003).

Results

Sentinel Study
Prevalence rates

The overall prevalence estimate for 2010 and thienates for the different types of
CSA are shown in Table 2. In total, the sentinelsorted 26 cases of CSA. Based on the
number of observed children and the total populatdd children in Dutch youth care
facilities, the overall prevalence estimate of CBAyouth care facilities (residential and
foster care) in 2010 was 201 children or 4.3 (84B2.@ ~ 8.5) per 1000 children.

The overall prevalence estimate of CSA in fostee a@as 56 children or 2.3 (1.0 ~
5.6) per 1000 children. In residential care theralNgrevalence of CSA was 145 children or
6.4 (4.9~9.3) per 1000 children. Children in renitl care were on average somewhat older
(89% were 12 years or older) than children in fostee (32% were 12 years or older). To
prevent a possible age effect when comparing tleepwpulations, the prevalence estimates
were recalculated for children aged 12 years oeroldror this age group, the overall
prevalence estimate of CSA in foster care (4.6~1379] per 1000) was not significantly
different from the estimate in residential care (8.1~11.4] per 1000).

12
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Table 2

Prevalence Estimates of CSA in 2010, based onréeReports: Overall Number of Children
Reported by the Sentinels, Prevalence Estimatés3dkoe Confidence Intervals, and Estimated
Absolute Numbers of Abused Children

Number of Prevalence Estimated
reported estimate number of abused

Type of CSA childrert (%0)"  84% CF children
Overall prevalence 26 43 2.3~-85 201
Physical contact 20 30 1.4-638 138
Penetration 7 1.2 0.4~4.2 54
Touch (genitals) 10 1.6 0.6~4.9 76
Touch (not the genitals) 3 05 0.2-21 24

No physical contact 3 05 0.2~21 24
Other 5 0.8 0.2~3.7 38

" The numbers of children and the prevalence estsnaithin Overall prevalence (Physical
contact, No physical contact, and Other) and witiysical contact (Penetration, Touch
[genitals], and Touch [not the genitals]) do nahgio the total, since children can have
experienced multiple types of sexual abuse.

2 The reported Cl is corrected for possible desftgre

Comparison with the general population (NPM-2010)

The second Dutch Prevalence Study of Maltreatmeégboth (NPM-2010; Alink et
al., 2012) showed that on the basis of sentinars2,796 children or 0.8 (84% CI 0.4 ~1.2)
per 1000 children between 0 and 17 years of ageekperienced CSA in the Netherlands in
2010. The confidence interval did not overlap viita confidence interval of overall CSA in
youth care (2.3~8.5 per 1000), indicating thatphevalence estimate of CSA in Dutch youth
care facilities was significantly higher than threymlence in the entire Dutch population (see
Figure 1a). The confidence interval for foster ddr€~5.6) was partly overlapping with that
for the Dutch population; children in foster caried dot experience CSA more frequently
than children in the general Dutch population id@QFigure 1b). Since in our sample most
children in residential care had a minimum age Zfthe prevalence estimates for children
aged 12 years or older were compared with thahwfesage category of the NPM-2010. The
prevalence rate of CSA in the general Dutch popmriawas 0.7 (0.4~0.9) per 1000 children
aged 12 years or older. The prevalence estimatesidential care (5.8 [3.1~11.4] per 1000)
was significantly higher (Figure 1c); children esidential care more frequently experienced

CSA in 2010 than children aged 12 years or oldé¢hengeneral Dutch population.
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Figure 1.(a) Prevalence estimates (%o) of child sexual alu@®10 based on sentinel reports in the general
Dutch population and overall youth care. (b) Prenaé estimates (%o) of child sexual abuse of chlavigh

a minimum age of 12 years based on sentinel repotte general Dutch population and in residerdsak.

(c) Prevalence estimates (%o) of child sexual abus2010 based on sentinel reports in the generéttbDu

population and foster care.

Child characteristics

The sexually abused children reported by the selstiwere between 4 and 17 years
of age, 72% were 12 years of age or older, 92%efréported children were female, 24%
had an intellectual disability, and 80% were bonnthhe Netherlands. In the sample of
observed children, slightly more than half (52%Yyeviemale. A proportion test showed that
females more frequently experienced CSA than n{afd4,26] = 21.43p <.01).

Perpetrator characteristics

In 60% of the cases of CSA one perpetrator waslvedoand in all other cases two or
more perpetrators were reported by the sentingpe®ators were foster parents (19%),
adolescents who stayed in the same residentiditya(@9%) or foster home (10%), other
adolescents (10%), or people who were unknown écséntinel (32%). Of all perpetrators,
82% were male, 11% were female, and of 7% of tmpgteators the gender was unknown. In
34% of the cases the perpetrator was 21 years rolgbunger, in 22% of the cases the
perpetrator was older than 21 years and in 44%@fcases the age of the perpetrator was

unknown.
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Self-report study
Prevalence rates

In total 78 adolescents reported at least one ofp€SA. This leads to an overall
prevalence estimate of sexual abuse in youth caoities in 2010 or 248 (84% CI 217
~286) adolescents per 1000 (see Table 3).

More than half of the adolescents (51%) stayedesidential care, 35% stayed in
foster care, and 14% of the adolescents reporegdhiby stayed in both residential and foster
care in 2010. There was a significant differencevben the overall prevalence estimate of
CSA in foster care and residential care (TableA8plescents in foster care (168 [129~230]
per 1000) experienced CSA less frequently than emdehts in residential care (280
[236~336] per 1000) or adolescents in both resideand foster care (341 [257~452] per
1000). The difference between residential care @t residential and foster care was not

significant.

Table 3
Prevalence Estimates of CSA in 2010 per Type afébébuse, based on self-report: Sample
Size, Overall Number of Adolescents that Reportsd&@ Abuse, and Prevalence Estimates

with 84% Confidence Intervals

Number of Prevalence
adolescents that estimate

Type of CSA N  report CSA (%0)>  84% BI
Overall prevalence 314 78 248 217~286
Physical contact 314 59 188 161~223
Penetration 315 27 86 68~114

Touch (genitals) 316 39 123 102~154

Touch (not the genitals) 319 27 85 67~112

No physical contact 316 53 168 142~202
Other 312 9 29 20~49

! Participants who did not want to answer specifiesgions are considered missing.

2 The numbers of children and the prevalence estienaithin Overall prevalence (Physical
contact, No physical contact, and Other) and wiktnysical contact (Penetration, Touch,
genitals, and Touch not the genitals) do not suthédotal, since children can have
experienced multiple types of sexual abuse.

15



Child Sexual Abuse in Residential and Foster Care Saskia Euser

Comparison with the general population (NPM-2010)

The prevalence estimates based on self-reportstiieraurrent study were compared
with those from the NPM-2010. To control for possileffects of educational level and
ethnicity, a random NPM-sample was selected (543) with equal percentages of highly
educated adolescents (13%) and adolescents bdine Netherlands (87%) as in the sample
of the current study. In this NPM-2010 sample, ghevalence estimate of CSA was 74 (84%
Cl 61~93) per 1000 adolescents. On the basis of fthe items used in the NPM
guestionnaire, the prevalence of CSA in youth dacdities was 143 (120~176) per 1000
adolescents. Based on self-report measures, thalpnee estimate of CSA in Dutch youth
care facilities was significantly higher than iretmatched Dutch population (see Figure 2).
Similar to the sentinel study, the prevalence est@s in the Dutch population and in foster
care (55 [36~104] per 1000; based on the four NE&whs) were not significantly different
(Figure 3). However, the prevalence estimate of @Sresidential care (194 [157~245] per
1000 adolescents) was significantly higher thatineDutch population (Figure 3).

300

250
200 - “V

150

100 - _|_
J_ ‘{
50 J_
0
Dutch population  Overall youth care Foster care Residential care

Note. The NPM-2010 and youth care sample are mdtochesducational level

and ethnicity for comparison.

Figure 2 Prevalence estimates (%o) of child sexual abu29i® based on self-report in the

Dutch population, youth care, foster care, andesdial care.
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Adolescent characteristics

Adolescents who reported CSA were between 12 angeafs of age at the time of
participation in the studyM = 15.73,SD = 1.47), 60% were female, and 49% had at least
one parent of non Dutch origin. It should be ndtest only adolescents of 12 years or older
were selected to participate. Girls reported exgpees of overall CSA more frequently than
boys * [1,314] = 10.32p < .01). No differences were found for adge[(,314] = .21; p =
.65) or ethnicity £* [2,314] = .83;p = .66) between adolescents who did and who did not
report CSA.

Perpetrator characteristics
Nearly half of the adolescents who reported CSA4}@id not want to report on

their relationship with the perpetrator. Furthereyot3% of the adolescents reported to be
sexually abused by their foster parent or anottlaltanember of the foster family, 6% by an
employee of the residential facility, 12% by an ladoent from the same foster home, 29%
by an adolescent from the same residential facilB26 by some other adult, and 15% by
some other adolescent. Of the adolescents wheegatrabout the perpetrator, 77% reported
that at least one of the perpetrators was 21 yasige or younger and 41% reported that at
least one of the perpetrators was older than 2isyefage. 72% of the victims of CSA
reported that at least one of the perpetratorsmalse, 32% of the CSA victims reported that
at least one of the perpetrators was female, amdi¢hder of at least one of the perpetrators

was not reported by 22% of the victims.

Discussion
Children who are placed in youth care experiencé @fre frequently than children in the
general Dutch population. Based on sentinel repartstal number of 201 children or 4.3 per
1000 children experienced CSA in youth care in 20k& separate year prevalence rates for
residential care and foster care were 6.4 per @D 2.3 per 1000, respectively. These
prevalence rates did not differ significantly. Tpeevalence estimates based on self-report
were considerably higher than those based on stm@ports: 248 per 1000 children in
overall youth care, 168 per 1000 children in fostare, and 280 per 1000 children in
residential care. In contrast to the results basedentinel reports, adolescents in residential
care reported significantly more CSA than adoletscenfoster care.
To test whether the prevalence of CSA in foster @sttential care is different from

the prevalence rate in the general populationfititietngs were compared with the prevalence

17



Child Sexual Abuse in Residential and Foster Care Saskia Euser

rates of CSA found in the NPM-2010 (Alink et alQ12). As expected, CSA occurs more
frequently in youth care, and residential care anmtipular, than in the general population.
There was no difference between the prevalenceSA @ foster care and in the general
population. Similar results were found for the seitand self-report studies.

The current findings cannot provide any causal axgiion for the divergence
between residential and foster care so we canspdgulate about this. As discussed before,
the characteristics of residential care settingg bwresponsible for a higher prevalence of
CSA. It has been suggested that the absence afl@giwal relationship between the child
and the caregiver can increase the risk for CSAy(RaWilson, 1994). However, since we
only found an elevated risk for children in resitigincare and not for children in foster care,
the absence of a biological relationship cannothieeonly risk factor for CSA. Residential
care settings have previously been associated'stitictural neglect’ (Van 1Jzendoorn et al.,
2011). In a care arrangement with a large flowathlcaregivers and children, it is difficult
for a child to develop and maintain stable relatlops with their caregivers and peers.
Moreover, children in residential care live in largroups of children that often consist of
both boys and girls and children with the most sevaroblem behaviors are frequently
placed together in the same group. This may ineréas risk of CSA, also by peers, who

were the perpetrator in about half of the casdékarcurrent study.

Based on sentinel reports and self-report of adelets, girls were more frequently
victims of CSA. Since relatively more boys thanlgjiare staying in residential care as
compared to foster care, the gender differenceataaccount for the higher prevalence rates
in residential care. Other studies also found algedifference in prevalence rates of CSA.
A comprehensive meta-analysis on the worldwide gence of CSA showed that girls
reported CSA more frequently than boys (Stoltenbartgal., 2011).

The same meta-analysis also reported a large gesacy between sentinel and self-
report prevalence rates (Stoltenborgh et al., 20B&fause of these expected differences
between sentinel and self-report both approaches imeluded in the current study. Indeed,
we found large differences between prevalence astsnbased on sentinel reports and self-
report, with adolescents reporting considerably en@SA than sentinels. One of the
explanations for the different prevalence ratesh&t sentinels only report about cases of
CSA that are known to them. CSA is a great tabab therefore children may not always

disclose their experiences to the youth care psadaals. The fact that more than half of the
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adolescents in our study did not want to report e abuser was shows that victims of

CSA are reluctant to talk about their experien@gn in an anonymous questionnaire.

Therefore, it is likely that the cases of CSA repdrby professionals are only the top of the
iceberg (Creighton, 2002; Stoltenborgh et al., 30Furthermore, the prevalence estimate
based on adolescent self-report may be an ovarnaderestimation, since adolescents might
interpret questions about different types of sexalmise differently from what was meant by

the researchers (Stoltenborgh et al., 2011). Toexethe prevalence rates in the current
study based on sentinel reports should be considesea lower bound and those based on
self-report as an upper bound; the actual preveleate of CSA in residential and foster care
may be somewhere in between.

It should also be noted that the current studysseskyear prevalence and not life-
time prevalence of CSA. The former is generallyoasged with lower prevalence rates
compared to life-time prevalence (Stoltenborghlet2011). This should be kept in mind
when interpreting the high year prevalence estiméidend in the current study. Only in one
year and based on sentinel reports, already ov@mD2@ch children placed out of the home
experienced CSA. Lifetime prevalence of CSA inaestial and foster care would show
even higher rates.

Because of the large differences based on methggoibis not possible to give a
reliable absolute number of victims of CSA in resitial and foster care. However, and more
importantly, we were able to compare our resulth wiose in the general population (Alink
et al., 2012), because of similar methods. Compasidbetween youth care prevalence rates
based on sentinel and self-report on the one haddyaneral population rates on the other
converged. Both approaches showed a higher preaga@nCSA in youth care compared to
the general population, and in both approachesdiffsrence was mainly accounted for by
the high prevalence estimate in residential care.

The definition used in the current prevalence stutjuded sexual acts by both
adults and peers. In about half of the reportecesasf CSA by both sentinels and
adolescents, the perpetrator was a peer who didlarot stay in the same residential facility
or foster home as the victim. Perpetrators in ttieerocases of CSA were foster parents,
employees from residential facilities, or otherkmoown adults. Other studies examining
CSA in youth care facilities also found that CSAnist only perpetrated by adults (e.qg.
Hobbs, Hobbs, & Wynne, 1999). An important implioatof this finding is that not only
child-caregiver relationships in residential andtés care should be closely examined, but

peer relationships in residential and foster caedrmore supervision to prevent CSA.
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Some limitations of the current study should be sodered. First, branch
organizations and management teams of youth canétiés were at first reluctant to
participate, which has led to a delay in data ctib@. This increased the time interval
between participation and the period about whiah g¢kntinels and adolescents reported
CSA, leading to a possible underestimation of ttevglence of CSA. A second limitation
pertains to the measurement of CSA. On the one,hssmtinel reports provide valuable
information, but it is likely that sentinels aretreware of all cases of CSA. On the other
hand, retrospective self-report of children may ehdimited reliability and validity.
Nevertheless, the comparisons with the general |popn still hold, because the two
approaches of the current study were similar tesehosed to assess CSA in the general
population. Results from both approaches conveanggat they indicate higher prevalence

rates in residential care as compared to the gepepalation.

In light of the current findings we return to trenewed debate about residential and
foster care. It has been argued that residentra isaa good alternative to foster care and
might even be better for the development of childtean community rearing (Allen &
Vacca, 2011; Whetten et al., 2009). For examplerAlind Vacca (2011) state that children
in foster care would lag behind in their acadensiti@vements due to the frequent placement
changes and the system would fail to prepare @amnldor life after they have aged out of
foster care. Instead of the current foster carg¢esysit is proposed to look at properly
working residential care settings and implemensehas an alternative to foster care (Allen
& Vacca, 2011). However, these arguments for regidiecare as a better alternative to
foster care do not hold in light of the increaseelvplence of CSA in residential care. Based
on our results we can conclude that children ateebeff in foster care. However, because
we have shown that CSA still occurs in foster fasil policy should also be directed at
improving foster care, such as reducing the nunolbgriacements, and optimal support for
foster parents taking care of these vulnerablel .

In conclusion, the current findings show that atafd in residential care are at
increased risk for CSA, compared to children gragaup in (foster) families. The prevalence
of CSA in foster care is not different from the geal population. Placement in foster care
should therefore be preferred, but not without iovements of its quality. Residential care
should be reduced in quantity and only be used aksa resort. Together, these
recommendations may result in a safer environmentchildren who have been removed

from their homes.
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