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Child maltreatment
and alcohol
STRONG LINKS HAVE BEEN FOUND between child maltreat-

ment (Box 1) and alcohol use, especially when drinking is harmful or
hazardous (1). A number of studies have established that alcohol is a
significant contributory factor to child maltreatment, and many show
that being maltreated as a child is associated with marked increases in
the risk of hazardous or harmful drinking in later life. This fact sheet
details the role of harmful alcohol consumption in child maltreatment;
its lifelong impact on alcohol use patterns in people who were maltreated as children, and the role of public health in prevention.

	Harmful use of alcohol is defined as a pattern of alcohol use that causes damage to health.
Hazardous alcohol use is defined as a pattern of alcohol use that increases the risk of
harmful consequences for the user (World Health Organization, http://www.who.int/
substance_abuse/terminology/who_lexicon/en/).
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Links between alcohol use and child maltreatment
While there are strong relationships between alcohol and interpersonal violence in general (6), specific links between alcohol and
child maltreatment include the following:
• Harmful alcohol use can directly affect physical and cognitive function (7), reducing self-control and making an individual
more likely than otherwise to act violently (8), including towards
children.
• Harmful alcohol use by parents and caregivers can impair their
sense of responsibility and reduce the amount of time and money
available to spend on the child. In such cases children’s basic
needs can be neglected (9).
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• Harmful parental alcohol use is associated with other parental
problems such as poor mental health (10) and anti-social personality characteristics (11). Such factors increase the risks of
child maltreatment.
• Experiencing maltreatment as a child is associated with hazardous and harmful use of alcohol later in life (12), often to cope or
self-medicate (13).
• Harmful maternal alcohol use during pregnancy can result in the
child developing fetal alcohol syndrome (FAS), or fetal alcohol
effects (FAE) (14). Such conditions in infants are associated with
increased risk of their maltreatment, and are associated with
delinquent and sometimes violent behaviour in later life (15).
• Allowing children unsupervised or unrestricted access to alcohol
that enables them to become regularly drunk (16) can damage
their mental and physical health leading to an increased risk of
violence (17,18).

Magnitude of alcohol-related child maltreatment
Studies in many countries report associations between harmful
alcohol consumption and perpetration of child maltreatment (e.g.
South Africa [19]; Colombia [20]; Latvia, Lithuania, Moldova,
The Former Yugoslav Republic of Macedonia [21]; the United
States [22]; the United Kingdom [23]). However, studies that
quantify the involvement of alcohol use in the perpetration of child
maltreatment are rare and have been conducted almost exclusively
in high-income countries. Where figures are available, methodological differences between countries complicate comparisons,
which are further confounded by substantial under-reporting of
child maltreatment to both health and judicial systems. However,
findings include:
• In the USA, 35% of offenders of parental child abuse had consumed either alcohol or drugs at the time of the incident (24).
• In Germany, around 32% of offenders of fatal child abuse
(1985–90) were under the influence of alcohol at the time of the



crime, and 37% of offenders suffered from chronic alcoholism
(25).
• In the Northern Territory, Australia, FAS or FAE were reported
in 1.7 per 1 000 live births, increasing significantly to 4.7 per
1,000 live births among the indigenous population (26).
Other measures of association derive from reports of harmful
parental alcohol use in child welfare investigations. Such studies
do not usually report whether alcohol was used immediately prior
to child maltreatment but establish heavy alcohol use as a parental
characteristic. For example:
• In Canada, alcohol or drug use was reported in 34% of child
welfare investigations (27).
• In Western Australia, alcohol or drug use was a contributing
factor in 57% of child out-of-home care applications (28).
• In London, England, parental substance use was a cause of concern in 52% of families on the child protection register, with
alcohol the principle substance used (29).

Risk factors for alcohol-related child maltreatment
A wide range of risk factors have been identified that increase a
child’s risk of being maltreated. These include: having young, poor,
unemployed or socially isolated parents; having a history of domestic violence in the home; living in a single parent family and living
in an overcrowded household (3). Specifically for alcohol, having
a parent with a history of harmful or hazardous alcohol use has
consistently been found to increase the risk of child maltreatment
(30–32). Further, when both parents experience problems with
alcohol, the risk of maltreatment is even greater (30).
Adolescents with low parental involvement, or who report physical or sexual abuse, are more likely to be influenced by social
pressures to drink alcohol and are at greater risk of regular drinking (33,34). Such frequent drinking by adolescents is linked to
problems such as truancy, poor school performance and delinquent



behaviour (35,36), which can further increase the risk of physical abuse by a parent (37). Past experiences of child maltreatment
may also contribute to perpetration, with children who experience
maltreatment being more likely to drink heavily as adults, and having higher potential for physically abusing their own children in
later life (38,39).
Neighbourhoods with higher densities of alcohol outlets have
been shown to have greater problems with child maltreatment
(40). Specifically, higher densities of off-premises outlets have
been associated with increased rates of child physical abuse, and
higher densities of bars with increased rates of child neglect (9).
However, neighbourhoods with high densities of alcohol retailers are often more deprived and overcrowded. Consequently, less
resources to support families can increase stress within such communities and restrict development of social networks that can
prevent child maltreatment (40).

BOX 2:

Economic costs of child maltreatment

The economic costs of child maltreatment can include those to judicial, health
and social services as well as the impacts of emotional and psychological damage to the child. Studies estimating the costs of child maltreatment are almost
exclusively from high-income countries, and findings include:
• United States: $94 billion per year (52).
• Canada: Approximately $13.1 billion for 1998 (53).
• Australia: Approximately $520 million in 2000–2001 (costs of child protection and supported placement services only) (54).
All $s are US

	Those that sell alcohol but do not allow consumption within the premises (e.g.
grocery or convenience stores).



Impact
The impact of physical child abuse includes injuries such as
bruises, burns and fractures, and stress-related symptoms such
as sleep disorders (3). In severe cases, the injuries sustained from
child maltreatment can be fatal (see Box 1). While levels of psychological distress have been found to differ between cultures
(41), problems such as fear, depression, and attempted suicide are
often reported among victims both in childhood and later in life
(42–44). Such problems can increase the risk of substance misuse
(34), with child abuse victims more likely to have greater use of
alcohol and tobacco as an adult (12,45–47). Globally, a history of
child sexual abuse is estimated to cause 4–5% of alcohol misuse in
men and 7–8% in women (48). Victims are also at greater risk of
displaying violent tendencies themselves later in life (e.g. child maltreatment, intimate partner violence) (39,46,49,50). Thus, child
maltreatment, and subsequent alcohol problems, can contribute to
cycles of violence passing from one generation to another. A child’s
education can also be affected, with maltreated children having
poorer school attendance and progression, often resulting in lower
than average income levels as an adult (51). Furthermore, some
studies have found that men and women exposed to maltreatment
as children are at increased risk of marrying a partner with alcohol problems or of having marital and family problems (42). From
an economic perspective, the costs of child maltreatment can be
substantial (see Box 2), increasing pressure on judicial, health and
social services. However, the costs of maltreatment specifically
related to alcohol remain largely unmeasured.

Prevention
For preventing child maltreatment in general, the effectiveness
of a range of strategies including family support and parenting
training, screening for child maltreatment, services for victims,
and community based educational programmes has already been
established (see Krug et al., 2002 (3) for a review). In many cases,



such approaches help reduce levels of maltreatment regardless
of whether alcohol plays a role. However, strong links between
child maltreatment and harmful alcohol consumption offer further
opportunities to reduce maltreatment through lowering levels of
drinking in the population. Studies evaluating the effects of alcohol-related interventions on levels of child maltreatment are rare
and largely limited to high-income countries. They include:
• Reducing alcohol availability: Making alcohol more difficult to
obtain can reduce levels of violence directed towards children.
In the USA, it has been estimated that one less outlet per 1,000
people will reduce the probability of severe violence towards
children by 4% (55).
• Increasing alcohol prices: Increasing tax on beer may be effective in reducing violence aimed at children. In the USA it is
estimated that a 10% increase in excise tax on beer will reduce
the probability of severe violence towards children by 2.3% and
overall violence towards children by 1.2% (55).
• Screening and brief interventions. Alcohol screening (such as
AUDIT (56)) and brief interventions in primary health care settings have proven effective in reducing levels and intensity of
consumption in both high- and low- to middle-income societies (57). While any direct effects on child maltreatment remain
unmeasured, screening for alcohol misuse during pregnancy
can reduce drinking levels and consequently risks of FAS or
FAE (58).
In low- to middle-income countries, efforts to strengthen and
expand the licencing of liquor outlets could be of great value in
reducing alcohol-related child maltreatment. However, where
home production is common such measures can encourage
drinkers to switch to cheaper home produced alternatives (59).
Challenges to preventing child maltreatment also include cultural and individual pressures to keep maltreatment hidden. Legal
requirements to record such incidents are far from ubiquitous,



and families and other community members may be reluctant to
seek professional help for fear of family disruption and disgrace
or retaliation (60,61). Identification of alcohol-related child maltreatment and consequent facilitation of interventions can be
improved through:
• Improving connections between child welfare services and alcohol treatment services. Improved links between services can
help identify and support families affected by both alcohol
problems and child maltreatment, ensuring that those families
presenting to one service can be referred to and supported by
the other (62).
• Public education campaigns. Willingness to intervene in families affected by alcohol problems or child maltreatment can
be encouraged through education campaigns that raise awareness of the association between alcohol and child maltreatment,
highlight effective ways to help, and promote services available
to affected families (63).

The role of public health
Public health has established roles in the prevention of child
maltreatment in general (3). In addressing links between harmful alcohol consumption and such maltreatment responsibilities
include:
• Collecting and disseminating information on the prevalence of
child maltreatment, harmful alcohol consumption levels and
drinking patterns in the population.
• Promoting, conducting and evaluating research on the links
between harmful alcohol consumption and child maltreatment,
both by victims and perpetrators, that improves understanding
of risk and protective factors.
• Measuring and disseminating information on the health, economic and wider social costs associated with child maltreatment
and harmful drinking.



• Working with partner agencies (e.g. health, educational and
judicial services) to increase their understanding of child maltreatment as a contributor to harmful drinking in young people.
• Increasing links between services addressing child welfare and
alcohol problems.
• Promoting multi-agency partnerships to tackle child maltreatment and reduce harmful drinking.
• Evaluating and promoting effective and cost effective prevention strategies for reducing levels of alcohol-related child
maltreatment.
• Advocating for changes in policy and law to prevent child maltreatment and to reduce harmful drinking.

Policy
Both the harmful and hazardous use of alcohol and child maltreatment have been recognized internationally as key public health
issues requiring urgent attention. At both national and international levels, health organizations have a key role in advocating
for policies that address the relationships between alcohol use and
child maltreatment and in doing so promote prevention initiatives
that will improve public health. The World Health Organization
(WHO) runs comprehensive programmes on both issues to instigate and conduct research, identify effective prevention measures,
and promote action by Member States to implement successful interventions and align policy towards reducing hazardous and
harmful drinking and child maltreatment.
For alcohol, this includes collating and disseminating scientific information on alcohol consumption, developing global and
regional research and policy initiatives on alcohol, supporting
countries in increasing national capacity for monitoring alcohol consumption and related harm, and promoting prevention,
early identification and management of alcohol use disorders
in primary health care (64). A World Health Assembly resolution on Public health problems caused by harmful use of alcohol



(WHA58.26 [65]) of 2005 recognizes the health and social consequences associated with harmful alcohol use and requests
Member States to develop, implement and evaluate effective strategies for reducing such harms, while calling on WHO to provide
support to Member States in monitoring alcohol-related harm,
implementing and evaluating effective strategies and programmes,
and to reinforce the scientific evidence on effectiveness of policies.
For violence, this includes the WHO Global Campaign for Violence Prevention. Launched in 2002, the Campaign aims to raise
international awareness about the problem of violence (including child maltreatment), highlight the role of public health in its
prevention, and increase violence prevention activities globally,
regionally and nationally. The approach to preventing violence is
set out in the WHO World report on violence and health (1). World
Health Assembly resolution WHA56.24 (66) of 2003 encourages
Member States to implement the recommendations set out in the
report, and calls on the Secretariat to cooperate with Member
States in establishing science-based public health policies and programmes for the implementation of measures to prevent violence
and to mitigate its consequences. Complementary to this, the Violence Prevention Alliance has been established to provide a forum
for the exchange of best practice information between governments and other agencies working to reduce violence around the
world.
International policy on child maltreatment includes the Convention on the Rights of the Child, adopted by the United Nations
General Assembly in November 1989, which urges parties to take
appropriate legislative, administrative, social and educational
measures to protect children from all forms of physical or mental violence. The United Nation’s Secretary General’s Study on
Violence Against Children, due for publication in October 2006,
will address the need for prevention efforts and victim services to
include strategies that target the relationships between child maltreatment and harmful alcohol use. Additionally, UNICEF, the
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United Nations Children’s Fund, supports countries in implementing such measures, working at an international level to create
protective environments for children that are free from violence,
and recognizing the role that alcohol misuse can play in child
maltreatment.
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All references used in this document are available at:
http://www.who.int/violence_injury_prevention/publications/
violence/en/index.html
For further information please consult:
http://www.who.int/violence_injury_prevention
http://www.who.int/substance_abuse/en
http://www.who.int/substance_abuse/terminology/who_lexicon/en
Or contact:
Department of Injuries and Violence Prevention
Dr Alexander Butchart (butcharta@who.int,
fax + 41-22-791-4332, telephone + 41-22-791-4001)
Department of Mental Health and Substance Abuse
Dr Vladimir Poznyak, (poznyakv@who.int, fax +41-22-791-4160,
telephone +41-22-791-4307)
World Health Organization
20 Avenue Appia
CH-1211 Geneva 27,
Switzerland
John Moores University, Centre for Public Health
Prof Mark Bellis (m.a.bellis@livjm.ac.uk,
fax +44-(0)-151-231-4515, telephone +44-(0)-151-231-4511)
Centre for Public Health
Liverpool L3 2AV
UK
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