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Introduction

The Convention on the Rights of the Child (CRC) has been internationally adopted by the United
Nations and widely ratified by 196 countries in 1989 (UN 1990). The ratification of the CRC mirrors
the recognition to ensure children and adolescents their human rights, including the special needs
children require (UNICEF n.d.). The commitment of the CRC “gave children the fundamental right to
be heard, to influence decisions, and to participate in issues that affect their lives” (UNICEF and
Concerned for Working Children 2022, 2) and strengthens the principles of provision, protection, and
participation. It also leads to an obligation for States to incorporate these rights into their policies and
strategies. The CRC is inclusive and non-discriminatory, and no exceptions should be made based on
age, race, geography, gender, etc. The Convention “ensures the protection, survival, and development
of all children (Human Rights Watch 2014)” and exists to improve their rights and safeguard them
around the world.

The CRC involves various articles that ensure the protection of substance use by children and
adolescents as well as necessary sensitised health services that they have a right to. Generally, the need
for sensitised evidence-based services to meet the special needs of children and adolescents who face
substance use disorder or whose family members face substance use disorders is significant. However,
oftentimes these services are lacking (Winters, Botzet, and Fahnhorst 2011). Simultaneously, research
on the topic is mainly western focused and includes the region of North America and, in lower
frequency, Europe. Even though methods and tools are universal, they need to be culturally and
regionally contextualised to be effective (Burlew 2013).

A previous mapping research in the region of Kerala by the Fourth Wave Foundation (FWF) and World
Federation Against Drugs (WFAD) in 2021 showed that while there is an increase in drug use among
children, there is a growing need for children to enter drug treatment and care programmes. However,
the mapping research showcased that child-centric [in-house] treatment centres were limited and
increased awareness on substance use dependency (SUD) treatment is needed to reduce parental denial,
stigma, and the lack of support systems.

This research aims to continue to map a wider range of stakeholders, including health care providers,
schools, parents, and children, to identify the gaps and available options for child-centric treatment. The
main question of the research is: “Do children with substance use dependency have access to a
supportive care system in Kerala, India, reflecting their Child Right?”. By increasing the
knowledge and understanding of current practices, the rights of the child can be adhered to through the
improvement of services.

Methods

The mapping research is based on primary and secondary resources. A literature review was done to
gain knowledge and provide a balanced background on the topic of substance use [child-sensitive]
treatment. The literature review provided the opportunity to “set the scene [and] demonstrate current
[existing and written] knowledge” (Winchester and Salji 2016). The literature review contained journal
articles and reports by scholars and official institutions. By establishing a background, it is possible to
connect it with the primary source and the data analysis in the discussion of the research.

Questionnaires were used as a method to collect the primary resources. This method “enables
guantitative data to be collected in a standardised way so that the data are internally consistent and
coherent for analysis” (Roopa and Rani 2017, 273). The questionnaire mainly included matrix
(multiple-choice) questions to create a comparative analysis.

As “it is often not feasible to collect data from an entire population of interest” (Ponto 2015), it was
decided to collect data from a smaller group reflecting the population of interest. Therefore, the
questionnaires were distributed among children as well as other stakeholders that play an important part



in the life of the child or work closely together with the child [in their daily life]. The stakeholder
participants included parents, school, and community-level stakeholders, and childcare professionals
from six vulnerable districts in Kerala under the National Action Plan for Drug Demand Reduction
(NAPPDAR). The six districts were Trivandrum, Kollam, Idukki, Ernakulam, Kozhikode, and Kannur.

Following the recommendations by Ponto (2015) to use “diverse recruitment strategies [to] improve the
size of the sample and help ensure adequate coverage of the intended population”, the questionnaires
were distributed in electronic format and via hard copies. Throughout the process, it was understood
that trust needed to be gained among participants to fill out the questionnaire. Therefore, a data
collection team spoke to the participants individually, asking the questions of the questionnaire.
Additionally, stakeholder participants in capacity-strengthening training workshops were invited to fill
out the questionnaire at the event. In various cases, the questionnaires were shared in the local language
of Kerala, Malayalam, and the answers got translated into English. In total, 1199 respondents
participated in the survey. Out of 1199 respondents, 34 were childcare professionals from 6 districts, of
which 15 were working in a private mental clinic/hospital, 8 in a government hospital/health centre, 3
in a deaddiction and rehabilitation centre, 1 in a medical college, and 7 in others. 118 childcare
professionals from enforcement from two districts, mainly from Ernakulam, partook in the survey. A
total of 1023 school and community level stakeholders from 6 districts took part in the survey. Finally,
a total of 24 children and parents filled out the questionnaire. Further details on the data collected from
the specific regions, job backgrounds, etc. can be found in the attached survey results.

The surveys were analysed according to the Qualitative Text Analysis Design, which method allows a
systematic approach to the results. The analysis is based on “the interpretation of the relationship
between the defined categories” (Mackensen and Wille 1999, 139). The QTAD method includes
reading the results, appointing codes to define the results, and establishing themes contributing to the
research aim. The questions were put into categories which then provided the opportunity to compare
the different answers from the participants within the particular category.

Definitions

The research focuses on the Convention on the Rights of the Child and the availability of treatment to
the child. Hence, ‘the child’ is central to this research. Yet, the definition of the child may vary from
various regions. This research works with the definition of the child according to the Convention on the
Rights of the Child. Here, the child is defined to be “every human being below the age of eighteen years
unless under the law applicable to the child, majority is attained earlier” (UNICEF 1989).

To specify certain age groups facing more substance usage within the category of ‘the child’,
“adolescent(s)” and “youth” are used as synonyms in the research. Adolescents are described to be “in
the phase of life between childhood and adulthood, from ages 10 to 19” (WHO n.d.). Youth, on the
other hand, is similarly defined as adolescents to be a period of transition. However, the age range of
youth is defined by the United Nations to be between 15 and 24 for statistical purposes with the side
note that “the definition of youth perhaps changes with circumstances, especially with the changes in
demographic, financial, economic, and socio-cultural settings” (United Nations n.d., 2). In this research,
youth and adolescent are used as direct synonyms and are often at the age of going to school.

Limitations

The literature review for the background of this research is overwhelmingly based on research from the
United States and is sometimes slightly outdated (between 2011 and 2016). There is not much research
available on other regions of the world. By focusing on the state of Kerala, the research aims to broaden
the understanding of services offered in the region and give insights into a different part of the world.
Yet, from a theoretical perspective, western-focused research still forms a good base to build upon and



understand the theory behind [the need for] sensitised treatment for adolescents, connect the collected
data, and later sensitise it in the given region.

Another limitation is that doctors were hesitant to fill out the survey even after they had been ensured
that the survey was fully confidential. However, at various stakeholder meetings and workshops
organised by the Fourth Wave Foundation team, doctors were asked the questions in person.
Additionally, a mandate was provided by the state to motivate other stakeholders to fill out the
questionnaire. It should be noted that a substantial group of respondents are government-appointed
counsellors/caretakers/teachers and might be limited in expressing criticism or providing a
reasonable representation of the actual conditions.

Background

The Convention on the Rights of the Child

The Convention on the Rights of the Child (CRC) has several predecessors and sources for its
foundation. The first Declaration of the Rights of the Child got drafted and adopted by the League of
Nations in 1924. It was expanded and adopted by the United Nations in 1959 (UNICEF and Concerned
for Working Children 2022). Finally, the Convention on the Rights of the Child was ratified by UNCRC
in 1989. The CRC obliges the Member States to protect children and ensure that their needs and the
right to participation are fulfilled. The signed Convention includes 54 articles (OHCHR 1989).

Overall, the UNCRC addresses various aspects and areas of need that need to be recognised and adhered
to. It showcases the principles of rights that overarch the complete fulfilment of the child’s rights. These
principles are inseparable and indivisible and include protection, provision, and participation. Whereas
many programmes do focus on fulfilling the protection and provision of children’s rights, the right to
participate to establish the quality and nature of the provision and protection programmes is not always
included. Without the inclusion of the right to self-determination, the right of the child is not completely
fulfilled (Concerned for Working Children and UNODC 2022).

The 54 articles constituting the Convention on the Rights of the Child address various aspects and areas
of needs that need to be fulfilled, including the right to access information, freedom of association,
freedom of peaceful assembly, inherent right to life, etc. (Ibid). The UNCRC also addresses the need to
protect all children from drugs with Article 33 specifically.

States Parties shall take all appropriate measures, including legislative, administrative, social,
and educational measures, to protect children from the illicit use of narcotic drugs and psychotropic
substances as defined in the relevant international treaties, and to prevent the use of children in the
illicit production and trafficking of such substances.

Besides Article 33 emphasising the need to protect children from illicit drugs through preventive and
active measures, other articles call for the provision of necessary [health] services. These articles are to
be linked to the need and right of children to receive a safe rehabilitation journey, in case they face a
substance use disorder, through safe, evidence-based, and sensitised facilities.

The relevant articles are the following:

Avrticle 24.1: States Parties recognise the right of the child to the enjoyment of the highest
attainable standard of health and to facilities for the treatment of illness and rehabilitation of health.
States Parties shall strive to ensure that no child is deprived of his or her right of access to such health
care services.

Article 27.1: Member States recognise the right of every child to a standard of living adequate
for the child’s physical, mental, and development of the child.



These articles showcase the right of the child to receive proper and child-centric treatment when in
need. Whether the treatment is linked to diabetes, mental care, or substance use disorders, each service
should be evidence-based and child-centric.

Treatment for Adolescents

Sensitised treatment for adolescents and children is proven to be essential by research. Children and
adolescents with substance misuse face a higher urgency for treatment. As they are in their
developmental stage, early intervention and treatment can prevent long-term negative effects. Longer
and more intensified substance misuse and early initiation increase the risk of a constellation of
“problem behaviours, legal problems, driving under influence, and physical, sexual, and emotional
abuse” (Winters, Botzet, and Fahnhorst 2011, 416). Since the developmental stage “contributes to risky
judgements, including the tendency to make choices based heavily on emotion” (Winters, et al. 2018,
142). Hence, a lack of access to [sensitised] services can have adverse long-health and psychological
consequences.

Barriers to Treatment

Yet, similarly to adults, children and adolescents face a treatment gap. Whereas an average of 1 in 7
adults globally have access to treatment (United Nations 2019), research estimates that solely in the
United States around 10% of youth have access to substance use treatment (NIH 2014) This number is
expected to be lower globally due to the lack of services in some areas.

The barriers faced by children and adolescents are often more intense and/or complex compared to
adults. Barriers for children include, and are not limited to, the lack of treatment facilities in the region,
poor health coverage, missing motivation, unsupportive caregivers, a lack of specialised adolescent
treatment programmes, and inconsistent quality in adolescent treatment services (Winters, Botzet, and
Fahnhorst 2011 and Sterling, et al. 2011). Additionally, Sterling, et al. (2010) point out that oftentimes
youth, especially girls, with substance use disorders are treated in psychiatric programmes instead of
substance use disorder treatment programmes as the first-mentioned is considered less stigmatising.

However, psychiatric services do not provide services for co-occurring disorders, such as substance use
disorder. The stigma around substance use disorders influences health care providers and leads to
reluctance to refer adolescents facing the disorder to the necessary services, more than other diseases
such as diabetes or rheumatism, in fear of jeopardising the youth’s future (Ibid). Improving services
meeting the needs of children and adolescents, access, and coordination of care while linking and
increasing communication among health care providers is of significance to remove barriers and reduce
the treatment gap. Sterling, et al. (2010), advise integrating substance use treatment into primary care
settings. This will require adjustments and training of healthcare professionals as, currently, “adolescent
providers in both mental health and primary care settings rarely receive adequate training to manage
substance use problems, even less to manage co-occurring problems” (Ibid). Therefore, training is
necessary to bridge the gap and provide accessible and adequate treatment.

Sensitised treatment services

The type of treatment needed by adolescents is different than for adults, which is mainly linked to
developmental relevance and the way the disorder has manifested. The patterns and context of use also
differ among youth and adults, similar to the substance-related problems that they experience.
Additionally, adolescents often do not refer themselves to treatment (Winters, et al. 2018). The latter
affects the motivation level to change drug use behaviours, combined with judgments and choices based
on emotion due to the developmental stage of the brain. This also increases the influence of peers on
the adolescents and positive interactions during treatment can be beneficial. Oftentimes, youth is
referred by “a concerned parent, mental health clinician, or school staff” (Ibid, 142), which can lead to
a negative attitude towards the treatment. Besides this, an important difference between adults and
adolescents is that the developing stage of the prefrontal context results in impulsivity, immature goal



setting, reasoning, and judgement and that youths are more likely to go for thrill-seeking. This increases
the importance of having tailored treatment options that include their psychological, developmental,
and social needs to increase the effectiveness and success of the treatment and recovery pathway (Ibid).

While providing treatment to adolescents, it is important to understand that relapse among adolescents
is rather common as one-third to one-half will use some drugs at least once within a year after treatment
(Winters, et al. 2011). Hence, aftercare is of significance.

Youth-sensitised Treatment Guidelines

Various [American] research have reflected upon treatment programmes that would be more effective
for youth. A few have been elaborated below, based on their relevance to evidence-based youth
treatment which could be used to guide implementation. The strengths, as well as the considered needs
for improvement, are being reflected upon per programme.

Placement Criteria
The American Society of Addiction Medicine (2013), provides a list of five treatment placement criteria
for adolescents which are part of the continuum of care:

1. Early/Brief intervention

2. Outpatient — this includes attending treatment for a few hours a week (to 6h a week) for a period
depending on the treatment plan.

3. Intensive outpatient — this includes attending treatment during the day (to 20h a week) while
living at home. The length can range from 2 months to 1 year.

4. Residential/inpatient — this includes programmes between 1 month to a year providing
treatment services in a residential environment.

5. Medically managed inpatient treatment — for youth requiring 24-hour primary medical care for
a period depending on their progress.

During the strength-based multidimensional assessment phase, the needs, obstacles, liabilities,
strengths, asset, resources, and support structure is considered to develop the correct level of care and
possible placement, focusing on the continuum of care (American Society of Addiction Medicine n.d.).

12-step Model

A model used in treatment support services that has been reflected upon by Winters, et al. (2018) is the
globally well-known 12-step model. The 12-step model is a self-help approach and is used in inpatient
and outpatient treatment programmes. It could be helpful to adolescents in treatment. However, the
model is mainly designed for, directed towards, and attended by adults. This can be considered an
increased barrier for adolescents to join as they would face difficulties to relate to the older group
members. Nevertheless, when efforts are made to certain steps of the programme more approachable
and developmentally appropriate while encouraging youth to join, the 12-step model can be effective
for adolescents in their treatment.

Family Treatment Model

Family treatment is another treatment model that has been reflected upon by Winters, et al. (2018). This
treatment model is oftentimes considered an effective treatment service for adolescents as it includes
the various stakeholders involved in their lives. “These approaches are based on the therapeutic premise
that the family has the most profound and long-lasting influence on child and adolescent development”
(Ibid, 146). It allows the stakeholders to be involved in the monitoring and developmental processes.
However, the service is also more challenging and expensive compared to individual or group-based
treatment (Benningfield, Riggs, and Hoover 2015).



12 Principles of Treatment for Adolescents

NIDA (2014) has provided 13 principles to be considered and integrated into treatment programmes for
adolescents to offer evidence-based and sensitised services. These principles act as a guideline and are
elaborated upon by NIDA.

1.

10.

Identify and address adolescent substance use [misuse] as soon as possible

Substance use can have long-lasting effects on the developing brain while it can influence
family and positive relationships and school performance. It can also lead to long-term use into
adulthood. The sooner the substance use is identified and addressed, the more negative long-
term effects can be avoided.

Intervene before a substance use addiction can evolve

As drug use can lead to risky behaviours and increase drug use in the future, there are many
benefits to early drug abuse interventions before the addiction can evolve for adolescents.
Routine medical visits can be used as an opportunity to ask about drug use

Routine [annual] medical visits can include standardised screening tools that can help various
health care providers to determine drug use involvement and intervene or refer when considered
needed.

Legal interventions and sanctions or family pressure may play an important role in
getting adolescents to enter, stay in, and complete treatment

Generally, motivation to enter treatment by themselves is often rather low among adolescents.
Hence, mandated treatment through legal interventions and sanctions or family pressure could
be an option and has proven to be effective.

Treatment needs to be tailored to the unique needs of the adolescent

Treatment should be sensitised for adolescents, which starts with a comprehensive assessment
where the adolescent’s strengths and weaknesses are identified. Simultaneously, the sensitised
treatment should also consider the adolescent’s level of psychological development, gender,
relations with family and peers, school performance, the community, cultural and ethnic factors,
and any special physical or behavioural issues. Only by sensitising, the treatment can be
effective.

Treatment should address the needs of the whole person, rather than focusing on drug
use only

Treatment often tends to focus on ‘fixing’ the drug use of the person in treatment. However, to
make treatment more effective, the medical, psychological, and social well-being, as well as
housing, school, transportation, and legal services, need to be addressed.

Behavioural therapies are effective in addressing adolescent drug use

When behavioural therapies are given by trained clinicians, the therapy can help motivate the
adolescent to change and avoid further drug use.

Recognise the importance of families and the community in treatment

Families and communities play an important role in the life of an adolescent. Their support is
essential in the recovery process. The inclusion of families and communities during treatment
can motivate and encourage the adolescent along the way.

Identify and include treatment of other mental health conditions

Adolescents who abuse drugs frequently face other conditions, such as depression, anxiety
disorders, ADHD, etc. Hence, it is necessary to assess and integrate treatment for these
conditions to make treatment more effective and holistic. When involved in the juvenile system,
it is advised to screen for psychiatric disorders to be able to provide the right treatment.
Identify and address sensitive/traumatic experiences, such as violence, child abuse, or risk
of suicide

As many adolescents who abuse drugs have experienced a negative/traumatic experience,
including physical, emotional, and/or sexual abuse, these issues need to be addressed in
treatment to be able to make the right referrals when needed.



11. Monitor drug use during treatment
It is important to monitor drug use during treatment as relapse is quite common. The triggers
which can lead to relapse vary per person.

12. Provide an adequate period and continuity for treatment and aftercare
Staying in treatment for an adequate period of time while providing continuity and aftercare is
important to be able to offer better care and prevent relapse. Studies show that a period of three
months or more in treatment leads to better outcomes. Many adolescents also benefit from
continuing care following their treatment. These services include drug use monitoring, follow-
up visits at home, and support families with other needed services.

13. Include testing for sexually transmitted diseases in drug treatment
Adolescents using drugs, whether they inject or not, are at an increased risk for diseases that
are transmitted through blood or sexually, such as HIV and hepatitis B and C.

Overall, it is important to understand the root causes of drug use and substance use disorders among
adolescents to offer better treatment. Reasons to experiment with continuing the use of drugs include
the urge to fit in, to feel good, to feel better from distress, to do better and improve performance, and to
experiment. Probable causes for the development of a substance use disorder include brain
development, traumatic early life experiences, genetic vulnerability, lack of parental supervision or
monitoring, drug-using peers, and other environmental influences. During the assessment and
treatment, it is important to take gender differences and ethnic minorities into account (Ibid).

Key Elements in Treatment for Adolescents
To increase treatment effectiveness, there are certain elements that should be included according to
Winters, et al. (2011). The key elements provided are as follows:

1. Screening and comprehensive assessment to ensure understanding of the full range of issues
the youth and family are experiencing.

2. Comprehensive services to address the adolescent’s substance abuse problem as well as any
medical, mental health, familial, or education problems.

3. Family involvement as the involvement of parents in their adolescent’s treatment and recovery
increases the likelihood of a successful treatment experience.

4. Developmentally appropriate services and therapies offered address the different needs and
capabilities of adolescents.

5. Strategies to engage and keep adolescents in treatment to help adolescents recognise the
value of getting help for their problems.

6. Qualified staff: staff should have knowledge of and experience in working with adolescents
with substance abuse problems and their families.

7. Consider and address cultural and gender differences within the adolescent’s environment
in programmes.

8. Providing aftercare support after the formal treatment programme is completed to ensure
support and successful recovery.

9. Data gathering to measure outcomes and success of the programme.

Overall, the general rule when selecting the most effective treatment format “requires careful balance
of the needs of the population [the adolescent] and available resources”. Therefore, the main question
should be “whether the selected format is effective in treating the problem, [which is] arguably as
important [as] the efficiency and cost effectiveness of the programme to be delivered” (Benningield, et
al. 2015, 298).

Importance of Schools

Schools play an important role in the lives of adolescents and have an immense influence on substance
use prevention, intervention, and recovery. They are also important social environments and can
stimulate either positive or negative behaviour of the youth. Youth can be negatively influenced by



peers using drugs on the school grounds, which is often a leading factor in drug use initiation among
youth (Winters, et al. 2011). To limit drug use initiation on school grounds, schools can implement
prevention measures to establish a drug-free environment. Simultaneously, schools play a great role in
the detection of substance use disorders as they supervise the youth daily and could detect changes in
behaviour. This increases their potential to reach youth at an early stage of substance use disorder
severity. Active early intervention would decrease the risk to develop a chronic addiction. This is
favourable for the person as well as the society as it is cost-saving in the long term. Research has shown
that “youth who have access to school-based health centres are ten times more likely to make a mental
health or substance use visit and participate in screening for other high-risk behaviours” (Benningfield,
et al. 2015, 292). This will allow the health counsellor at the school to guide the adolescent towards
possible effective treatment.

Schools can become a protective factor for youth. They can contribute to adolescents’ recovery path
positively as positive connections with peers, teachers, and administrators can be built. Simultaneously,
their academic improvements and success can help adolescents to stay sober and ultimately graduate
(Winters, et al. 2011). Benningfield, et al. (2015) showcased that “for each year beyond age 14 that first
alcohol use is delayed, the odds of subsequent alcohol use disorder drop by 14% (292).

Overall, there are four aspects that support adolescents in positive engagements and can influence
successful prevention, treatment, and recovery processes. These aspects include ‘“adult support,
belonging to a positive peer network, commitment to education, and school environment” (Ibid, 293).
This showcases that the role of schools should not be underestimated but rather stimulated to accelerate.

Analysis

The analysis includes the results of the questionnaires answered by health care professionals,
counsellors, schools, parents, and children in six districts in Kerala. It provides insight into the level
of awareness of substance use, availability of substance use treatment, and aftercare.

Awareness around substance [use] among students, parents, and teachers

Awareness around substances is being spread through drug awareness sessions to children, students,
and teachers by the majority of schools and communities in the six districts of Kerala. Having received
drug awareness classes at school is confirmed by the majority of children. They share that they are
aware of the negative consequences of substance abuse. When it comes to discussions on parental
substance dependency, this discussion is less frequently openly held on a community level and only a
minor majority has entered these discussions. On a peer level, a small majority of children do not have
any discussions related to drug dependency.

Currently, schools are mainly offering care and counselling services to children to prevent substance
dependency (537). 15 schools have established an anti-drug club. Yet, 69 schools do not offer any
services. Overall, there is awareness among the schools and community stakeholders regarding the
existence of the toll-free helpline for children, which information can be shared with children in need.
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Figurel

Generally, the majority of school and community stakeholders are aware of the correct lawful
procedures to report any issue regarding drug dependency and think that children are aware of how to
inform/report cases of drug dependency among their peers or parents. However, the procedure of
seeking or approaching treatment remains rather unclear among schools and communities and is
believed to be unclear among the youth or parents also. Additionally, most school and community-level
respondents do not think that children will come forward to seek help by themselves.

Families, Communities, and School as supporting facilities

Drug dependency is treated rather well within the community according to the parents and children.
When seeing someone with substance dependency, they want to make the person aware of the effects
of it and provide guidance, services of counselling, and rehabilitation. However, a few shared that they
prefer to keep their distance from the person with drug dependency or inform the police or ward
counsellor. When facing substance dependency themselves, the vast majority of children share that they
receive support from their family (18 out of 22), community (15 out of 21), and school (10 out of 15)
when accessing treatment. School and community stakeholders, on the other hand, also express to
provide support and counselling care facilities for drug dependency. They also do not or are unaware
of giving corporal punishment to children who face substance use dependency (736 out of 1023) nor do
they expel the student. However, there is a small group that does give corporal punishment (287).
Overall, the community and school-level stakeholders do not think that children face negligence in their
homes/families due to their drug dependence (508). However, still, a substantial group (456) does think
that children do face negligence and, generally, the majority believes that children might be facing
segregation or exclusion in their peer groups/societies due to substance use dependence.

Availability of and Access to Treatment/Care Facilities

Most children and parents seem to be aware of the care facilities available to them (16 out of 22) and/or
believed that they are accessible (16 out of 21). Most of them have received information about the
facilities through social media, Asha workers, counsellors, health care workers, awareness classes, or
Project Venda (red. Project by Fourth Wave Foundation and collector of data).

Initially, the children and parents shared that they did not face any barriers when accessing treatment
nor did the fear of stigma influence the accessibility of the treatment. However, when answering the
question about the availability of care facility centres nearby their locality, the majority answered the
question negatively (14 out of 22). School and community-level stakeholders, on the other hand, did
reply that there are treatment facilities for children near their locality. Yet, they do believe that distance
is a concern in getting access to treatment as well as the financial aspect of it. Similarly, the procedures
to access the care facilities were unknown among children and children as were the expenses considered

10



a barrier by most (13 out of 22). Nevertheless, a majority of school and community-level stakeholders
does not know of any cases where children have faced economic or cultural barriers to accessing
treatment. Even though the fear of stigma leading to hesitation in accessing treatment facilities was
rather low among child respondents, 50% of the child respondents has been hesitant to seek treatment
because of the fear to be stigmatised. Nevertheless, the majority did not experience social exclusion due
to the stigma related to drug use. The majority of school and community level stakeholders did recognise
hesitation to approach treatment facilities due to fear and concerns, including fear/concern of threat
from suppliers, parents, police, society, loneliness, stigma, shame, etc. Generally, treatment is
considered accessible by childcare providers as they share that rather a low percentage, below 10% of
children do not seek or cannot afford help (24). However, there are still others (18 in total) that believe
that 41% and above of children do not seek or cannot afford help.

Access to Treatment - According to Children & Parents

20
15
10
. N .
0
Do you know the Are there any care Do the expenses of care Have you been hesitant
procedures to access the facility centres available facilities become a to seek treatment
care facilities? near your locality? barrier to access? because of the fear of

being stigmatised?

HYes HNo

Figure 2

Even though treatment services are offered to children, the majority of childcare professional
respondents (95 out of 152) shared that they do not offer treatment for children below 18 with addiction.
Out of the respondents that do offer treatment for children (55), 44 shared that they have a dedicated
programme for children. 5 of the respondents have a child facility centre. Most of the treatment services
have less than 20 staff members and have offered specialised training for their staff to work with the
de-addiction of teens. However, there is still a substantial group, 22 out of 56, that do not offer this
specialised training.

Most children enter treatment through interventions (26) or are brought in by their families (35). Only
a very small number (3) enter by their own initiative. The main addiction treated by childcare
professional respondents is drug/substance addiction (46), followed by a mobile, game, and social
media addiction (33). A smaller group enters the treatment due to pornographic addiction (10). Overall,
the number of children currently under supervision is rather small, under 10, among the childcare
professional respondents. On average, 0-5 children are welcomed monthly and most children are
between 16-18 years of age, followed by the age group of 13-15. The most common background of
children coming for treatment is considered slightly different between childcare professionals in
enforcement and childcare professionals in health care services. Whereas childcare professionals in
enforcement recognise disrupted families (88), followed by educated families (52), to be the most
common background of children entering their treatment. Childcare professionals in health care services
appoint a background of educated families (7) as the main background, although closely followed by
disrupted families (6). School and community-level stakeholders appoint peer pressure (1020) and
disrupted families (1018) as the main factor leading to drug dependency, followed by traumas (654)
and lack of awareness of the negative impacts of substance use (400).
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The majority of childcare professionals do consider the mental health of the child during treatment and
address traumas, adverse childhood experiences, and other mental issues (42). Simultaneously, the
family remains involved as bystanders (22) or accompanies children for a visit (22). Some family
members are involved in the financial support of treatment (13). The overall focus of the drug treatment
programmes for children is the focus on behavioural changes to determine the roots of drug use (36). A
smaller group focuses only on drug use to limit and stop further use (8). For their treatment programmes,
most childcare professionals do not use programmes of authorised agencies (43). The minority (12) use
[inter]national manuals, such as manuals by NIMHANS, WHO, ORC, and Kaval Plus. Notably, most
treatment services that are offered are not in-patient services (46 out of 53). Generally, when answered,
treatment programmes are entered by more males than females and separate programmes are offered to
males and females. Services that were offered involved, for example, counselling, treatment, mental
support, outpatient, emotional support, and family interventions and were adjusted to the child. Children
generally receive more monitoring than adults. However, 6 out of 8 childcare professionals shared that
they do not offer an adapted treatment programme for children, compared to the programme offered to
adults.

Aftercare, relapse, and further needs in treatment

The majority of childcare professionals expressed that children [maybe (33)] do (14) complete their
treatment and are offered aftercare (35 out of 54). However, they also recognised that children
sometimes (38) have to come back for treatment due to relapse, with a few (9) seeing children having
to come back often or quite often. Potential reasons behind relapse are the lack of aftercare (26) or
environment changes (18). Unstable homes (15) and traumas (4) are also mentioned as a reason. Even
though the majority of children do complete their treatment, generally, healthcare respondents share a
rather low success rate, below 25%, of children coming out of treatment successfully (6 out of 10). 3
are more positive and share a success rate above 50%. Most childcare professionals have indicated that
COVID-19 has impacted the quality of treatment.

The childcare respondents recognised that there are several special needs of children that are tended to
be overlooked by practitioners. Special needs that were missing included mental support, family care
and support, support from school and peers, financial support, the lack of institutions in child
deaddiction, alternative pleasures, and behavioural interventions.

Discussion

Attitude towards substance use dependence

Overall, the questionnaires showcased a positive attitude towards the awareness of substance use and
treatment services offered by professionals, including the toll-free helpline for children. Drug awareness
in schools seems to focus on prevention mechanisms and opens discussions on the topic within the
community and among parents and peers. Parents, schools, and communities seem to be supportive
when it comes to providing guidance and services of counselling to children with substance use
dependence. Students are generally not being corporally punished nor expelled, which is positive when
it comes to removing the stigma and shame around dependency and treatment. Yet, the number of
schools that still practice corporal punishments does need to be sensitised and reduced to allow more
children with drug dependence to come forward and receive the help needed. Besides this, there is still
a large minority of school and community level stakeholders that feel that children face negligence by
their families and segregation or exclusion in their peer groups/community due to their drug
dependence. Hence, continuous efforts, awareness sessions, and open discussions are therefore
required.

At first look, the responses to the questionnaires do not highlight stigma as a factor influencing the
availability of treatment among children. However, when needing to access treatment, the fear of
stigmatisation was marked as a barrier by many child respondents, as was the lack of knowledge of the
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procedures to access the facilities, the distance to the treatment centre, and the costs. Due to the mixed
responses regarding the barriers, it is questionable whether the awareness of the available care facilities
is enough to reduce barriers to accessing treatment. Treatment accessibility goes beyond awareness. It
is evident that information about treatment availability and its access procedures need to be well-known
(Malick 2018). The financial implications of treatments also add to the fact that people don’t access,
shy away from, or refuse them and, therefore, this needs to be addressed. Therefore, awareness classes
on drugs [dependency] should also focus on treatment, sharing further information on the protocols and
‘normalising’ treatment to reduce stigma. Additionally, collective efforts should try to decrease the
financial barriers.

Interventions leading to treatment

The 13 principles by NIDA (2014) on effective treatment for children below 18 years of age are
reflected in the questionnaire responses. The first principle of identifying and addressing adolescent
substance use is made possible through the availability of counsellors and general awareness at schools.
However, when a child with substance use dependency is identified, a substantial minority are unaware
of whether the child has entered treatment or not. While the child with substance use dependency
remains in the shadows without the correct intervention, it risks long-lasting effects on the quality of
life and social relationships of the child. Therefore, it is essential to address and include follow-ups
when substance use dependency is identified. Parents and teachers are important during the intervention
as they can help the child to come forward and become motivated to enter treatment (Winters, et al.
2018). As recognised in the questionnaires as well as by the twelve principles by NIDA (2014), the
motivation to enter treatment among children is generally low. NIDA suggests legal interventions,
sanctions, or mandated treatment as an additional effective tool to stimulate treatment enrolments.
However, Winters, et al. 2018 (142) do warn about the negative attitude that can be caused by a
“concerned parent, mental health clinician, or school staff” and highlights the positive interactions by
peers to be influential to the motivation level.

Treatment

Overall, the questionnaire results align with the NIDA (2014) principles when it comes to addressing
the child as a whole person rather than focusing on their drug use in treatment. In treatment, the focus
is mainly on behavioural change to determine the roots of drug use. Yet, there is still a small group
focusing mainly on limiting drug use and stopping further use. Behavioural therapies are advised by
NIDA as is the integration of families and community in treatment. The latter is of significance in the
recovery process and the inclusion of family in treatment is recommended by Winters, et al. (2018).
The childcare respondents highlight that family is often involved as bystanders or does accompany the
children for a visit. Overall, the principle to identify and treat other mental health conditions, principle
9, is recognised by childcare professionals as most consider mental health and address traumas and
adverse childhood experiences during treatment. Additionally, even though there are more males than
females in treatment, both receive separate treatment. When comparing it to adults, the child is
monitored more closely during the treatment.

The NIDA principles also highlight the importance of tailored treatment programmes to the unique
needs of adolescents. Whereas most childcare professionals shared counselling, outpatient, and family
interventions as their treatment method and have sensitised it to the child’s needs, the results showcase
that it was recognised that certain special needs tend to be overlooked and are missing in treatment.
Examples of needs that are said to be missing are mental support, family care, financial support, lack
of institutions in child deaddiction, emotional support from family, school, and peers, recreational
facilities, alternative pleasures, and behavioural interventions. An important aspect missing in treatment
services for children is in-patient treatment centres.
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Preventing relapse

Children need to stay in treatment for an “adequate period and [receive a] continuity of care afterwards”
(NIDA 2014) whereas treatment for children is typically shorter than for adults (Winters, et al. 2011).
The questionnaire results do not showcase a particular average length of treatment for the child. The
length of treatment among the childcare respondents varied from two weeks to a year plus. Even though
children usually complete their treatment, most childcare professionals recognise that children do
sometimes have to come back to treatment due to relapse, with a few seeing children having to come
back often. It is important to note that relapse among adolescents is rather common (Winters, Botzet,
and Fahnhorst 2011). Reasons for relapse considered by childcare professionals are the lack of aftercare
or change in the child’s environment, unstable homes, or traumas. To limit the rate of relapse, further
continuum of [after]care, including regular follow-ups, should be offered while considering the child’s
environment and traumas in the treatment and aftercare plan.

Conclusion

Overall, drug awareness is well integrated into the social structure of the child in Kerala, India. Drug
awareness sessions are being given to the children, counselling is offered, school counsellors are
approachable, and discussions on the topic happen among children, parents, and the community. Other
children are being supported and guided to available treatment when a drug dependency is noticed.
However, a substantial minority of children with substance use dependency still face corporal
punishments in schools and negligence by their families, segregation, or exclusion in their peer groups.
Additionally, generally, procedures to access treatment are rather unknown, financial barriers visible,
and stigma is faced by those accessing treatment. Hence, the social support system should broaden its
focus not only on drug awareness, including preventive measures but also on active support to treatment
when a child faces SUD to ensure the full rights of the child.

Substance use treatment is available to children in Kerala, India. Treatment services offered provide
counselling, outpatient treatment, and family interventions, integrate other issues, such as mental health,
adverse childhood experiences, and traumas, and are gender sensitive. However, no clear average time
of treatment is seen, whereas the length of treatment is important for the child. Simultaneously, it is
recognised that certain special needs are overlooked and missed in treatment. To limit relapses among
children, these special needs as well as the environment outside treatment need to be reflected upon and
integrated into treatment. Additionally, the use of national and international manuals can improve
[evidence-based] services. Most importantly, more inpatient treatment services need to be offered while
limiting the geographical distance between treatment services and children to ensure that children can
get the help they need.

Hence, it can be concluded that children with substance use dependency do have a supportive care
system in Kerala, India. However, to ensure that all their rights and needs are met and barriers to access
treatment are reduced, the system needs to be further established in more detail.
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