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The phenomenon of domestic violence against children
in north-western Poland
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Background. Violence against children is a major social problem. The state’s task is to provide appropriate mechanisms to
prevent violence. An analysis of the phenomenon of violence seems a fundamental step to counteract it.

Objectives. The aim of this study was to analyze the phenomenon of domestic violence against children in north-western Poland.
Material and methods. The materials were European Blue Cards concerning cases of violence in the city of Szczecin in the years 2012
and 2013. The analysis included a total of 1299 Blue Cards, from which 58 cards related to violence against children were selected. The
selected method was the document analysis method.

Results. Most frequently, persons using violence against children were ascendants, i.e. parents or grandparents (45; 77.59% of cases).
In second place (6; 10.34% of cases) were people around the domestic environment, and then collaterals (3; 5.17%), and strangers
(2; 3.45%). Most often, the forms of physical violence were pushing and hitting, which was experienced by 57.63% (34) and 54.24%
(32) of children, respectively. The most common forms of psychological violence used against children were insults (experienced by 30;
51.72% of children), humiliation (22; 37.93%), criticism (21; 36.21%), and threats (20; 34.48%).

Conclusions. The analysis of Blue Cards shows that children are not victims of violence as often as adults, which may show imperfec-
tions of procedures as a tool that should be used to identify domestic violence. Persons who use domestic violence against children are
usually ascendants. Adults use various forms of violence against children, mostly shoving, hitting and name-calling.
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Background

Violence against children is a phenomenon that has accom-
panied society since the dawn of history, and with no doubt it
is detrimental to fundamental human rights. Currently, the lit-
erature describes it as one of the greatest threats to modern
civilization [1]. Violence exposes children not only to adverse
health effects, but it also has a negative effect on their physi-
cal and psychological development [2]. There is a danger that
a child that has not learned proper relationships in its family
unit will transfer inappropriate behaviors to social life [1]. It has
been shown that the experience of childhood abuse is associ-
ated with depression, alcohol addiction, suicide, and sexually
transmitted diseases in adult life [3-5], whereas an early-life
experience of violence may cause permanent damage to the
nervous system, the hormonal system, and the immune system
[6, 7]. As for domestic violence, police statistics from 2015 show
that it was experienced by 17 392 children [8].

In order to prevent violence, it is essential to identify the
risk factors for child maltreatment. In the 80s it was found that
violence against children is multifactorially conditioned, and it

depends on individual, family, community and societal factors
[9]. In the literature the child maltreatment risk factors are gen-
erally divided into those related to child, parent and family fac-
tors [10]. In the 90s it was shown that various risk factors may
be associated with various forms of violence: physical, sexual
and with neglect. The physical violence risk factors include: low
religious attendance and low father warmth, while neglect risk
factors involve: large family size, low income, maternal low
self-esteem, parental conflict, paternal psychopathology, soci-
opathy, early childhood anxiety/withdrawal, and low verbal 1Q.
Such factors as low maternal education, single parent, welfare
dependence, early separation from the mother, maternal dis-
satisfaction, maternal external locus of control, poor marital
quality, serious maternal illness and low paternal involvement
are associated both with an increase in physical violence and
in neglect. The sexual violence risk factors comprise: paren-
tal death, harsh punishment, negative life events, presence of
a stepfather, unwanted pregnancy from the parent, child sex
and handicap. On the other hand, such variables as young age
of the mother and maternal sociopathy increase the risk of all
the forms of violence [11].
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Further research has confirmed the previously identified risk
factors, and some new factors have also been noted. The most
noteworthy include: using physical punishment [12], substance
use (including smoking), more than one health problem in a child
under 3 years of age, parent’s unemployment lasting 2 years and
more, frequent house moving (at least 10) [10], congenital child
defects [13]. The research has also revealed that maltreatment
was prevalent among immigrants from non-English speaking
countries [10]. The recently identified risk factors for physical ne-
glect were maternal depression in poor families and childhood
maltreatment experience of the parent [14]. Importantly, an in-
crease in the number of risk factors is related to an increase in
the risk of using violence against the child [10, 11].

The phenomenon of violence is a frequent subject of public
discussion, and legal regulations — both national and interna-
tional (mainly the Convention on the Rights of the Child, adopt-
ed by the United Nations General Assembly on 20 November
1989). In Poland, the primary legislative act aimed at fighting
violence as a phenomenon that violates basic human rights is
the Act of 29 July 2005 on the prevention of domestic violence
(Journal of Laws 2005, No. 180, item 1493, as amended). The
beginning of the Act, starting from the preamble, emphasizes
its importance for social life. In the preamble, the legislator em-
phasises that domestic violence violates fundamental human
rights, especially the right to life, the right to health, and respect
for personal dignity. The preamble expresses a purpose direc-
tive that imposes an obligation on public authorities to provide
all citizens with equal treatment and respect for their rights
and freedoms. The Act defines domestic violence as a recurring
intentional act or omission that violates the rights or personal
interests of family members, especially those exposing people
to the danger of loss of life or health, and violating their dignity,
physical inviolability, freedom, including sexual freedom, caus-
ing damage to their physical or mental health, as well as causing
suffering and moral damage to people affected by violence.

Among the provisions aimed at increasing the efficiency
of domestic violence prevention, Article 9d is worth noting as
it discusses the norm that introduced the procedure of Blue
Cards. This procedure constitutes the whole of the actions un-
dertaken and implemented by representatives of organizational
units of social assistance, municipal committees dealing with
alcohol-abuse problems, the police, and education and health
care units due to suspicions of domestic violence (Article 9d,
Paragraph 2). The procedure is initiated once the “Blue Card”
form has been filled in. The form and the procedure are defined
in the Regulation of the Council of Ministers of 13 September
2011 on the “Blue Cards” procedure and the “Blue Cards” forms
(Journal of Laws of 2011, No. 209, item 1245). In the foreign
literature it is noted that extended supervision over the use of
violence against children is necessary to prevent violence [3].
Therefore, a thorough analysis of the data collected from “Blue
Cards” is desirable.

Objectives

The aim of this study was to analyze the phenomenon of
domestic violence against children in north-western Poland.

Material and methods

The material comprised Blue Cards concerning cases of vio-
lence in the city of Szczecin in the years 2012 and 2013. The
analysis was based on a total of 1299 Blue Cards. There were
576 and 723 cards for years 2012 and 2013, respectively. Fur-
ther analysis included 58 cards documenting violence against
children.

The selected method was the document analysis method.
The interdisciplinary research team, composed of representa-
tives of social welfare and health care, developed a question-

naire with questions about the information provided in the Blue
Cards. During the analysis of the Blue Card forms members of
the research team filled in the questionnaires. The sought in-
formation primarily related to the age and sex of people expe-
riencing violence and people using violence, the relationships
between them, the forms of violence, and undertaken interven-
tions.

Statistical analysis was performed using Statistica 9 PL and
Microsoft Excel 2013 software. Logistic regression was used for
statistical analysis, which allows the description of the influence
of several explanatory variables X on the dichotomous response
variable Y, taking the value 1 or 0 (success and failure, respec-
tively). In this regression model, apart from the typical param-
eters and studying their significance, there is also an odds ratio
(OR). The odds ratio of 1 means the risk equivalence of the com-
pared groups. A result higher than 1 indicates that the chance
of the occurrence of a given event in group A is higher than
in group B. The Wald and Score tests were used to determine
the significance of explanatory variables in logistic function.
A p-value less than 0.005 was considered as significant.

All the researchers have been trained in the protection of
personal data, and all the authors obtained consent to the pro-
cessing of the relevant personal data. The Pomeranian Medical
University does not require ethics committee approval for stud-
ies similar to the one presented in this paper (the Bioethics Com-
mittee, information dated 18 June 2014, KB0012/47/06/2014).
The Director of the Municipal Family Help Center in Szczecin
gave his consent for access to data for scientific purposes.

Results

Among 1299 cases of violence documented in the Blue
Cards, 58 (4.46%) cases concerned violence against children. An
analysis of the age structure of children who have experienced
violence was made, and two age groups were distinguished:
0-10 years and 11-18 years. The groups contained 13 and 45
children. The age structure of the individuals experiencing do-
mestic violence is presented in Figure 1. While analyzing the
number of children who have experienced violence in terms of
sex it should be noted that the study group included 40 girls and
18 boys. In 2012, violence was used against 17 children, and in
2013 - 41. Most cases of violence were recorded in October and
November, which is shown in Table 1.
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Figure 1. Age structure of people experiencing domestic violence

During the analysis of Blue Cards, attempts were made
to answer the question of who uses violence against children
most often. According to the results obtained, first place was
taken by ascendants, i.e. parents or grandparents (45; 77.59% of
cases), next were people around the domestic environment but
unrelated to the abused children, e.g. the parent’s partner (6;
10.34% of cases), followed by collaterals (3; 5.17 of cases), and
strangers, i.e. people from outside the domestic environment
(2; 3.45% of cases). Two Blue Cards did not contain information
on the perpetrator of violence.

107

)
)
(=)
o~
&
-
(=]
~N
2
k]
>
[
o
()
S
(T
(9]
z
©
E
S
[-%
3
(V]
£
=
e
(7]
s
=
£
(T
(¥




m M. Bazydto et al. ¢ Domestic violence against children

Table 1. The number of Blue Card procedures initiated in par-
ticular months

Month Number of Blue Card procedures  Total
2012 2013

| 1 2 3
1l 2 1 3
1l 2 5 7
[\ 2 0 2
\Y 3 2 5
Vi 1 3 4
Vil 0 1 1
Vil 1 0 1
IX 0 2 2
X 1 9 10
Xl 2 11 13
Xl 2 5 7
Total 17 41 58

The analysis of the collected material revealed that in the
studied period various forms of violence, including physical, psy-
chological, and other types, were used against children. According
to Table 2, the most common forms of physical violence against
children were pushing (34; 58.62%) and hitting (32; 55.17%). At
the time of the initiation of the Blue Cards procedure, every third
child had bruising, and every fifth scratches. The most common
forms of psychological violence used against children were in-
sults (experienced by 30; 51.72% of children), humiliation (22;
37.93%), criticism (21; 36.21%), and threats (20; 34.48%). Among
other forms of violence most frequent were criminal threats/
/insults (13; 22.41%), and destruction and seizure of property
(7; 12.07% and 6; 10.34%, respectively) (Table 2).

Half of the children (31; 53.45%) behaved calmly at the
time of initiating the Blue Card procedure; 41.38% (24) were
frightened, and the same percentage were crying during the
interview. It was difficult to make contact with every fifth child
(Table 3). In most cases (38; 65.52%) the persons who initiated
the Blue Card procedure could not determine the period of vio-
lence. In the case of 13 children, violence against them lasted
from 2 up to 12 months, and in 12 individuals — from 1 up to 3
years (Table 4).

Table 2. Forms of violence used against children

Forms of violence

Physical pushing 34 58.62 10 17.24 14 24.14
violence hitting 32 55.17 12 20.69 14 24.14
twisting 14 24.14 24 41.38 20 34.48
strangling 8 13.79 33 56.90 17 29.31
kicking 18 31.03 23 39.66 17 29.31
slapping 23 39.66 18 31.03 17 29.31
bruising 19 32.76 19 32.76 20 34.48
scratches 12 20.69 25 43.10 21 36.21
bleeding 6.90 32 55.17 22 37.93
burns 2 3.45 35 60.34 21 36.21
Psychological isolation 10 17.24 25 43.10 23 39.66
violence insults 30 51.72 9 15.52 19 32.76
ridicule 17 29.31 20 34.48 21 36.21
threats 20 34.48 19 32.76 19 32.76
controlling 15 25.86 22 37.93 21 36.21
limitation of contacts 13 22.41 24 41.38 21 36.21
criticising 21 36.21 16 27.59 21 36.21
humiliation 22 37.93 17 29.31 19 32.76
demoralization 9 15.52 28 48.28 21 36.21
continuous bothering 17 29.31 19 32.76 22 37.93
Other forms sexual 3.45 38 65.52 18 31.03
of violence destruction of property 12.07 30 51.72 21 36.21
seizure of property 10.34 31 53.45 21 36.21
criminal threats/insults 13 22.41 23 39.66 22 37.93
forced alcohol drinking 0.0 37 63.79 21 36.21
forced use of psychoactive substances/ 0.0 36 62.07 22 37.93
/drugs not prescribed by a doctor
neglect 2 3.45 0 0 56 96.55
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Table 3. Behavior of the child at the time of initiating the Blue Card procedure

Yes No No data

Behaviour n % n % n

Difficulty of establishing contact 12 20.69 35 60.34 11 18.97
Calm 31 53.45 14 24.14 13 22.41
Crying 24 41.38 24 41.38 10 17.24
Frightened 24 41.38 24 41.38 10 17.24
Avoids conversations 15.52 35 60.34 14 24.14
Aggressive 12.07 39 67.24 12 20.69

Table 4. Period of violence against children

Period of violence Number of children

n %
1-4 weeks 3 5.17
2-12 months 13 22.41
1-3 years 12 20.69
4-7 years 5 8.62
8 years and longer 4 6.90
No data 21 36.21

Table 5. Logistic regression of forms of violence and age, gender and behavior of the child

Phisical violence  Injury Psychological Sexual violence Other forms of
violence violence
Wald/ df p Wald/ df p Wald/ df p Wald/ df p Wald/
score score score score score
test test test test test
Age 1 0.85(0.03 |1 0.85 [0.03 1 0 10.35 |1 0 10.35 |1 1 0
Gender 1 0 834 |1 0 8.34 1 01 (265 |1 0.1 265 |1 0.16 |2
Behaviour | difficulty of 1 0.16 (2.01 |1 0.16 |2.01 1 0.49 (048 |1 0.49 (048 |1 0.16 |2
of the child | establishing
contact
calm 1 049048 |1 0.49 [0.48 1 0.64 {0.21 |1 0.64 {0.21 |1 1 0
crying 1 0.890.02 |1 0.89 [0.02 1 0.89 [{0.02 |1 0.89 (0.02 |1 0.16 |2
frightened 1 094 |0.01 |1 0.94 [0.01 1 0.85 [{0.04 |1 0.85 (0.04 |1 0.8 |[0.07
avoids co- 1 0.83|0.05 |1 0.83 [0.05 1 0.54 {038 |1 0.54 {0.38 |1 1 0
nversations
aggressive 1 0.52 041 |1 0.52 (041 1 0.72 {0.13 |1 0.72 {0.13 |1 1 0

df — degrees of freedom; p — probability.

Table 6. Logistic regression of forms of violence and characteristics of the violent person

Phisical violence Injury Psychological violence Other forms of violence
p Wald/ df Wald/ df p Wald/ df p Wald/
score score score score
test test test test
Age 1 0.934 0.212 1 0.755 0.097 1 0.001 10.881 |1 0.711 0.137
Gender 1 0.51 12.216 |1 0.825 0.049 1 0.685 0.165 1 0.909 0.013
Relationship 1 0.424 0.392 1 0.139 2.188 1 0.784 0.075 1 0.715 0.133
with a child

df — degrees of freedom; p — probability.

It was checked whether there was a relationship between
the forms of violence and age, gender, or children’s behavior at
the time of initiating the Blue Card procedure (Table 5). Physi-
cal violence and injures are connected with the gender of a child.
Girls experienced physical violence (OR = 3.4) and physical inju-
ries (OR = 8.34) more often than boys. Psychological violence is
statistically significantly dependent on the age of the person ex-

periencing violence. Children in the 11-18 age group experienced
this form of violence eight times more often (OR = 4.08). Sexual
violence and other forms of violence are characterized by a lack
of significant dependence on selected independent variables.

It was also examined whether there was a relationship
between the forms of violence and the age and gender of the
violent person, and their relationship with the child experienc-
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ing violence. Psychological violence is statistically significantly
correlated with the age of the person suspected of using vio-
lence. Twice more often psychological violence occurred in the
older age group (41-60) than in the younger (OR = 1.7) (Table 6).
Sexual violence in this part of the analysis was excluded because
of a large number of data deficiencies.

Discussion

Although the phenomenon of violence is a major social
problem, to date the Polish literature has not undertaken an
analysis of data contained in the Blue Cards. It should be noted
that the Blue Cards are a primary tool used by the police, social
workers, and education or health care workers if there is a sus-
picion of domestic violence. However, it should be remembered
that this tool is not perfect — certainly, the Blue Cards procedure
has not been initiated in all cases of domestic violence. At the
same time, initiation of this procedure does not confirm that
domestic violence actually occurred. However, the advantage
of the analysis of Blue Cards is the fact that they are a direct
source of information on households where violence occurs or
is suspected.

The authors’ studies revealed that 4.46% (58) of the victims
of domestic violence are children. However, a conclusion based
on the information that children are not often victims of domes-
tic violence would be too far reaching. In population studies
conducted among children and adolescents the percentage of
persons affected by domestic violence is considerable. Urban’s
research showed that 26% of grade six grammar school pupils
experienced physical violence [15]. Kasznia-Kocot et al. asked
228 grammar school students if they had suffered domestic vio-
lence. As many as 18% of respondents answered this question
positively. They were mostly girls, but no statistically significant
correlation between sex and answers to the question about do-
mestic violence was observed [2]. The most common forms of
violence were physical (20.3%) and psychological (12.1%) vio-
lence, while 6.5% of grammar school students indicated neglect
as the most common form of violence they had experienced [2].
In the authors’ study the most commonly used forms of violence
were pushing (34; 58.62%), hitting (32; 55.17%), and insults (30;
51.72%). Neglect was a far less frequently indicated form of vio-
lence than reported in the research by Kasznia-Kocot (3.39%)
[2]. At this point it should be considered whether in Szczecin,
where the authors’ research was conducted, neglect does not
exist, or whether persons who initiate the Blue Cards procedure
(who are usually police officers) are not able to identify this
form of violence. Kasznia-Kocot et al. raised an interesting issue
as to whether grammar school students feel safe at home. Every
fifth person answered in the negative, and statistics have shown
that those were mainly girls [2]. The research by Waksmariska et
al. conducted in a group of 60 students from grade four primary
school to the second year of high school has shown that the
most common forms of violence in the family unit were fight-
ing, hitting, and name-calling. Every third child has experienced
these forms of violence. Parents were most often the ones to
use violence (60%) [1]. In the authors’ study, the most common
perpetrator was also an ascendant (45; 77.59%).

Attention should be paid to the alarming data obtained in
the authors’ studies which showed an increase in the number
of children affected by domestic violence from 17 in 2012 to
41 in 2013. This growing trend does not necessarily result from
a higher prevalence of violence but from a better-established
use of the Blue Card procedure [16] and society’s increased
awareness of violence and of fighting it. The data from the

whole of Poland show a systematic decrease in the number of
minor victims of violence since 2007 [8]. The international lit-
erature also confirms that child exposure to violence has been
decreasing [17].

Nevertheless, actions should be carried out to make the soci-
ety aware that, first of all, violence against children is an ongoing
problem which should not be socially accepted and, secondly,
awareness raising campaigns addressing children and their en-
vironment should be conducted which inform them of what to
do should domestic violence occur. This awareness ought to be
raised not only through school teachers and social workers or
by using government campaigns. In the age of civil society the
problem of raising awareness of violence and giving support to
its victims should also be undertaken by non-governmental orga-
nizations, churches, religious associations, and self-help groups.

In order to counteract violence against children, the World
Health Organization (WHO) proposes actions on three levels: 1)
societal and community, 2) relationship, and 3) individual [18].
The societal level refers to the legislation and social policy which
in Poland is implemented using the Blue Card procedure. How-
ever, the problem is the low detection rate of cases of violence
against children [19], which hinders the use of this procedure.

Representatives of health care are entitled to initiate the
Blue Card procedure if they suspect the occurrence of domestic
violence. Therefore, proper preparation of medical personnel to
react to risk factors and symptoms of abuse can contribute to
the prevention of domestic violence. Family doctors and other
primary care workers should be trained in responding to sus-
pected child abuse. Also, the training of medical students should
include issues dedicated to preventing domestic violence [20].
The WHO also pays attention to activities aimed at changing
awareness of cultural and social norms that support violence
against children and adults [18]. These tasks may include social
campaigns, the activity of non-governmental organizations rais-
ing awareness of violence, but also the activity of religious asso-
ciations, as low religious attendance is a risk factor for physical
violence [11]. These activities are closely linked to the relational
level of violence prevention. In the authors’ studies these activi-
ties seem to be desired as it is the parent who is most often the
perpetrator of violence (45; 77.59%). The last prevention level,
according to the WHO, is the individual level, which involves
making children aware of their rights and the availability of the
Blue Card procedure, and recognizing abusive situations [18].

Conclusions

1. The analysis of Blue Cards shows that children are not vic-
tims of violence as often as adults, which may show im-
perfections of procedures as a tool that should be used to
identify domestic violence. Therefore, social awareness
should be raised of children’s rights, the negative conse-
quences of violence, and the Blue Card procedure as a vio-
lence counteracting tool.

2. Persons who use domestic violence against children are
usually ascendants. Adults use various forms of violence
against children, mostly shoving, hitting and name-calling.
To ensure appropriate parent-child relationships, parents
should be offered support in the form of workshops, open
lectures and family counseling.

3. Persons starting new Blue Cards (usually police officers)
have pointed out that at the initiation of the procedure
they have difficulty in communicating with the child.
Therefore, police officers need to be trained in talking to
children.

Source of funding: This work was funded by the university’s funds (statute-based activity).
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