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Per spective of violenceand crime

The relevance of failure in natural developmental processes and their family correlates for prevention

is abundantly clear

Introduction

Violenceand crimeare popular topicscurrently in Sri
Lanka, with the media giving wide publicity to their
prevalence. Along with this major media preoccupation,
thereisasense of public helplessness dueto thelack of an
immediate solution. A wide range of sociocultura causes
are thought by various experts to contribute these violent
crimes, and no particular socia class or group is exempt,
either asvictimsor asperpetrators. The causesgiveninclude
rapid social change and urbanisation, ineffective law
enforcement, civil war, poverty and deprivation, and display
of violence on television. Though these circumstances
affect many, only ahandful of individual sresort to violence,
and themajority remain peaceloving and law abiding. Most
experts agree a so that there are individualsin our society
with ahigh potential for violence. They show their antisocial
tendency by readily using violenceto resolve problemsand
challenges, and are intolerant and insensitive to rights of
other people. How are such individualsdifferent from most
othersin our society? I sthisdifference based on abiological
predisposition or the past and present experiences? Can the
potential for violence be predicted in advance? Are there
known effective preventive measures? Canthesequestions
be answered on scientific evidence?

Childhood disorders and adult criminality

There are many models that describe aggression in
human beings. Violent behaviour has been seen asafailure
in the natural developmental processes of emotional and
behaviour control in oneself with an inability to comply
with socia restraints[1].

Longtermfollow up studiesfrom preschool yearshave
shown that the tendency for aggression in adulthood can
be recognised as early asthe second year inlife[2—4]. The
early predictivesignsidentified include serioudly disruptive
behaviour, temper tantrums, soiling, daytime enuresis, and
language, learning and social difficulties. Biological
predisposition and social influences are believed to
contribute to this adverse prognosis[1]. Hence identifying
and understanding such biological and socia risk factors
inanindividual child or groupsof childrenisof paramount
importance for preventing adolescent and adult antisocial
behaviour through early intervention. But, such behaviours
often go unrecognised or untreated, either because they
are believed to be “normal” for children, or because the
parents do not know from where to get help.

Some childhood disordersare clearly associated with
violence, crimindlity, and drug and alcohol abuse later in
adolescence and young adulthood. Adult manifestations
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include using weapons, group violence and vandalism,
failed education, unemployment, marital violence, and child
abuse[5]. Thereisa2—-3-fold higher risk of being diagnosed
with these disordersin boysthanin girls. Attention deficit
hyperactivity disorder (ADHD) and conduct disorder (CD)
are two conditions that are included in the diagnostic
classificationfor child psychiatric disorders[6]. They have
a prevalence of about 4% in rural and 9% in urban
populations [7]. Ninety per cent of adult recidivists are
believed to have had CD in childhood [5]. ADHD is
signified by hyperactivity, attention deficit and impulsive
behaviour. The diagnosis of CD is based on the presence
of aggression, lack of empathy, cruelty, bullying, non-
compliance with authority, lying, stealing and fire setting
[6]. ADHD is recognised as a “dysmaturity” of the
prefrontal cerebral cortex and subcortical structures such
as the basal ganglia [8]. Genetic factors contribute
significantly to its causation. Other important causes are
intrauterinea cohol exposure, braininjury, and severesocia
deprivationin preschool life[8]. Twenty per cent of children
with ADHD are known to enter adulthood with antisocial
personality disorder [9]. Brainimaging studies show also
that adults with antisocial personality disorder have
frontal cortical deficits [10]. Thus there are grounds to
believe that adult antisocial personality disorder is
unresolved childhood ADHD. Inalarge cohort of children
identified with conduct problems, 76% of theboysand 30%
of thegirlshad acriminal record, amental disorder, or both
by age30years[11]. Thementa disorder wasamost dways
severe substance abuse. Mental disordersand crimewere
strongly associated, especialy among males, with ahistory
of childhood conduct problems[11].

Family experiences in childhood and adult
violence

There is a wedlth of research evidence, from both
developed and developing countries on the influence of
family and parentsonlater crimindity [5,12,13]. For instance,
parents with poor education, amother under the age of 18
or over the age of 35 at time of birth, family history of
criminality, social deprivation, harsh punishments, family
conflict, physical abuse, rejection and lack of supervision
by parentshaveall been recognised aspredisposing factors
toviolence. Although the independent contribution of each
issmdl, their cumulative effect isstrong [ 12]. They provide
evidencethat family based risk factors predispose to adult
criminality. Genetically vulnerable children whose parents
are antisocial may be particularly susceptible to family
influences [5]. The long term effect of child abuse and
neglect on adult criminality and violence is another area

131



Per spective

that has been extensively studied. Children who were
abused are at risk of becoming perpetrators of physical and
sexual abusethemselveslater inlife.

Prevention

All primary health care workers and paediatricians
have a pertinent role to play in early identification and
management of children and familieswith ahighloading
of thebiological and social risk factors mentioned above.
Preventive strategies should target both the children and
their parents. For children, improving educational
attainment, preventing school failure and drop-out,
helping to develop more socially appropriate emotional
responses, and improving problem solving skillshave al
been effective [14]. As for medication, psychostimulant
drugsare useful inreducing impulsivenessand aggression,
and improving interpersona behaviour. Antipsychotics
canbeusadinthe short term to reduce aggressive behaviour.
For parents, training programmesto improvetheir quality
of parenting have been successfully replicated [15]. These
focus on establishing positive child-parent interactions,
consistent limit setting for unacceptable behaviour, and
being effectiverolemodel sin problem solving. Psychosocia
intervention in childhood, medication, and improving the
quality of parenting are known to reduce later substance
misuse and law breaking behaviour [14]. School-based
primary prevention programmes for high risk groups of
children includeimproving reading and writing skillsand
behaviour modification techniques for disruptive
classroom behaviour. Suchinterventionsarelikely to have
a far greater impact on delinquency and violence than
secondary and tertiary prevention programmes such as
those of the criminal justice system [16].

Conclusions

Though socialy oriented explanations for violence
and crime are favoured by the magjority, the relevance of
developmental processes and childhood behaviour
disordersand their biological and family correlatesisclear.
The effectiveness of prevention and early intervention
strategies is evident and should be used at all possible
levels. Health and education services should collaborate
to implement community based effective preventive
strategies for these children and families.
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