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250 OBJECTIVES

After reading this unit you will be ableto:
o discuss about determinants and prevention of injuries and drowning;
o explan epidemiology of violence; and

e  Mmanage aggression and violence in adolescents.

251 INTRODUCTION

Injuries and violence are responsiblefor alarge mgority of preventable five
million deaths every year. It is respongible for nearly 9% of global mortality
and asmany deathsas HIV, malaria, and tuberculosis combined. Injury deaths
in low and middle-income countries account for more than 95% of the
world’ s deaths from injuries and violence. Apart from the high death toll,
injuries during childhood and adolescence are al'so associated with high
morbidity: for every injured child who dies, severa thousands more survive
with varying degrees of disability. The impact on the society istremendous:
everyday, thousands of families are robbed of their children and thousands of
children have to learn to cope with the consequences of the injury, whichin
some cases can be both long-lasting and profound.
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25.2 INJURIESIN ADOLESCENTS

Accident is defined as an unintended, unplanned event, independent of human
will power. An injury consists of unintentiond or intentiond damageto the
body that results from acute exposureto therma, mechanical, electrical, or
chemical energy, or from the absence of such essentials as heat or oxygen.
Injuries can be classified based on the events and behaviours that precede
them, as well as the intent of the persons involved.

25.2.1 Magnitude of Problem
a) Global scenario

As per the report of globa burden of disease study 2013(GBD2013)
conducted in 188 countries published in Lancet’ 2016, HIV/AIDS, road
injuries, and drowning (25-2%) were the leading causes of death in 2013 for
young people aged 10-14 years, whereas transport injuries was the leading
cause of death for ages 15-19 years (14-2%) and 20-24 years
(15-6%).(Table-1)

Table 25.1: Top five causes of death in ages 10-14 yrs and 15-19 yrs

1990 and 2013
Age Top Five Causes of Death (Proportion of Deaths
Group out of Total Deaths)
1990 2013
10-14 | Drowning (8.4%) Hiv/Aids (10.4%)
Years
Diarrhoeal Diseases (7.8%) Road Injuries (8.1%)
Road Injuries (7.5%) Drowning (6.7%)
Lower Respiratory Intestind Infectious
Infections (6.6%) Disease (6.6%)
Intestind Infectious Disease Lower Respiratory
(5.9%) Infections (5.1%)
15.19 | Road Injuries (12.6%) Road Injuries (14.2%)
Years | sdf-Harm (7.9% ) Self \Harm (8.4% )
Tuberculosis (5.6%) Hiv/Aids (6.2 %)
Drowning (5.3%) Interpersonal Violence (5.5%)
Interpersonal Violence (4.6%) Drowning (4.4%)

Adapted from: Mokdad AH, Forouzanfar MH, Daoud F et al .
Global burden of diseases, injuries, and risk factors for young people's
health during 1990-2013: a systematic analysis for the Global Burden of
Disease Sudy 2013. ww.thelancet.com Vol 387 June.

b) Indian Scenario

Injuries account for 9-10% of total mortdity in India The common causes of
accidentd deaths (including naturd, unnatural and other cause) as per national



crime record bureau in 2014 are -road traffic injuries (37.4%), drowning
(6.6%), poisoning (4.6%), and fire related deaths (4.3%). Age-wise, 6.9% of
such victims were up to 14 years of age. There are hardly any published data
on injuries and violence in the age group 10-19 yearsin India.

25.2.2 Classification of Injuries

Injuries can be classified according to intention of injury (seethe box 1). Both
intentional and unintentiond injuries can also be categorized according to the
place where they occurred, i.e. on the road, at home, at aleisure/ sport
facility, at school or in the workplace, or according to the circumstancesin
which they occurred, e.g. during working hours (occupational injury) or during
leisure time.

Injuries can be classified as:
1) Intentional injuries
o Sdf-inflicted injuries (suicide)
o Interpersond violence (homicide, sexual, child abuse)
o Collective violence (war)
o  Other intentiond injuries (legal intervention)
2)  Unintentiond injuries

o Roadtrafficinjuries

o Drowning
« Poisoning
o FHdls
« Bum

o Other unintentional injuries (firearm injuries)
25.2.3 Why Adolescents are at Risk from Injuries?
The reasons for risk could be could be as follows:
a) Developmental

Dueto developmental and socid factors, such astime spent without adult
supervision and increasing independence, adolescents are morelikely to
engage in risk-taking behaviours than either younger children or adults. Parts
of thefrontal lobe, the prefrontal cortex in particular, which governs
judgement, decison-making, reasoning and impulse control, gopears not to
fully mature until the age of 20 or 25 years. Thus, developmentdly,
adolescents are more likely to be engaged in risk-taking behaviours.

b) Risk-taking Behaviour

Nearly 50% of the morbidity and mortality in adolescents semsfrom four
behaviours.
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e Sexud activity

o  substance use and abuse
e motor vehideuse

e interpersonal violence

These behaviours have their origin in adolescence, and is common among dl
age, socioeconomic and ethnic groups. All of these behaviours have a
probability for negative outcome and share one common thread, i.e., risk
taking tendency of the adolescents. Moreover, these behaviours continuein
adult life and are responsible for some of the mgor causes of morbidity and
mortality and arelargely preventable. While young children may inadvertently
take risks because they lack appropriate skills to do otherwise, older children
and adolescents may actively seek out risk. Risk-taking behaviour may alow
adolescents to feel a sense of control over their lives or else to oppose
authority. Research showsthat there are high levels of sensation-seeking
behaviour anong young adults and that there exists a need to maintain a
heightened level of physological arousal. Young people consequently seek new
situations and experiences to maintain thislevel, irrespective of therisks
inherent in the experience.

Such sensation-seeking frequently focuses on risky behaviours, while driving a
vehicle or crossing aroad. Sensation-seeking has been shown to rise between
the ages 9 years and 14 years, peaking in late adolescence or in early
adulthood, and dedlining steadily with age. Risk-seeking behaviour isa
significant predictor of involvement in road traffic injury among child
pedestrians asit is for young adolescent drivers aged 16-17 years. Across all
ages and particularly among the young, sensation-seeking is more common
among boys than among girls. Boysas young as 11 years have a greater
affinity for gpeed, risk-taking and competitive behaviour, al of which place
them at an increased risk of road traffic injury. But it is also pertinent to
remember that though injuries are afrequent and sometimes devastating
outcome of risk taking, risks are also inherent in the environment in which
adolescents live, work and play.

c) Peer Influence

Asyoung children become adolescents, they begin to discover and assert
their independence. For many young people, peers are of sgnificant
importance and can be the primary source of the social norms with which
they striveto conform. Social norms, including peer pressure and the
emphasis placed on rebelion in the culture of young people, can affect the
manner in which young people drive avehicle. Research has shown that
young drivers experience higher peer pressure than older drivers to commit
traffic violations such as speeding, driving under the influence of alcohol and
dangerous overtaking.

d Gende

Mogt studies show astrong male bias, with the male-to-female ratio ranging
between 3:1 and 5:1. Thisrelationship holdstrue across different regions of
theworld and appliesto fatal and nonfatal injuries.
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Fig. 25.1: Determinants of risk taking behaviour
25.2.4 Forms of Injuries
i) Roadtrafficinjuries

Speeding, drunk-driving, non-usage or improper usage of helmets, seat-belts
and child restraints are the five most important risk factorsthat is consistently
associated with fatdities and are largely preventable. An examination of the
factorsthat contribute to injuries reveal that alcohol may be the single most
important factor. Children and adolescents are more vulnerable and they suffer
fatal injuriesin motor vehicle crashes. These risks may befudled by
emotions, peer pressure, and other adolescent stressors. Other factors can be
cdl phones, texting, in-vehicleinternet use, and on-board navigation systems.

The high incidence of adolescent traffic-related injury is due in part to lack
of experience and lack of maturity. The fatal crash rate per km driven for
16-19-years-old is three times the risk for older drivers (age 60+), and fatal
crash risk is highest at age 16. Young drivers may also lack experience to
recognize, assess, and respond to the situation or hazards.

Crash risk for both males and femalesis particularly high during the first
months of driving and drops as young drivers accumulate more experience
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behind the wheel. One has to understand that many years of experience may
be needed for adolescents to become proficient in driving.

i) Drowning

Around 96% of unintentional drowning deaths take place in low- and middle-
income countries. Chinaand Indiahave particularly high drowning mortality
rates and together contribute 43% of the world’ s drowning deaths and 41%
of the total global DALYs lost rdated to drowning. Drowning is the process
of experiencing respiratory impairment from unintentiond submersion/immersion
in liquid. Apart from mortality it may also result in nonfatal injury which may
lead to brain damage and long term disability. In India, the drowning degths
could be dueto boat capsizing, swimming, recreationd (during picnics and
other outing). Males are especially at risk of drowning, with twice the overall
mortdity rate of femdes. Studies suggest that the higher drowning rates among
males are due to increased exposure to water and riskier behaviour such as
swimming aone, drinking dcohol before svimming alone and boating.
Increased access to water is another risk factor for drowning.

i) Falls

Fall is defined as an event which resultsin a person coming to rest
inadvertently on the ground or floor or other lower level. Falls are the second
leading cause of accidental or unintentiond injury deaths worldwide. Each year
an estimated 646 000 individuals die from falls globally of which over 80%
are in developing countries. Adults older than 65 years of age suffer the
greatest number of fatal falls. Childhood falls occur largely as aresult of their
evolving developmentd stages, innate curiosity in their surroundings, and
increasing levels of independence that coincide with more challenging
behaviours commonly referred to as ‘risk taking' . While inadequate adult
supervision isacommonly cited risk factor, the circumstances are often
complex, interacting with poverty, sole parenthood, and particularly hazardous
environments. A Fall-rdated injuries may befatal or non-fatd. Prevention
should emphasize education of children and family members, training, creating
safer environments at home and schools, prioritizing fall-related research and
establishing effective policiesto reducerisk.

iv) Poisoning

These are very common among children. Everyday items in home, such as
household cleaners and medicines, can be poisonous to children. Medication
dosing mistakes and unsupervised ingestions are common way's that children
are poisoned. Children often want to investigate and try to eat or drink
anything that they can get into. It is essentid to keep medicines and toxic
products, such cleaning solutions and detergent pods, in their original
packaging where children can’t see or get them. Follow label directions
carefully and read all warnings when giving medicinesto children. Parents
should safely dispose of unused, unneeded, or expired prescription drugs and
over the counter drugs, vitamins, and supplements.

v) Burns

A burn is damage to body’ s tissues caused by heat,

chemicals, electricity, sunlight, or radiation. Scalds from hot liquids and steam,
building fires and flammable liquids and gases are the most common causes of
burns. There are three types of burns:



First-degree burns damage only the outer layer of skin
Second-degree burns damage the outer layer and the layer underneath

Third-degree burns damage or destroy the deepest layer of skin and
tissues underneath

Burns can cause swelling, blistering, scarring and, in serious cases, shock, and
even death. They also can lead to infections because they damage skin’s
protective barrier. Treatment for burns depends on the cause of the burn,
depth, and area afected. Antibiotic creams are used prevent or treat
infections. For more serious burns, trestment may be needed to clean the
wound, replace the skin. Patient should be hydrated well.

25.2.5 Prevention of Injuries

i)

b)

Approaches to prevent injuries

Child and adolescent injuries can be considered as amajor health
problem. Thetraditional model of injury prevention and control restson
managing three E’ s— enforcement, education and engineering. It involves
changing the environment, individua behaviour, products, social norms,
legidation, policy, and ecology related to injury.

Behavioural approaches

Itisavery important component of the effective structural, automatic,
environmental, or engineering protections e.g.

« Bicydeand motorcycle helmets protect against head injury, but they
must be fitted properly and used congstently.

o Seat belts can prevent injuries, but they must be worn even when it
is not mandatory or otherwise.

o  Driver must abstain from over speeding and drunk driving even if
there are no penaltiesfor them.

Ecological approaches

The most effectiveinjury prevention efforts are structured within an
ecological framework, focusing on individual modifiable factorsin family,
peer group, work site and community, and socio cultural factors
smultaneoudy.

o Legidaion requiring helmet use should be accompanied by an
educationa campaign for children and parents.

o Policeenforcement in the community should be strengthened to
protect adolescents.

o Anéefficient rehabilitation services (induding immediate post trauma
management services) are important.

L egislation and Policy Approaches

o legidlation must be supported by the public and enforced by
local authorities.

o Other policy approaches that have proven effective for preventing
motor vehicle injuries among adolescents as well as other drivers
include primary seat belt use laws (where one can be cited for
nonuse as a primary offense),

Injuries, Aggression and
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« Enhanced police enforcement, blood acohol level laws.

o Minimum legal drinking age 21 laws, sobriety checkpoints, and
zero tolerance laws for young and inexperienced drivers.

o Policy changes that discourage early adolescent driving.
i) Preventing Road Traffic Injuries

Evidence based strategiesto reduce road traffic injuries in adolescents
: among the most important strategies are graduated licensing and
safety belt and helmet use. Wearing a standard, good quality
motorcycle helmet can reduce the risk of death by 40% and the risk
of serious injury by over 70%. Seat belt usage protects the driver
and the occupants from severe crash injuries. Legislation mandating
seat belt and helmet use, along with support from family members and
community promotes the use of helmet and seat belt. Building a
culture of safety for use of seat belts and helmets among adolescents
by enforcement and education has proven to be the most effective

strategy.
iii) Prevention of drowning

Victims of drowning have avery slim chance of survival after
immersion. Therefore, prevention strategies are more important.
Drowning prevention strategies should be comprehensive and include
engineering methods which help to remove the hazard, legislation to
enforce prevention and assure decreased exposure, education for
individuals and communities to build awareness of risk and to aid in
response if a drowning occurs.

Other important factors to be taken care of are-

o Availability of properly-fitted and appropriate personal flotation
devices

o Non-consumption of acohol while boating and swimming

e Individua and community education on drowning awareness,
risks associated with drowning and learning waters survival skills

o Ensuring the presence of lifeguards at swimming areas

o Ensuring immediate resuscitation by increasing the capability of
first respondersto providefirst ad in cases of drowning

25.2.6 Management of Injuries

Inquire about the nature and extent of participation in all health risk
behaviours. It is important to remember that an adolescent may be
indulging in more than onerisk taking behaviour at atime. Interview the
adolescents and their parents about the adolescent’ s functioning in areas of
family, peers, and school or work to find out how he/ she is meeting the
expected development outcomes in these contexts. Look for signs of
traumal like lacerations, ecchymosis, or other musculoskel etal injuries.
Providefirst aid for such injuries appropriately and refer to adoctor.

Guidance to adolescents

Realistic goa's for counselling should not focus on convincing the youth to
cease all risk behaviours, but rather encourage the adolescent to modify



the behaviours so that, he or she is protected from the most harmful
outcomes. For example, parents can be informed that their own behaviour,
such as the use of tobacco or the wearing of seat belts, serves as a
powerful message to their children.

Check Your Progress 1
1) List 5 main causes of deaths in 10-14 years of age (in 2013).

25.3 ADOLESCENT AGGRESSION AND
VIOLENCE

Aggression is intense behaviour to achieve some goals and thisreflects in
behaviour. Violence isthe intentiona use of physical force or power,
threatened or actual, against oneself, another person, or a group or
community that either results in or is likely to result in injury, death,
psychological harm, mal development, or deprivation.

Violence results from aggressive behaviour. When intensity of behaviour
increases and the impact becomes more severe, aggression becomes
violence. Relationship between normal behaviour and violent behaviour is
shown in thefigure.

Lethal Violence
Physical Violence
Physical Aggression

Hostile Body Language

D ANGER OF D EATH

Verbal Aggression

POTENTIAL FOR HARM

Fig. 25.2 : Continuum of Aggression and Violent Behaviour
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Youth violence degply harms not only itsvictims, but also ther families, friends
and communities. The adolescents are at risk of main victims and perpetrators
of such violence, dmost everywhere, both of which can adversely affect the
course of normal psychosocial development and health acrossthe life course.
The World Health Organization defines violence as. “ The intentiona use of
physical force or power, threatened or actual, against oneself, another person,
or againgt a group or community, that either results in or has ahigh likelihood
of resulting in injury, death, psychological harm, madevelopment or
deprivation”. The definition used by the WHO associaes intentiondity with the
committing of the act itself, irrespective of the outcome it produces.

Exposure to violence at home teaches adolescent how to use violence to
exert social control over others and to resolve interpersonal conflicts.
Substance misuseis associated with an increased risk of expaosure to violence.
Adolescents with mental illness are at risk of becoming violent. The
adolescents with opposition defiant disorder, conduct disorder or intermittent
explosive disorder often resort to heightened aggression. Hate crimes including
terror acts are not uncommon and sometimes adolescents are forced to
participate in it. Easy access to weapons induding firearms increases chances
of violence. Understanding the factors that increase the risk of young people
being the victims or perpetrators of violenceis essential for developing
effective policies and programmes to prevent violence.

25.3.1 Epidemiology of Aggression and Violence in
Adolescents

In 2000, an estimated 1.6 million people worldwide died as aresult of self-
inflicted, interpersonal or collective violence, for an overall age-adjusted rate
of 28.8 per 100,000 population. Nearly half of these 1.6 million violence-
related deaths were suicides, dmost one-third were homicides and about one-
fifth were war-related. Though there is paucity of data on violence, especially
in adolescents in India it has been reported in some studies. National study on
child abuse (2007) found that nearly every other boy and girls faced sexual
abuse at least once. In one study from nearly 1600 school going children
from Chandigarh, it was observed that sixty nine percent of students had
witnessed violence in real life and 28% were of serious nature. Media
violence exposure was universal. The prevaence of victims and perpetrators
was 27% and 13% respectively. Bullying was prevalent. Male sex was the
most important predictive risk factor for witnessing and perpetrating violence;
victims were predominantly females.

There is gross under-reporting of violencein our set up, though it is being
reported dmost daily in mediain every part of India. Studies of nonfatal
violencereveal that for every youth homicide there are around 2040 victims
of nonfatal youth violence recaving hospital treatment. Aswith fatd youth
violence, the mgority of victims of nonfatal violence treated in hospitas are
males.

25.3.2 Gender Based Violence

Somewherein the world, an adolescent girl diesevery 10 minutes, as aresult
of violence. Worldwide in 2012, violence took the lives of around 54,000
adolescent girls between the ages of 10 and 19, making it the second leading
cause of death among this population group. While all adolescents may
experience violence, but girlsare uniquely vulnerable and its
consequences can last alifetime.. Violence againg girls may range from



emotiond, (teasing, spreading rumors, humiliaing, threatening) physica Injuries, Aggression and
(dapping, beating, burning, murder) sexud (by manipulation, threats or Violence
physical force). Adolescent girls are likely to experience certain forms of

violence, such as sexual violence, a much higher rates than boys due to

gender discrimination, norms and practices. Girls are also more likely to be

exposed to certain harmful practices, such as child marriage and female genital

mutilation/cutting (FGM/C) — both of which are direct manifestations of gender

inequality. Many of these forms of violence are under reported asthey may

take place amongst families or dose relaionship. Violence againg girls can

have serious hedlth consequencesto the girl or her future generation. It has

been shown tha young women who has experienced physica or sexual

violence in married life has 1.5 times more chance of aborting compared to

onewho had not had similar experience.

25.3.3 Forms of Violence

Violence can be nonphysical, i.e., verbal harassment, bullying or intimidation,
verbal coercion, or expression in the form of body language, staring, garing,
gesturing, blocking access to entry or escape). The other form is Phys cal—
sexual (abuse, incest, assault, rape), and non-sexual (hitting, kicking, biting,
choking, punching, grabbing, pulling hairs or other body parts, with awegpon
in the form of object like gun, knife, and stick or with hand, feet head, etc.

The WHO report places youth violencein amode within the context of three
larger types of violence sdlf-inflicted, interpersonal, and collective.

| nter per sonal violence is subdivided into violence largely between family
members or partners and includes child abuse.

Community violence occurs between individuals who are unrelated.
Collective violence incorporates violence by people who are members of an
identified group against another group of individuals with social, politica, or
economic motivation. Thetypes of violencein thismodel have behavioural
links, in that child abuse victims are more likely to experience violent and
aggressive interpersonal behaviour as adolescents and adults. Overlgpping risk
factorsexist for thetypes of violence, such asfirearm availability, alcohol
abuse, and socioeconomic inequalities. The benefit of identifying common risk
factorsfor thetypes of violencelies in the potential of intervening with
prevention efforts and gaining positive outcomes for more than one type of
violent behaviour.

Bullying

Bullying is unwanted, aggressive behaviour among school aged children that
involves areal or perceived power imbaance. The behaviour is repeated, or
has the potential to be repeated, over time. Both kids who are bullied and
who bully others may develop serious, lasting problems. There are three types
of bullying:

a) Verbal bullying is saying or writing mean things. Verbal bullying includes
teasing, name-calling, ingppropriate sexud comments and taunting or
threatening to cause harm

b) Socia bullying, sometimes referred to asrdational bullying, involves
hurting someone’s reputation or relaionships. Social bullying includes
leaving someone out on purpose, telling other children not to befriends
with someone, spreading rumors about someone, embarrassing someone
in public etc. 155
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¢) Physical bullying involves hurting aperson’s body or possessions.
Physical bullying include hitting/kicking/pinching, spitting, tripping/pushing,
taking or breaking someone’ s things, making mean or rude hand gestures
etc.

25.3.4 Factors Contributing to Violence

Violence s learned behaviour and cultura and social influences play a
significant rolein many of these intentional injuries. Some of the important
factors contributing to violence in youth areenlisted in 25.2.2. Thelink
between severe mental disorders and violent behaviour are more closely
linked for those with co-occurring alcohol or substance abuse or dependence.
Moreover, inability to maintain proper socid skills like establishment and
maintenance of pogtive family and peer relations and poor resolution of
conflict may put adolescents with these mental disorders at a high risk of
physical violence. Some of the psychiatric disorders like conduct disorder
and oppositional defiant disorder are also associated with violent behaviour.

Box 25.1: Factors contributing to violence
o Previous aggressive or violent behaviour
o Beangthevictim of physicd abuse and/or sexual abuse

o Developmental issues (preoccupation with onesdf, own appearance
and image)

o Exposureto violence in the home and/or community
o Beingthevictim of bullying

o  Genetic (family heredity) factors

o Exposureto violence in media (TV, movies, €c.)

o  Poor school performance

e Useof drugs and/or alcohol

o  Presenceof firearmsin home

o  Combination of stressful family socioeconomic factors (poverty,
severe deprivation, maritd breakup, single parenting, unemployment,
loss of support from extended family)

o  Brain damage from head injury

Other risk factors (use of anabolic geroids, gang tattoos, belief in one's
premature death, preteen alcohol use, placement in juvenile delinquent
centers)

Adapted from Knox L: American Medical Associaion 2002.
War ning signs for violent behaviour in children

Children who have several risk factors and show thefollowing
behaviours should be carefully evauated:

e Intenseanger

o frequent loss of temper or blow-ups



e  extremeirritability Injuries, Aggresiilc_)nI and
iolence

e  &tremeimpulsveness
e  becomingeadly frustrated
25.3.5 Management

The medicd personnel dealing with adolescents need to know how to screen,
identify, treat and refer violence victims. Additionally, they should be familiar
with the community programmes available in the locality. The assessment of
adolescent a risk or with history of violent behaviour or victimization should
be a part of the health maintenance visit of all adolescents. If thereis any
history of involvement in physical fight, carrying aweapon or if there are
concerns about safety issues (HEADSS questionnaire), one should do morein
depth analysis. The FISTS mnemonic (Box 25.1) isavery useful assessment
tool for these kind of cases. One should not hesitate to take the help of a
mental hedlth professional if there is presence of any of these risk factors:
substance use, physical or sexud abuse, consistent poor school performance,
multipleincidents of trauma or encounter with law, or feature suggestive of
mental hedth disorders.

Box 25.2 : Fists Mnemonic to Assess Adolescents at Risk of
Violence

F. Fighting (how many fights you had in last year? Which was the
last?)

I:  Injuries (haveyou ever been injured? Have you ever injured
someone else?)

S Sex (has your partner hit you? Have you hit your partner? Have
you ever been forced to have sex?)

T.  Threats (has someone with aweapon threatened you? What
happened? Has anything changed to make you feel safer?)

S Sdf-Defensev (what will you do if someone tries to pick afight?
Have you carried wegpon in self-defense?)

The primary responsibilities of the atending clinician istwo-fold: firstly to
provide immediate medical care and secondly to ensure the safety and welfare
of the adolescent. Overal it requires|ot of careful handling, sensitivity,
empathy, and skill to manage these kind of cases. A very good description in
structured format is given in the job ai ds manual by WHO which can be
accessed a http://mwwwho.int/maternal_child_adolescent/documents/
9789241599962/exV.

Apart from initial stabilization after injury, the other steps in the management
are evduaion and treatment of injury, evaluation of assault crcumstances,
psychologicd evaluation and support, treatment plan a discharge that is
directed to protect the teenager from similar injuries, and minimize
development of psychological disability. One hasto remember tha victims as
well witness of violence are at risk for post-traumatic stress disorder, and
future aggressive or violent behaviour.

Apart from being senstive toward the adolescent, the physician should be
aware of the legal aspect of managing these cases as well, and if required
should inform police as required by law. Depending upon the Stuation, the 157
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family, or the care taker, or the child welfare committee of the district or the
child helpline can be contacted. Precautions should be taken while dealing
with an adolescent who is avictim of violence including sexud violence. A
detalled verbatim hand written history from the child and accompanying
person mentioning the date, time, place, witness and other details of other
history should be taken. For medicd examination, a consent should be taken
from the child or the parents and it should be done preferably by the doctor
of same sex. Diagrammatic representation of anatomic parts and the injuries
should be recorded along with the detaled general physical examination.
Appropriate samples should be collected depending on the form of violence/
abuse. The record should be kept confidential at a secured place. The cases
of sexual or child abuse should be dealt by specialy trained teams. The
medical officer (MO) should be aware of Protection of Children from Sexual
Offences Act 2012 (POCSO) while dealing with the cases of child abuse.
For persistent violent and aggressive behaviour multiple treatment modalities
varying from cognitive behaviourd therapy involving the individual and the
family and pharmacothergpy are used smultaneoudly.

25.3.6 Prevention

Research studies have shown that much violent behaviour can be decreased
or even prevented if some of therisk factors mentioned in Box 3 are
significantly reduced or eliminated. As violence leadsto more violence,
efforts should be directed at drasticdly decreasing the exposure of children
and adolescents to violence in the home, community, and through the media
In addition, the following strategies have proven to be beneficid in preventing
violent behaviour: prevention of child abuse (use of programs such as parent
training, family support programmes, etc.); early identification and intervention
programmes for violent youngsters, monitoring child’ s viewing of violence
during their screen time including the Internet, tablets, smartphones, TV,
videos, and movies, sex education and parenting programmes for adolescents.

The most common interventions againgt youth violence seek to increase the
level of protective factors associated with individual skills, attitude and beliefs.
As per WHO report, broadly four types of approaches viz: individual,
relationship, societal and community can be used for prevention.

e Individual approaches Concentrate on children as wel as youthswho
have already displayed some violent tendencies by changing their atitudes
and behaviours to avoid aggressive and violent behaviour.

« Rdationship approaches Focuson thefamily members of the victim,
especidly those with the potential to trigger aggressive or violent
responses.

o  Community-based approaches Raise public awarenessin an effort to
stimulate action by community members to reduce violence and protect
vulnerable community members.

o Societal approaches Include broader advocacy and legislative actions,
aswdll as societal and cultural environmentd changes. Idedly prevention
should start from the beginning and these are age group directed
preventive measures as advised by WHO.

Role of parents and teachers in prevention of violence

Parents ad teachers should maintain a cordid relatioship with children to let
them share their problems and feelings. At home, parents should spend quality
time with children ad ask them about any problems.



Injuries, Aggression and
Check Your Progress 2 Violence

1) What isthe contribution of suicides in violence related deaths?

254 LET USSUM UP

o Injuriesare important cause of mortality and morbidity in adolescents.
« Bothintentiona and un-intentional injuries areon the rise.

o Adolescents often indulge in risk taking behaviours. Various endogenous
and exogenous factors determine the injuries.

o Drowningisamgor contributor to fatal injuries.

« Vaious gpproaches (behavioural, ecologicd, policy and regulatory) can
be utilized to prevent injuries.

o Aggresson and violence seem to be increasing in adolescents.

o Wecan identify adolescents at risk of violence by using methods like
FISTS.

o Individual, relationship, societa and community can be used for
prevention of violence.

255 ANSWERSTO CHECK YOUR PROGRESS

Check Your Progress 1
1) HIV/AIDS

— Roadinjuries
—  Drowning
— Intedtinal infectious diseases

—  Lower respiratory tract diseases
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2) « Intentiond injuries are self-inflicted injuries (suicide), interpersonal
intentiona injuries (legd intervention).

o Unintentiond injuries are road traffic injuries, drowning, poisoning,
fdls, burns, and firearm injuries.

3) Behavioural approaches, ecological approaches, and legislation and policy
goproaches

Check Your Progress 2
1) 50%

2) « Nonphyscal (verbal harassment, bullying or intimidation, verba
coercion, or expression in the form of body language, staring,
glaring, gesturing, blocking access to entry or escape), and

o Physical (sexual (abuse, incest, assault, rape), non-sexud (hitting,
kicking, biting, choking, punching, grabbing, pulling hars or other
body parts, with aweapon in the form of object like gun, knife, and
stick or with hand, feet head, etc).

3) Intense anger, frequent loss of temper or blow-ups, extreme irritability,
extreme impulsveness, becoming easily frustrated.



