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Recognising and responding to child maltreatment

Ruth Gilbert, Alison Kemp, June Thoburn, Peter Sidebotham, Lorraine Radford, Danya Glaser, Harriet L MacMillan

Professionals in child health, primary care, mental health, schools, social services, and law-enforcement services all
contribute to the recognition of and response to child maltreatment. In all sectors, children suspected of being maltreated
are under-reported to child-protection agencies. Lack of awareness of the signs of child maltreatment and processes for
reporting to child-protection agencies, and a perception that reporting might do more harm than good, are among the
reasons for not reporting. Strategies to improve recognition, mainly used in paediatric practice, include training, use of
questionnaires for asking children and parents about maltreatment, and evidence-based guidelines for who should be
assessed by child-protection specialists. Internationally, studies suggest that policies emphasising substantiation of
maltreatment without concomitant attention to welfare needs lead to less service provision for maltreated children than
do those in systems for which child maltreatment is part of a broad child and family welfare response.

Introduction
In the first paper in this Series, we reported the
substantial shortfall between the occurrence of
maltreatment and reports to child-protection agencies.!
For example, 1-5-5% of all children are reported to
child-protection agencies every year for all types of child
maltreatment in the UK, USA, Australia, and Canada.
About 1% of children have maltreatment substantiated
every year. By contrast, surveys of children, adolescents,
or parents show that the annual frequency of
maltreatment is much higher than is reported to child-
protection  agencies  (physical abuse 4-16%;
psychological abuse 10%; neglect 1-15%; and exposure
to intimate-partner violence 10-20%).! These data
provide strong evidence that most child maltreatment
is not reported. When child maltreatment is reported,
professionals from public services, and members of the
community and family contribute equally (figure).
National data from the USA show that schools contribute
most reports from professionals (16-5%), whereas
law-enforcement  agencies  (15-8%) and  social
services (10%) report slightly more than do medical
personnel (8%).> Patterns are similar in the UK and
Spain.* These data suggest that, to understand the reasons
for under-reporting, we need to know more about the
patterns of presentation, recognition, reporting, and other
responses to child maltreatment across different
professions and within communities.*® Here, we review
patterns of recognition and response by professionals
caring for children and their parents, and assess strategies
to improve this process. We also discuss policies governing
responses to child maltreatment in different countries
and the extent to which they lead to service provision.

Evidence for under-recognition and
under-response

Officially recognised maltreatment statistics substantially
underestimate the annual prevalence of maltreatment
based on self-reports in community surveys. This discrep-
ancy could indicate failures to recognise maltreatment,
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failures to report, and failures of agencies to respond or
substantiate maltreatment. Direct evidence that pro-
fessionals in health and education under-report children
they suspect of being maltreated comes from a growing
number of studies.””™ In a prospective study of doctors
dealing with injured children,® although the 434 clinicians
surveyed had some suspicion (ranging from unlikely to
very likely) that around 10% (n=1683) of 15000 injury visits
they attended were caused by child abuse, they reported
only 6% (n=95) of children to child-protection services.

Key messages

+ Recognition and reporting of child maltreatment is
important to promote child safety, health, and welfare
through the provision of preventive, supportive,
protective, or therapeutic interventions

+  Few maltreated children come to the attention of
child-protection agencies, indicating failure of professionals
to recognise maltreatment, failure to report, and failure of
agencies to investigate or substantiate maltreatment. Child
deaths related to maltreatment are under-recognised

+ Screening and assessment questionnaires that directly
question children and parents about maltreatment
might improve recognition, but research is needed to
quantify how much the benefits of recognition and
subsequent interventions outweigh the harms of the
process for children overall. It is uncertain whether
child-protection services have the resources to respond
to increased recognition of child maltreatment

+ The developing evidence base for recognition of children
at high risk of maltreatment should be expanded across
all professions

+ The continuity of contact provided by schools offers
important opportunities to improve recognition of,
response to, and support of maltreated children

+ Alternatives to child-protection services to record
maltreatment, assess need, and access therapeutic and
supportive services should be considered
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Figure: Sources of reports to child-protection services in the USA in 2006
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However, clinicians reported 73% (n=54) of the small
number of children (4% of suspicious injuries; 74 of 1683)
they considered likely or very likely to be abused. Patients
with a history inconsistent with the injury; multiple,
previous, or more serious injuries; those exposed to
intimate-partner violence, parental drug, or alcohol
misuse, or previously reported to child-protection services;
and children who were black, were more likely to be
reported. This study confirmed previous findings that
clinicians’ thresholds for reasonable suspicion are
variable.” Factors positively affecting clinical reporting
included consultation with colleagues and other
professionals.® Factors negatively affecting reporting in
this and other studies included knowledge of the family,
expected negative outcomes of reporting to child-protection
services, lack of confidence that reporting would improve
patient outcomes, the hope that working with the family
to resolve the issue would be preferable, and concern that
reporting would damage the clinician’s relationship with
the family.**** The study® did not confirm earlier findings
that training in child protection improves reporting.”®” In
some countries, there are growing concerns that fear of
litigation could reduce reporting.**

Benefits and harms of recognition of and
response to child maltreatment

The rationale for any system that recognises and responds
to child maltreatment is that overall, the harms of
reporting to child-protection services are outweighed by
the benefits of recognition, and therapeutic or protective
responses. Concern that benefits might not outweigh
harms, at least in some cases, inevitably reduces
recognition and reporting. In health care, we endeavour
to recognise asthma to treat children with bronchodilators

and steroids. If we did not know that these treatments
are effective, we would not diagnose asthma as often as
we do. For child maltreatment, we do not know whether
the process from recognition to reporting and subsequent
interventions by child-protection agencies improves lives
of children overall. Partly, the issue is the scarce evidence
for effective interventions, although it is improving. The
third article in this Series reviews the available evidence
for protective and therapeutic interventions to prevent
recurrence of maltreatment.”

There are also potential harms and benefits at every
step of the recognition and reporting process. First, in
most settings reports to child-protection services need a
high threshold of suspicion. As the study of 434 clinicians
showed,* children in whom maltreatment is considered
to be likely or very likely are a small minority (4%) of
those in whom maltreatment is suspected. Therefore,
many children in whom maltreatment is suspected are
not reported and professional concerns are not recorded,
thus reducing the scope to detect repeated or ongoing
maltreatment.

Second, when mandatory reporting exists, the
proportion of children investigated by child-protection
services, who have maltreatment substantiated, is low
(26% and 52% in US and Australian surveys,
respectively; panel).”*** Cases not substantiated include a
minority of children who were not maltreated (false
positives), such as children with osteogenesis imperfecta
or a blood-coagulation disorder, although research on the
harms of referral for these children is scarce.” Those not
substantiated also include children who have been
maltreated or have other welfare problems but do not
reach the threshold for substantiation, and may therefore
not be offered services.*

Failure to substantiate maltreatment in these cases
might indicate lack of sufficient evidence, failure of the
family to cooperate, lack of commitment to comply with
services, or inability of the agency to investigate because
of personnel constraints.” Slep and Heyman*® argued
that substantiation conflates confirmation of maltreat-
ment with agency decisions about future risk of harm
and the need for intervention to prevent further
maltreatment. To deal with this issue, these investigators
have tested standardised recording of confirmatory
assessments separate from actions taken. In the UK,
substantiation of child maltreatment is recorded only
for the minority of maltreated children deemed to be at
future risk and in need of a child-protection plan.”
Another issue is that, even when maltreatment is
confirmed or substantiated, some children do not
receive services or protective action, might be treated
inappropriately,®* or the benefits of any interventions
might be uncertain.®* At every step in this process,
professionals make judgments that are affected by
factors such as the effect on their relationship with the
child and family, the time needed, and whether
colleagues are likely to support their actions.®*2*%

www.thelancet.com



Series

How these perceived harms and benefits affect the
overall recognition and response to child maltreatment
still needs to be determined.

Other important considerations in balancing harms
and Dbenefits of current systems for recognition and
response are their potential for deterring child
maltreatment and for achieving justice for crimes
committed against children. These issues are beyond the
scope of this article, but are discussed from the US
perspective elsewhere.’

Health care for children

Although health-care professionals contribute to a small
proportion of reports to child-protection agencies, they
are most likely to be responsible for reporting the
minority of children who have been severely physically
abused, and have injuries or symptoms as a result.
According to a Canadian study,® only 4% of 3780 children
with substantiated child abuse had injuries needing
medical attention. Recognition and response is especially
urgent for these children to prevent further serious
harm.* Medical assessment of an inflicted injury can also
provide important evidence for statutory protective and
judicial proceedings. Physical and sexual abuses occur
more often in school-aged (5-16 years old) than in
preschool (younger than 5 years old) children,' whereas
infants and toddlers are at greatest risk of serious
injury,** and are often the most difficult cases to
recognise because of absence of available history from
the victim.

Attempts have been made to improve identification of
injuries due to child maltreatment by implementation
of screening strategies.”®** Some emergency depart-
ments use screening methods, such as checklists or
protocols, to identify children who need experienced
paediatric assessment. These methods are based on
markers, such as age and type of injury, repeated
attendance, or a history inconsistent with the injury.®*
However, none of these methods substantially improve
the detection rate, and they risk overwhelming
paediatricians with false-positive referrals. The authors
of a systematic review concluded that experienced
clinical assessment is likely to be more accurate than
screening tests.”

Another approach consists of a scoring system based
on a combination of specific injuries and age.* Its utility
over diagnostic assessment alone has not yet been tested
in the clinical setting, but investigators caution that the
current model accounts for only 30% of the variance
between injuries due to physical abuse and non-inflicted
injuries.* A key issue for these tests is that maltreatment
is a cause of injury in an estimated 1% or less of injured
children attending the emergency department.”
Maltreatment is much more common in severely injured
preschool children admitted to hospital, but these
children warrant detailed paediatric assessment, and not
screening tests.”

www.thelancet.com

Panel: Arguments for and against mandatory reporting

Mandatory reporting laws have existed in the USA

since 1967 and Australia since the late 1970s (with the
exception of Western Australia). Considerable variations exist
between jurisdictions. Overall, the laws require designated
professionals to report actual and suspected cases of child
abuse to the statutory child-protection agency, the police for
investigation, or both. Penalties for failure to report are
stipulated, although these are mainly intended to encourage
reporting rather than police it.

Benefits of mandatory reporting®”

» Clearly states that governments take child abuse seriously

+ Encourages early notification to protect children and
prevent child deaths

+ Leadsto increased reporting to child-protection agencies

+ Provides a standardised and uniform database on the
nature and size of the problem

+ Raises awareness about the importance of tackling child
abuse and the appropriate processes for reporting

+ Addresses legal (privacy) and ethical (confidentiality)
obstacles to reporting without compromising integrity of
professionals®®

Disadvantages?**3

+ Overloads child-protection services*

+ Inhibits self-referrals by children and parents because they
will lose control of what happens to them

+ Discriminates towards vulnerable populations who are
over-reported

+ Reactive rather than proactive, which is against
contemporary understanding of the need to develop
supportive communities that care for children

+ Resources are dominated by the need to investigate and
little remains for intervention

+ Encourages professionals to pass the buck rather than to
share responsibility

+ Mandate is open to interpretation, with respect to
designated mandated reporters; types of abuse and
neglect; degree of suspicion or suspected harm; or current
or future risk that is needed to activate the reporting duty**

The difficulty for paediatricians and primary-care
physicians is that, although about 10% of the children
they see are likely to have been exposed to maltreatment
in the past year, few will present with injuries or clinical
symptoms directly caused by maltreatment.'

Maltreatment endangers development and emotional
wellbeing more often than physical safety. To deal with
the difficulty in recognition of emotional trauma related
to child maltreatment and other causes, Cohen and
colleagues® argued that children should be screened for
trauma exposure and symptoms at all child-care visits
by asking “since the last time I saw you, has anything
really scary or upsetting happened to you or your
family?”. Children who report trauma would undergo a
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brief screen to detect symptoms of post-traumatic stress
disorder and, if positive, would be referred for
trauma-focused cognitive-behavioural therapy. The
effectiveness of this screening, referral, and treatment
strategy has not been assessed in the clinical setting. An
additional issue is that such screening methods are
unlikely to detect neglect or emotional abuse, because
they are unlikely to be reported by a child as being scary
or upsetting.

Numerous screening methods have been developed for
use during antenatal and postnatal periods to identify
parents at high risk of maltreating their children. Most
are based on socioeconomic, demographic, and clinical
criteria, and are subjective assessments of parental

attitudes towards the child. Their poor specificity and low
positive predictive value, combined with the possible
stigmatising effect of a false-positive result, restrict their
application to clinical practice.”

An emerging strategy for improving recognition and
response to child maltreatment in paediatric care is the
production of guidelines based on systematic reviews of
research evidence. Table 1 summarises the evidence for
selected presentations of physical or sexual abuse that
should prompt assessment by an experienced
paediatrician for possible child maltreatment.

Specialist paediatric assessment to substantiate the
likelihood of child maltreatment needs a forensic
approach that uses various scientific and clinical methods

Characteristics

Evidence

Recommendation

History

Severe injury
ininfants and
children aged
1-4 years

Unexplained
subdural
haemorrhage
in children
younger than
2 years

Fractures in
children
younger than
3years

Burns and
scalds

Bruises

Child sexual
abuse

Suggests inadequate supervision; no explanation for injuries;
explanation does not fit development of the child; explanation is not
consistent with the injury sustained; explanation changes over time

Percentage of severely injured children (eg, admitted for 3 days or to
intensive treatment unit) with any mention of maltreatment in their
hospital record:* 24% infants, and 5% of children aged 1-4 years

Two-thirds (64%) of subdural haemorrhage in children younger than
2 years is caused by physical abuse:** haemorrhagic retinopathy,*
skeletal fractures (especially ribs), and apnoea are markers of abuse in
these children;® incidence of abusive head trauma per 100 000
children: infants 21-24% and younger than 6 months 35>

From systematic review, probability of abuse (varies with definition
of abuse):* rib fractures 71% (42-91%); humeral fracture

48% (6-94%) to 54% (20-88%); femoral fractures 28% (15-44%) to
43% (32-54%); skull fractures 30% (19-46%). From single inpatient
database study,® probability (and incidence per 100 000 children) of
fractures: <12 months 24-9% (36-1); 12-23 months 7:2% (4-8);
24-35 months 2:9% (4-8)

10% of admissions to paediatric burns and plastic-surgery units are
estimated to be related to maltreatment (1% due to abuse and 9% to
neglect).® Intentional burns are unlikely if:* mechanisms are spill or
water flow; agent is a hot drink; pattern has an irregular margin and
burn depth, and no stocking or glove distribution; distribution is
asymmetrical on lower limbs, or involving head, neck, face, and
upper body

Frequency of bruises in the general population: babies who cannot
move independently <1%; infants starting to move

independently 17%; toddlers 53%; school-aged children 80%;
bruising is common in abused children. Signs include bruises away
from bony prominences: on the head, neck, face and buttocks, trunk,
and arms; large bruises; clusters of bruises; and bruises that carry the
imprint of an implement

Abnormal ano-genital signs are uncommon in children examined for
suspected child sexual abuse;**” normal findings in: 94% of girls
assessed for suspected child sexual abuse;* 26% (8 of 31) of girls
reporting penile-vaginal penetration;*® 37% (6 of 16) of girls
reporting digital-vaginal penetration®®

Consensus opinion. No comparative studies***

Evidence based on analysis of a national audit
dataset in the UK (TARNIet) including 17 000 severely
injured children admitted to hospital (about 0-4% of
all injured children attending the emergency
department).” Similar findings reported for children
attending level-3 trauma services in the USA*

Systematic review of cross-sectional comparative
studies®>*

Systematic review of 32 retrospective studies based
in hospitals.*® Subsequent study based on analyses of
inpatient database for children admitted to hospital
for fractures with routine codes for suspected abuse*

Evidence based on systematic review of 28 studies,
of which only five were comparative, with exclusion
of unintentional injury (neglect excluded).®
Evidence for prevalence of burns due to any
maltreatment (abuse or neglect) based on case series
of children admitted to hospital®

Systematic review based on indirect comparisons of
bruise profiles in separate case series of abused
(14 studies) and non-abused (7 studies) children®

Evidence based on a series of systematic reviews of
cases®*

Seek paediatric assessment if any of these
elements in the history

Assess all severe injuries in infants in the absence
of an overt traumatic or medical cause

All children in whom abusive head injury is
suspected should have neuroimaging, skeletal
survey, and ophthalmic examination

Physical abuse should be investigated if a child
younger than 18 months presents with a fracture
in the absence of an overt history of important
trauma or a known medical condition that
predisposes to bone fragility.” A skeletal survey
should be part of the investigation for children
younger than 2 years with suspected physical
abuse:* around a third of these children are
estimated to have occult fractures detected on
skeletal survey®®

A prototype triage algorithm is proposed®

Unexplained bruises in babies who are not
independently mobile and bruises that carry the
imprint of an implement should raise suspicion
of physical abuse

Investigate: children who disclose physical sexual
contact or exposure to sexual activities or
materials; sexually transmitted infection. In the
absence of a credible explanation investigate:
ano-genital lacerations, scars, bruising,
inflammation, anal fissures, scars, skin tags
(other than middle-line), and reflex anal
dilatation

Table 1: Selected presentations of child physical and sexual abuse to child-health services that need assessment by an experienced paediatrician
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Age of victim

Perpetrator

Characteristics

Severe physical
abuse*

Deliberate or

All ages; highest in infancy
and adolescence

During childhood

Family members, mostly
fathers

Usually male. Mostly known

overt homicides* to the child, but might be

from outside family or home

Infanticide and
covert homicide

Mostly young infants, but
it can include older children

Typically the mother, but can
be the father or other
household members

Extreme neglect
or deprivational

During childhood; high-risk
groups are infants and

Both parents or carers

abuse disabled children
Deaths related During childhood; different  No obvious perpetrator
to, but not patterns in different age

directly caused
by, maltreatment

groups

underestimates and relate only to the first two categories.

The largest and most well-recognised group. Severe physical violence, including non-accidental head injuries,
multiple injuries, and abdominal injuries, beatings, stabbings, and strangulation. Related to impulsive
outbursts, often with previous history of physical abuse, intimate-partner violence, or neglect

Physical assaults, often with implements, firearms, or arson. Impulsive or premeditated, with a presumed intent
to kill. It can be sexual assault, a form of revenge, or involve multiple victims and suicides

Typically by non-violent means: smothering, drowning, poisoning, or abandonment. Subcategory of infanticide
with specific legal definition. It includes cases within the spectrum of fabricated and induced illness. Mostly
present as SUDI and can be difficult to detect

Up to 40% of maltreatment-related deaths can be the result of neglect or both abuse and neglect. Death might
result from extreme malnutrition, electrolyte imbalance, hypothermia, or infection. Many fatal cases seem to
have an element of intent to deprive the child of his or her needs. It can be combined with physical assaults

Various deaths in which maltreatment has a role, but is not directly causal. It includes SUDI with identified
child-protection concerns; fatal accidents with inadequate parental supervision or care; children dying of natural
causes, whose parents have not sought appropriate health care. Suicide or risk-taking behaviour in older
children and teenagers with a previous history of abuse, including sexual abuse. The true numbers of such
deaths are not known

SUDI=sudden unexpected death in infancy. *WHO estimates that homicides in children younger than 15 years during 2000 varied from less than 0-1 to 17-9 per 100 000 children.® These numbers are

Table 2: Categories of fatal child maltreatment®

to authenticate whether an injury is what it purports to
be. Forensic guidelines have been developed for the
assessment of child sexual abuse,®* of fatally abused
children, and for the sudden unexpected death of
infants.” Forensic guidelines and training for child-health
professionals is less formalised for non-fatal physical
child abuse and neglect than for fatal abuse. Surveys of
clinicians working in these areas suggest that training is
insufficient.”” Research in this area is slowly expanding.
The long-standing debate surrounding the mechanisms
behind inflicted head injury is being addressed in animal
studies and computerised modelling in bioengineering.”
This research, together with studies of biomedical
markers related to neuropathological cascades of brain
injury/> has the potential to greatly improve
understanding of causal mechanisms.

A weakness of all paediatric assessments for suspected
child maltreatmentis the variability between individuals.
Opinions vary on a suitable threshold for assessment of
suspected physical abuse, but have not been assessed
for other forms of maltreatment” Variation in
diagnostic opinion is common, although for child
protection the consequences of incorrect diagnosis in
either direction can be substantial. There are further
implications for misinterpretation of medical opinion
by social-work teams and lawyers working on a case.
Therefore, clinical assessment should be regarded as
just one part of an investigation to be interpreted in the
full context of the case.

Fatal maltreatment

Despite mandated systems needing multiagency
investigation of unexpected child deaths in many
countries,*” deaths due to child maltreatment are
underestimated.”* WHO estimated that 0-6% of all
deaths and 12-7% of deaths due to injury in children
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younger than 15 years were caused by abuse or neglect.®
Variations in mortality across different ages and
countries are discussed in the first paper in this Series.'
Sidebotham and Fleming” proposed five broad groups
of deaths caused by child maltreatment, which differ in
relation to the characteristics of the victims and
perpetrators, the mode of death, and the intentions
behind the death (table 2).

Deaths due to severe physical abuse are the largest and
most easily recognised group of maltreatment-related
deaths.** Violence might happen as an impulsive
outburst, and death might not have been intended.
Another category is deliberate or overt homicide where
death is due to physical assault, often with a firearm or
through arson, often premeditated with a presumed
intent to kill. Much more difficult to detect are
deaths—mostly infanticides—due to asphyxiation from
smothering, poisoning, or drowning, which often
present as sudden unexpected death in infancy.* Many
investigators have suggested that up to 5-10% of sudden
unexpected death in infancy could be infanticide, with
abuse or neglect being a contributory, although not
necessarily causal, factor in a similar proportion.”*
Extreme caregiver neglect could contribute to some
non-intentional deaths, including drowning, house fires,
and poisoning at all ages, although infants and disabled
children are most affected.” Finally, some deaths in
adolescents, through suicide, deliberate self-harm, or
risk-taking behaviour, might be related to previous
maltreatment, although not directly caused by it. The
true number of such deaths is not known. A review of
106 maltreatment-related deaths® reported by all local
authorities in England in 2003-05 showed that 28% of
deaths occurred in young people older than
11 years and younger than 19 years, of which 47%
(n=14) were from suicide.
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Neglect

Despite minor variations between international and
state definitions of neglect,” there is agreement that
neglect is a state of omission where, regardless of
intention, carers fail to provide health, education,
emotional development, nutrition, shelter, or safety for
their child."®*" Signs include scarce parental support or
engagement with the child, lack of supervision, frequent
absence from school, a child’s begging or stealing,
insufficient clothing, or nobody at home to provide care.
In the UK, the definition needs a persistent state of
omission.”

Although omissions of care or lack of supervision are
obvious, the decision about whether these constitute
neglect and justify referral of a child to child-protection
agencies requires difficult judgments about what is
acceptable behaviour, whether the behaviour is ongoing,
and the risk of harm to the child.” These judgments can
be particularly challenging when a child lives in very
deprived circumstances, comes from a refugee or
asylum-seeking family,” or either the child or the parent
has a disability, mental-health problems, or other
chronic illness.”* Although neglect is one of many causes
of non-organic failure to thrive or obesity,”* the evidence
that it is the major cause of these conditions needs
careful clinical assessment to ensure that the condition
has arisen from a failure of carers to provide adequate
nutrition.

A study of 390 professionals in Ireland® showed that
professionals’ judgments about child neglect were
strongly influenced by their own perceptions as much
as the evidence. Key factors determining reporting of
past cases or of hypothetical cases to child-
protection agencies were professionals’ perceptions of
what neglect is, their perceptions of children’s needs
and thresholds for substantial harm, and cultural
values and beliefs. Not reporting by professionals
was associated with a focus on current parental
behaviour whilst ignoring frequency and chronicity of
neglect, concerns about betrayal of their relationship
with the family, and their level of training about
neglect.”

Those professionals most closely connected with the
community expressed a fear of being found out. For
example, a nursery manager said “we also have to
consider that our business could be affected and we
would lose our livelihood”. Colleagues’ views strongly
influenced interpretation of guidance and thresholds
for action, and perceptions of social services. Perceived
difficulties in communication with social services,
insufficient continuity of social-service staff, inadequate
feedback, and negative perceptions about the
effectiveness of social services also discouraged
referrals. To deal with these influences, many of which
might not be recognised by practitioners, Horwath®
proposed a checklist to assess factors affecting specialist
practice as part of the routine assessment process.

Maltreatment of children with mental-health
problems

Various mental-health problems in children are associated
with child maltreatment,' including anxiety, depression,
post-traumatic stress, dissociation, oppositional behaviour,
suicidal and self-injurious behaviour, substance misuse,
anger and aggression, and sexual symptoms and
age-inappropriate sexual behaviour.” The extent to which
child maltreatment is recognised and addressed by
clinicians seeing children for mental-health or behavioural
problems is not well understood. Clinical studies that add
direct inquiry with questionnaires to the clinical
assessment have shown a pronounced increase in
recording of maltreatment.”” This suggests that
maltreatment is under-recognised in children with
mental-health problems.

Various generic and trauma-specific interview
questionnaires have been developed to ascertain whether
children and adolescents with mental-health problems
are maltreated. To date, such questionnaires have been
used mainly in research settings, but studies assessing
applicability to the clinical setting are emerging.”*
Lanktree and colleagues” suggested that the appropriate
instrument varies depending on the type of mental-health
problem.

The trauma-symptom checklist for children,™ the
childhood trauma questionnaire,” and the children’s
impact of traumatic events scale-revised" are methods
for assessing children with conditions such as
post-traumatic stress, dissociation, and reactive sexual
behaviour, which are closely linked to traumatic abuse.”
Assessments of both the child and the parent can improve
accuracy.” Others have developed assessment methods
for specific patient groups. One example is the Colorado
adolescent rearing inventory, a 20-45-min interview
questionnaire designed for adolescents with problems of
behaviour or substance misuse. This method detects
high rates of neglect and abuse (68-80%), most of
which (85%) warranted reporting to welfare agencies.”

The key issue is the preparedness of clinicians to
contemplate the possibility that a child’s presentation
could, at least in part, be explained by maltreatment
which, if still ongoing, needs to be reported to child-
protection services before the mental-health disorder can
be treated effectively. Perception that reporting to
child-protection services interferes with clinical work
with the child and family could contribute to
under-recognition and under-response to maltreatment
by some mental-health professionals.

The most common form of maltreatment seen by child
and adolescent mental-health services is emotional abuse
and emotional neglect (or psychological maltreatment).
Different categories of emotional abuse and relevant
therapeutic approaches have been operationally defined
on the basis of parent—child interactions that clinicians
can observe as part of the assessment of the
child’s mental-health problem.”® There are no specific
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mental-health effects of emotional abuse.” Recognition of
this form of abuse by mental-health professionals is
important clinically, because protective interventions lie
equally in therapeutic work and within child-protection
services and social care.

Schools

Of all the professions, teachers and school counsellors
have the most interaction with children.** They are well
placed to observe changes in behaviour and distress, to
make comparisons with peer norms, and to be available
for children who want to disclose maltreatment. However,
although school professionals contribute most reports to
child-protection agencies (figure), they are also
responsible for failing to report most cases.**** One
study of referrals in nursery schools in Sweden and a
study of teachers’ self-reported practice in the USA™
showed that only 30-37% of cases of child maltreatment
known to school personnel were formally reported,
although reports were often made within the school to
principals, counsellors, and nurses.

Reasons for under-reporting by school professionals
include inadequate training and limited awareness of
signs of child maltreatment or of reporting procedures,
uncertainty about what constitutes reasonable grounds
for suspicion, concerns that certain indicators—parti-
cularly for psychological abuse and neglect—are also
characteristic of other childhood dysfunctions, fears
about damaging teacher—child and teacher—parent
relationships, and lack of support from others for
making allegations.”*” Judgments about whether
reporting is likely to benefit the child or family also
affect reporting.'*'*

In addition to these issues, research based on interviews
with staff in 43 schools in the UK showed that restricted
access to qualified social workers to discuss cases,
insufficient feedback, and concern that the degree of
children’s needs identified by schools often exceeded the
ability of social-service departments to meet the demand
for support, all contributed to under-reporting.™*

In the USA, reports from school professionals are the
least likely to be substantiated of any professional group.®
The reasons are not well understood,™ although evidence
from case-vignette studies suggests that over-reporting is
rare’ An analysis of a longitudinal study of
1263 low-income families in Chicago® showed that
different people reported different families. Individuals
working in the law, social services, and health sectors
were more likely to report families who present at times
of distress, for instance associated with homelessness,
injury, or intimate-partner violence. These incidents
could readily fit the criteria for substantiation, whereas
people working in schools tended to report more chronic
issues. Many studies have shown that failure to
substantiate maltreatment does not indicate lack of
welfare need or diminished risk of future maltreatment
compared with substantiated cases.*
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How much child maltreatment is recognised and
responded to within the resources of the school but not
reported to child-protection agencies is not known.
School professionals have a pivotal role in raising
awareness about abuse, which could itself generate
disclosures of maltreatment. Additionally, schools
provide psychological support.® Up to 80% of children
receiving mental-health services in the USA have been
estimated to be seen by providers outside the health-care
sector affiliated with schools—mostly counsellors and
psychologists.” Such services create an important
opportunity to detect and respond to child maltreatment.
However, some counsellors do not have the knowledge
and skills to recognise maltreatment and to respond
appropriately,™ and might perceive that statutory
requirements to report child maltreatment conflict with
their obligation to maintain confidentiality for the
child.™

The extent to which child maltreatment can be
recognised and appropriately managed within the school
rather than referred to child-protection agencies needs to
be further investigated.

Training
The need for training of professionals to recognise and
respond to child maltreatment is widely acknowledged.
Within health care, primary-care or family doctors are of
particular concern because they make few referrals to
child-protection services despite their ongoing contact
with families. s+

A systematic review™ of training and procedural
interventions for improving the management of child
maltreatment by health professionals identified
22 studies, most being of poor quality and none were
randomised controlled trials. The use of checklists and
structured forms improved recording of information, but
there was no assessment of the effect on professional
judgment or actions. In Spain, a comparison of reports
to child-protection agencies before and after introduction
of a phased-training programme of health, social services,
and school professionals showed that training increased
reporting in all sectors, but schools made the largest
contribution.*"

Young offenders

Progression from maltreatment during childhood to
antisocial and violent behaviour and criminality in
childhood, adolescence, and adulthood has been defined
by a growing body of research."” Although early
intervention to prevent these cycles of violence is likely
to be most cost effective, young offenders need
protection from maltreatment by caregivers and
interventions to ameliorate the consequences. A
review™ suggested that between a third and 90% of
children in custody had some form of past or current
maltreatment, and sexual abuse was particularly
common in girls in custody.
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Child and family welfare

Child safety

Countries

Terms used

Separate referrals
for child protection
and social welfare

Mandatory
reporting of child
maltreatment

Data issues

Assessment for
services

Statutory
requirement for
service provision

Service provision

Voluntary
self-referrals and
participation in
programmes
Prevention of
recurrence of
maltreatment

New Zealand, UK, and most western
European countries

Referral, assessment, and inquiry

Referrals usually mixed and difficult to
distinguish. Maltreated children can be
regarded as in need of additional services or
referred for a formal child-protection
investigation

Sometimes (eg, Sweden, New Zealand)

Data for referrals to services not easily
separated from those for referrals of
suspected maltreatment. Incomplete or no
data for substantiated cases

Multidisciplinary assessment in
child-protection conferences”

In some countries (eg, New Zealand,
Sweden, and the UK), courts use a
needs-based approach to service provision,
and evidence that services have been
offered or are inappropriate before the court
can make a child-protection order

High in New Zealand and Sweden

Some evidence that family members
self-refer and are likely to comply with
interventions

Risk of inadequate recording of
maltreatment and insufficient focus on
harmful behaviour. Chronic or repeated
maltreatment can be missed

USA, some Australian states, Canada,
and France

Notification, report, and investigation

Separate referrals for child protection.
Welfare referrals are often to voluntary
agencies

Usually, although much variation exists
on who is mandated and types of
maltreatment

Clear data for reports, investigations,
and substantiation of child
maltreatment

Increased use of actuarial
risk-assessment methods by
para-professionals to predict future risk
of harm®

Services usually targeted at prevention
of recurrence of maltreatment, with
not much emphasis on meeting other
needs. Legislation for service provision
varies but tends to be permissive rather
than mandatory. Differential response
models now operate in some countries

Low in the USA and Canada, especially
when related to the rate of notifications

Self-referral uncommon

Focus on reducing harmful behaviour.
Recurrences well documented

*Some overlap exists between these approaches. In federal systems, there are differences between states. In several
jurisdictions (eg, France, some states in the USA, Canada, and Australia), a differential response exists, resulting in
some children being referred to preventive and family-support agencies.

Table 3: International differences in policies relating with child maltreatment*
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Scant research

exists

on how often

current

maltreatment of children and young people is identified
and responded to."™ The emphasis on control, restraint,
and punishment, combined with the variable and often
scarce training of key workers in young-offender
institutions in child development or safeguarding, make
it difficult to adequately address maltreatment and its
consequences.” Research on therapeutic support to
young offenders has shown a gap between service
provision and need."*"®

Adult offenders and intimate-partner violence

When an adultis identified as a violent offender—whether
as a result of violence or substance misuse—an
opportunity exists to also identify a maltreated child.”>
One manifestation of violent offending is intimate-
partner violence. Although highly prevalent and strongly
associated with other types of child maltreatment,
intimate-partner violence might not be disclosed unless

the victim is asked directly.”” General practitioners are in
a key position to recognise and respond to intimate-
partner violence because they are often the only
professionals who see not only the person who is abused,
but also the perpetrator and associated children.

Lifetime exposure to intimate-partner violence in
women seen in general practice ranges from 23% to 41%,
with exposure in the past year ranging from 5% to 17%."
Screening tests for detection of intimate-partner violence
have been assessed within paediatric and emergency
departments, general practice, outpatient clinics, and
antenatal clinics.®*"* Similar approaches have been
used for social workers.” Systematic reviews have
concluded that there is insufficient evidence for a policy
of screening in clinical settings, but clinicians should be
alert to the signs and symptoms associated with intimate-
partner violence.”

Unfortunately, efforts to increase recognition and
reporting of intimate-partner violence might exceed the
capacity of child-protection and other services to respond.
In Minneapolis in 1999, a statute that categorised child
exposure to intimate-partner violence as child
maltreatment had to be repealed because child-protection
services became overwhelmed with police referrals.
Similar issues have been reported in Australia and the
UK. In the USA, the Federal Government funded the
Greenbook initiative in six court areas to address the
need for better coordination in the way services respond
to intimate-partner violence. After 5 years, an assessment
of the programme showed that initial improvements in
identification and referral of children were not
sustained.”™

Family courts

Within  the family-court system the no-fault,
future-focused approach to divorce and separation, which
operates in many high-income countries, discourages
the investigation of allegations of child maltreatment.
Professionals might be unaware of documented
maltreatment or intimate-partner violence because of the
lack of information sharing across child-protection
public-law and private-law family cases.

Different approaches to tackle this issue have developed
under different systems of family law.”" Family courts in
England and Wales in 2005 introduced a new approach to
inquiring about intimate-partner violence and child
maltreatment in cases in which courts are asked to make
decisions about where a child will live and contact with
the non-resident parent. Subsequent investigation showed
that only a few cases had adequate assessment of child
safety when decisions were made about their contact after
separation with allegedly abusive parents."***

Parents with mental-health problems

Strong associations between child maltreatment and
parental mental-health conditions or substance
misuse™ emphasise the need for professionals to
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consider the welfare of children when dealing with
these problems in adults."”*"* One study" investigated
characteristics of mothers in a substance-misuse
treatment programme according to whether their
children were involved with child-welfare services
(n=1939; 47% of all women with children admitted to
the programme) or not (n=2217). Mothers involved with
the child-welfare system had an overall lower grade of
addiction severity, but they were younger, had more
children, more issues related to economic stability, and
were more likely to have been physically abused as a
child than mothers not involved with the child-welfare
system. Few differences existed between the groups in
criminal behaviour history or psychiatric severity. We
did not find any study that investigated recognition of
child maltreatment as part of the care of adults using
mental-health services.

Policies governing responses to child
maltreatment

Comparisons between countries and jurisdictions within
countries suggest that rates of officially recognised
maltreatment and provision of services are partly affected
by policies governing recognition and response to child
maltreatment."* Two broad, although overlapping,
approaches for responding to child maltreatment can be
discerned. We have defined these as a child and family
welfare approach and a child-safety approach.** Table 3
lists examples of countries where these policies apply
and summarises some of their characteristics.

One key difference between these two approaches is
the separation of child-protection referrals from other
child-welfare concerns. Where a child and family welfare
policy operates—for example in most European
countries and New Zealand—child-welfare agencies
respond to allegations of child maltreatment alongside
other referrals of vulnerable children for various
practical and therapeutic services in home and
out-of-home care. By contrast, where a child-safety
policy operates, as in the USA, Canada, and some
Australian states, state agencies charged with responding
to vulnerable families focus almost entirely on children
reported for an investigation of child maltreatment and,
if no maltreatment is found, can refer children to other
services, often in the voluntary sector.

Both policies allow some degree of professional
discretion about which cases of child maltreatment are
classified as child protection. This is especially the case
with child and family welfare policies, and in some
states that operate a differential response model, where
considerable flexibility exists about whether a referred
child is responded to as in need of an additional service
or as needing a formal child-protection investigation.
Cases of neglect, psychological maltreatment, and some
cases of over-chastisement and exposure to intimate-
partner violence are likely to be regarded as in need of
services.
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A second difference is that countries with a child-safety
policy operate a system of mandatory reporting of child
maltreatment (panel), whereas in countries with a child
and family policy, the picture is mixed. In Sweden, the
system amounts to mandatory referral for services on
the basis of a broad definition of child maltreatment.
Investigation of an allegation of maltreatment is
incorporated into an assessment of the full range of
needs and the services to meet them. No substantiation
element exists with this process, and therefore there are
no reliable national data for the extent of maltreatment
in Sweden.”

New Zealand also has a family-service orientation
combined with mandated reporting. Historically,
Belgium, the Netherlands, and parts of Germany,
although having a broadly child and family welfare
approach overall, have a specialist referral system for
concerns about possible maltreatment (including a
confidential doctor system). In Belgium, reporting is not
mandatory, there are no substantiation data for the
country as awhole, and the response involves multiagency
assistance provided, if at all possible, on a voluntary and
confidential basis.* Mandatory reporting is one element
of the recognition-response pathway that continues to
cause controversy.” The panel summarises advantages
and disadvantages.

A third difference relates to the way assessments of risk
and need are undertaken. Broadly, and with some overlap,
the child and family welfare approach is based on pooling
of professional assessments and opinion to identify need
and future risk of maltreatment. Assessments are based

Policy Referrals CPSreportsor Substan- Services provided* Children
investigations tiations entering
out-of-home
caret
ViaCPS  All services
Australia®'} cS . 551 118 . . 26
Queensland® CS . 264 104 . . 33
Canada® cs . 383 218 97 139
USA>®? cS 810 486 146 113 225§ 42
England CFW 499 629 284 289 2629]| 23
Sweden®? CFW 424 177 . . 294 32
New Zealand™*  CFW 469 . . 347 24

Rates are per 10 000 children aged 0-17 years estimated from annual data, mainly reported between 2004 and 2006.
CPS=child-protection service. CS=child safety. CFW=child and family welfare. *Data need cautious interpretation
because of different quality, criteria for provision, and definitions of services. tIn the USA, Canada, and Australia,
out-of-home care is usually decided by a court order. In European countries, most children enter care through
voluntary arrangements (rate entering care on a court order for England was 7 per 10 000). +Data for Australia are not
reliable because of differences in legislation between states. §Differences exist between service-delivery policies in
different states, especially with respect to whether unsubstantiated cases receive a service. Data from the National
Survey of Child and Adolescent Welfare showed that 77% of substantiated and 33% of unsubstantiated cases received a
service from the child-protection agency or were referred elsewhere for service (47% of all investigated cases).
Applying these percentages to the national data of 3600 00 investigated cases,” an estimated rate of 227 per

10000 children are investigated and receive a service. §IEngland: 62 refers to section-47 inquiry; 28 to a
child-protection plan; and 262 to an initial assessment (26% of these undergo core assessment). ||Qualitative studies
indicate that some services are usually provided alongside an initial assessment.

Table 4: Rates of referrals, investigations, and service provision per year
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See Online for webappendix

on guidance documents (eg, Working Together)” and
multidisciplinary child-protection conferences. Juris-
dictions that operate a child-safety policy often take an
actuarial or risk-assessment approach, using risk-
assessment methods to predict the likelihood of future
harm."

A fourth difference relates to service provision. In
states operating a child and family welfare policy, there
is a focus on a needs-based approach to service provision
as part of the initial response to suspected child
maltreatment. In some countries, this focus is enshrined
in legislation that requires evidence that services have
been offered or are inappropriate before the court can
make a child-protection order. Where a needs-based
approach exists, as in most countries in Europe,
continuity of services is likely to exist, often with several
differentservices andinterventions provided concurrently
or sequentially. In the UK, legislation laid down in the
Children Act 2004 locates child maltreatment on a
spectrum of universal and additional needs of children
that should be addressed by integrated health, education,
and social-care services, and assessed with a standardised
approach  through the common  assessment
framework."

By contrast, the child-safety approach tends to
concentrate on investigation of maltreatment and
assessment of future risk of maltreatment rather than on
broad welfare needs. When services are provided, they are
likely to be short term and to focus specifically on
prevention of further maltreatment of the type reported
rather than on the broader needs of the family and
child.*** This approach is gradually changing, however,
with several jurisdictions in the USA, Canada, and
Australia operating differential response models.** Most
differential response models retain an investigative track
for high-risk cases (all reports of sexual abuse, serious
physical or emotional harm, chronic neglect, and cases in
which criminal charges may be laid). Less-urgent cases
are shifted to an alternative assessment or community
track, where the focus is on provision of services. In some
jurisdictions (eg, Florida), workers in the assessment
track do not have the authority to apprehend children,
and services are provided voluntarily, with responsibility
shared between the assessment service and community
services.

A fifth difference is that the child and family welfare
policy encourages self-referral by family members.
Services are likely to be provided on a voluntary basis,
which is associated with an increased number of families
continuing in intervention programmes until positive
results are achieved.***

Differences between these two systems make it
difficult to compare routine statistics on recognition and
response rates. Rates in table 4 should therefore be
interpreted with caution. Data for England underestimate
the child-protection case load for social services because,
even when maltreatment is substantiated by a

multiagency conference, not all children receiving a
service are registered with a protection plan.””* Reports
from most other countries giving information about
recognised maltreatment are more reliable because all
substantiations are recorded, even if no service is
provided. However, statistics are also affected by
different reporting criteria.

Statistics for service provision in cases of maltreatment
are similarly hard to compare. Data for service provision
in England (table 4) assume that services are provided
whilst assessments are being undertaken as requested
by Department of Health guidance. Actual service
provision is not routinely documented and the nature of
the service can differ substantially.”*

Taking into account these caveats, table 4 gives weak
evidence for higher rates of service provision in countries
with a child and family welfare policy (New Zealand,
Sweden, and the UK) than in countries with a child-
safety policy (Canada and parts of Australia). The crude
differences shown in table 4 are supported by findings
from longitudinal studies and annual reports in some
countries (USA, Canada, and the UK).** 1140156157

Finally, one disadvantage of the child and family welfare
approach is that, in some settings, recording of episodes
of maltreatment is inadequate, and insufficient attention
is given to the harmful aspects of parents’ behaviour.
Assistance might therefore not be focused sufficiently on
what needs to be done to prevent future harm, and
repeated incidents or chronic neglect can be missed.

Conclusion
The professional practices and policies discussed here
are elements of a much broader agenda to tackle child
maltreatment. We did not include important factors,
such as the contribution of community support and
development initiatives to the prevention, recognition,
and support for children exposed to maltreatment and
their families,”®" and strategies to empower children to
address maltreatment for themselves. Confidential child
helplines, which offer a worldwide service for children to
discuss their experiences and access child-protection
services, are discussed in the webappendix. Interventions
to prevent and reduce the consequences of child
maltreatment are discussed in the third paper in this
Series,” and the contribution of a child’s rights and
public-health approach to policy are discussed in the
fourth paper.'®

We suggest that all professionals dealing with children
have complementary roles in the recognition and
response to child maltreatment. Serious shortfalls exist
at every step of the process in all sectors, but much more
research has addressed these issues within paediatric
services than elsewhere. Professionals who have
continuous contact with children, such as people working
in schools and community health services, can have a
leading role in recognising, responding to, and supporting
maltreated children. Their scarce reporting to
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child-protection agencies is a cause for concern, and we
need to find out whether maltreatment is being
recognised and dealt with in other ways. Doubts are
widespread that the benefits of reporting suspected cases
of maltreatment to child-protection services outweigh the
harms. Also, evidence exists that these services have
limited capacity to respond adequately to increased
recognition of maltreatment. These findings raise
questions about the pre-eminence of formal, targeted
child-protection services as the common pathway for
recording maltreatment, assessing need, and accessing
therapeutic and supportive services.

Finally, the emphasis of a child-safety policy on
substantiation is linked with blame, punishment, and
criminalisation of child maltreatment.” This association
creates potentially damaging stigma and, at times, the
need for evidence before protective or therapeutic
intervention can be offered. It can also limit provision of
services. International comparisons emphasise the need
for an approach that combines a focus on child safety
with the broader benefits of a focus on child and family
welfare.

Conflict of interest statement
We declare that we have no conflict of interest.

Acknowledgments

We thank Melissa Harden (UCL-ICH), Jane Ellis, Andrea Marie, and
Christine Bradley of the National Society for the Prevention of Cruelty to
Children (NSPCC); Nigel Parton (University of Huddersfield, UK) and
Nico Trocmé (McGill University, QC, Canada) for providing material
used in this article. Jane Barlow, Kevin Browne, Richard Reading,

Pat Hamilton, and Rosalyn Proops commented on drafts.

References

1  Gilbert RE, Spatz Widom C, Browne K, Fergusson D, Webb E,
Janson S. Burden and consequences of child maltreatment in
high-income countries. Lancet 2008; published online Dec 3.
DOI:10.1016/S0140-6736(08)61706-7.

2 US Department of Health and Human Services. Administration on
Children youth and Families. Child Maltreatment 2006.
Washington DC; US Government Printing Office, 2008.

3 Cerezo MA, Pons-Salvador G. Improving child maltreatment
detection systems: a large-scale case study involving health, social
services, and school professionals. Child Abuse Negl 2004;

28: 1153-69.

4 Cleaver H, Walker S. Assessing children’s needs and circumstances:
the impact of the assessment framework. London: Jessica
Kingsley, 2004.

5 McDaniel M. In the eye of the beholder: the role of reporters in
bringing families to the attention of child protective services.
Children Youth Serv Rev 2006; 28: 306—24.

6 Rodriguez CM. Professionals’ attitudes and accuracy on child abuse
reporting decisions in New Zealand. ] Interpersl Violence 2002;

17: 320-42.

7 Finkelhor D. Childhood victimization. Violence, crime and abuse
in the lives of young people. Oxford, Oxford University Press, 2008.

8  Flaherty EG, Sege RD, Griffith J, et al. From suspicion of physical
child abuse to reporting: primary care clinician decision-making.
Pediatrics 2008; 122: 611-19.

9  Webster SW, O'Toole R, O'Toole AW, Lucal B. Overreporting and
underreporting of child abuse: teachers’ use of professional
discretion. Child Abuse Neglect 2005; 29: 1281-96.

10 Hinkelman L, Bruno M. Identification and reporting of child sexual
abuse: The role of elementary school professionals. ES] 2008;

108: 376-91.

11 Lane WG, Dubowitz H. What factors affect the identification and
reporting of child abuse-related fractures? Clin Orthop Relat Res
2007; 461: 219-25.

www.thelancet.com

12

13

14

15

16

17

18

19

20

21

22

23

25

26

27

28

29

30

31

32

33

34

35

36

Trokel M, Waddimba A, Griffith ], Sege R. Variation in the
diagnosis of child abuse in severely injured infants. Pediatrics 2006;
117: 722-28.

Tilden VP, Schmidt TA, Limandri BJ, Chiodo GT, Garland M],
Loveless PA. Factors that influence clinicians’ assessment and
management of family violence. Am J Public Health 1994;

84: 628-33.

Flaherty EG, Sege R, Price LL, Christoffel KK, Norton DP,
O’Connor KG. Pediatrician characteristics associated with child
abuse identification and reporting: results from a national survey of
pediatricians. Child Maltreat 2006; 11: 361-69.

Van Haeringen AR, Dadds M, Armstrong KL. The child abuse
lottery. Will the doctor suspect and report? Physician attitudes
towards and reporting of suspected child abuse and neglect.

Child Abuse Neglect 1998; 22: 159-69.

Kerker BD, Horwitz SM, Leventhal JM, Plichta S, Leaf PJ.
Identification of violence in the home: pediatric and parental
reports. Arch Pediatr Adolesc Med 2000; 154: 457-62.

Levi BH, Brown G. Reasonable suspicion: a study of Pennsylvania
pediatricians regarding child abuse. Pediatrics 2005; 116: e5-12.
Jones R, Flaherty EG, Binns HJ, et al. Clinicians’ description of
factors influencing their reporting of suspected child abuse: report
of the Child Abuse Reporting Experience Study Research Group.
Pediatrics 2008; 122: 259-66.

Vullimay AP, Sullivan R. Reporting child abuse: pediatricians
experiences with the child protection system. Child Abuse Neglect
2000; 24: 1461-70.

Flaherty EG, Sege R, Binns HJ, Mattson CL, Christoffel KK. Health
care providers’ experience reporting child abuse in the primary care
setting. Pediatric Practice Research Group. Arch Pediatr Adolesc Med
2000; 154: 489-93.

Haines L, Turton J. Complaints in child protection. Arch Dis Child
2008; 93: 4-6.

Cruickshanks P, Skellern C. Role of the tertiary child protection
paediatrician: expert and advocate. | Paediatr Child Health 2007;

43: 34-39.

MacMillan H, Wathen CN, Barlow J, Fergusson DM, Leventhal JM,
Taussig HN. Interventions to prevent child maltreatment and
associated impairment. Lancet 2008; published online Dec 3.
DOI:10.1016/S0140-6736(08)61708-0.

Mathews B, Bross DC. Mandated reporting is still a policy with
reason: empirical evidence and philosophical grounds.

Child Abuse Negl 2008; 32: 511-16.

Trocmé N, Fallon B, MacLaurin B, et al. Canadian incidence study
of reported child abuse and neglect 2003. Ontario: Public Health
Agency of Canada, 2004.

Hutchinson E. Mandatory reporting laws: child protection case
findings gone awry. Social Work 1993; 38: 56-62.

Harries M, Clare M. Mandatory reporting of child abuse: evidence
and options. Perth: Discipline of Social Work and Social Policy,
University of Western Australia, 2002.

Sege R, Flaherty E. Forty years later—inconsistencies in reporting
of child abuse. Arch Dis Child 2008; 93: 822-24.

Melton GB. Mandated reporting: a policy without reason.

Child Abuse Neglect 2005; 25: 9-18.

Wiklund S. Signs of child maltreatment. The extent and nature of
referrals to Swedish child welfare agencies. Eur | Soc Work 2006;

9: 39-58.

Ainsworth F, Hansen P. Five tumultuous years in Australian
child protection: little progress. Child Family Soc Work 2006;

11: 33-41.

Ainsworth F. Mandatory Reporting of Child Abuse and neglect: does
it really make a difference? Child Family Soc Work 2002; 7: 57-63.
Lonne B, Parton N, Thomson ]. Reforming child protection.
London: Routledge, 2008.

Mathews B, Kenny MC. Mandatory reporting legislation in the
United States, Canada, and Australia: a cross-jurisdictional review of
key features, differences, and issues. Child Maltreat 2008; 13: 50-63.
Nygren P, Nelson HD, Klein J. Screening children for family
violence: a review of the evidence for the US Preventive Services
Task Force. Ann Fam Med 2004; 2: 161-69.

Slep AM, Heyman RE. Creating and field-testing child
maltreatment definitions: improving the reliability of substantiation
determinations. Child Maltreat 2006; 11: 217-36.

31



Series

32

37

38

39

41

42

43

45

47

49

50

51

52

53

54

55

56

57

58

59

60

61

HM Government. Working together to safeguard children. London;
The Stationery Office, 2006.

Flaherty EG, Sege RD, Hurley TP. Translating child abuse research
into action. Pediatrics 2008; 122 (suppl 1): S1-5.

Horwath J. The missing assessment domain: personal, professional
and organisational factors influencing professional judgements
when identifying and referring child neglect. Br J Soc Work 2007;
37:1285-303.

Trocmé N, MacMillan H, Fallon B, Marco RD. Nature and severity
of physical harm caused by child abuse and neglect: results from
the Canadian Incidence Study. Can Med Assoc ] 2003; 169: 911-15.
Sibert JR, Payne EH, Kemp AM, et al. The incidence of severe
physical child abuse in Wales. Child Abuse Neglect 2002;

26: 267-76.

Chang DC, Knight V, Ziegfeld S, Haider A, Warfield D, Paidas C.
The tip of the iceberg for child abuse: the critical roles of the
pediatric trauma service and its registry. | Trauma 2004;
57:1189-98.

Woodman J, Pitt M, Wentz R, Taylor B, Hodes D, Gilbert RE.
Performance of screening tests for child physical abuse in accident
and emergency departments. Health Technol Assess 2008; 12.

Chang DC, Knight VM, Ziegfeld S, Haider A, Paidas C. The
multi-institutional validation of the new screening index for
physical child abuse. J Pediatr Surg 2005; 40: 114-19.

Cohen JA, Kelleher K], Mannarino AP. Identifying, treating, and
referring traumatized children: the role of pediatric providers.
Arch Pediatr Adolesc Med 2008; 162: 447-52.

Sidebotham P, Biu T, Goldsworthy L. Child protection procedures
in emergency departments. Emerg Med ] 2007; 24: 831-35.

Peters R, Barlow J. Systematic review of Instruments designed to
predict child maltreatment during the anti-natal and post natal
periods. Child Abuse Rev 2005; 12: 416-39.

Dubowitz H, Bennett S. Physical abuse and neglect of children.
Lancet 2007; 369: 1891-99.

Royal College of Paediatrics and Child Health. Child Protection
Companion. London: Royal College of Paediatrics and Child
Health, 2006.

Hettler ], Greenes DS. Can the initial history predict whether a
child with a head injury has been abused? Pediatrics 2003;

111: 602-07.

Vinchon M, Defoort-Dhellemmes S, Desurmont M, Dhellemmes P.
Accidental and nonaccidental head injuries in infants: a prospective
study. J Neurosurg 2005; 102: 380-84.

Keenan HT, Runyan DK, Marshall SW, Nocera MA, Merten DF.

A population-based comparison of clinical and outcome
characteristics of young children with serious inflicted and
noninflicted traumatic brain injury. Pediatrics 2004; 114: 633-39.
Jayawant S, Rawlinson A, Gibbon F, et al. Subdural haemorrhages
in infants: population based study. BM] 1998; 317: 1558-61.

Barlow KM, Minns RA. Annual incidence of shaken impact
syndrome in young children. Lancet 2000; 356: 1571-72.

Kemp AM, Venables |, Farewell D, Stoodley N, Maguire S. Defining
the neuroradiological characteristics of inflicted and non-inflicted
brain injury: a systematic review. Arch Dis Child 2008;

93 (suppl 1): A107-08.

Maguire S, Pickard N, Farewell D, Mann M, Tempest V, Kemp AM.
Defining the probability of inflicted brain injury by a meta-analysis:
a systematic review of predictive clinical features. Arch Dis Child
2008; 93 (suppl 1): A73-74.

Royal College of Radiologists, Royal College of Paediatrics and Child
Health. Standards for radiological investigations of suspected
non-accidental injury. http://www.rcr.ac uk/docs/radiology/pdf/
RCPCH_RCR_final pdf 2008 (accessed Nov 6, 2008).

Kemp AM, Dunstan FD, Harrison S, et al. Patterns of skeletal
fractures in child abuse: systematic review. BM] 2008; 337: a1518.
Leventhal JM, Martin KD, Asnes AG. Incidence of fractures
attributable to abuse in young hospitalized children: results from
analysis of a United States database. Pediatrics 2008; 122: 599-604.
Merten DF, Radkowski MA, Leonidas JC. The abused child:

a radiological reappraisal. Radiology 1983; 146: 377-81.

Belfer RA, Klein BL, Orr L. Use of the skeletal survey in the
evaluation of child maltreatment. Am J Emerg Med 2001;

19: 122-24.

62

63

64

65

66

67

68

69

70

71

72

73

74

75

76

77

78

79

80

81

82

83

84

85

86

Chester DL, Jose RM, Aldlyami E, King H, Moiemen NS.
Non-accidental burns in children—are we neglecting neglect?
Burns 2006; 32: 222-28.

Maguire S, Moynihan S, Mann M, Potokar T, Kemp AM. A
systematic review of the features that indicate intentional scalds in
children. Burns 2008; 34: 1072-81.

Maguire S, Mann MK, Sibert J, Kemp A. Are there patterns of
bruising in childhood which are diagnostic or suggestive of abuse?
A systematic review. Arch Dis Child 2005; 90: 182-86.

American Professional Society on the Abuse of Children. Glossary
of terms and the interpretations of findings for child sexual abuse
evidentiary examinations. American Professional Society on the
Abuse of Children, 1998.

RCPCH. Paediatric Forensic Examination in Relation to Possible
Child Sexual Abuse. London; Royal College of Paediatrics and Child
Health, Faculty of Forensic and Legal Medicine , 2007.

Heger A, Ticson L, Velasquez O, Bernier R. Children referred for
possible sexual abuse: medical findings in 2384 children.

Child Abuse Negl 2002; 26: 645-59.

Adams JA, Ahmad M, Phillips P. Anogenital findings and hymenal
diameter in children referred for sexual abuse

examination. Adolesc Pediatric Gynecol 1988; 1: 123-27.

RCPCH. RCPCH guidance on Child Death Review processes.
London; Royal College of Paediatrics and Child Health, 2008.
Shabde N. Child protection training for paediatricians.

Arch Dis Child 2006; 91: 639-41.

Coats B, Margulies SS. Material properties of human infant skull
and suture at high rates. | Neurotrauma 2006; 23: 1222-32.

Berger RP, Beers SR, Richichi R, Wiesman D, Adelson PD. Serum
biomarker concentrations and outcome after pediatric traumatic
brain injury. | Neurotrauma 2007; 24: 1793-801.

Lindberg DM, Lindsell CJ, Shapiro RA. Variability in expert
assessments of child physical abuse likelihood. Pediatrics 2008;
121: €945-953.

Department for Education and Skills. Working Together to
Safeguard Children. http://www.everychildmatters.gov.uk/
socialcare/safeguarding/workingtogether/2006 (accessed

Nov 6, 2008).

Axford N, Bullock R. Child death and significant case reviews:
international aproaches. Scottish Executive, 2005. http://www.
scotland.gov.uk/Resource/Doc/55971/0015630.pdf (accessed

Nov 6, 2008).

Rimsza ME, Schackner RA, Bowen KA, Marshall W. Can child
deaths be prevented? The Arizona Child Fatality Review Program
experience. Pediatrics 2002; 110: e11.

Sidebotham P, Fleming P. Unexpected death in childhood:

a handbook for practitioners. Chichester: Wiley, 2007.

Webster RA, Schnitzer PG, Jenny C, Ewigman BG, Alario AJ. Child
death review. The state of the nation. Am ] Prev Med 2003; 25: 58-64.
Creighton S. Childhood deaths reported to coroners: an
investigation of the contribution of abuse and neglect. Out of sight;
NSPCC Report on Child Abuse Deaths 1973-2000. London: NSPCC,
2001: 39-68.

Jenny C, Isaac R. The relation between child death and child
maltreatment. Arch Dis Child 2006; 91: 265—69.

Herman-Giddens ME, Brown G, Verbiest S, et al.
Underascertainment of child abuse mortality in the United States.
JAMA 1999; 282: 463-67.

Pinheiro PS. World report on violence against children. New York:
United Nations Secretary-General’'s Study on Violence against
Children, 2006.

Sidebotham P. Fatal Child Maltreatment. In: Sidebotham P,
Fleming P, eds. Unexpected death in childhood. Chichester:
Wiley, 2007: 75-94.

Dube SR, Anda RF, Felitti V], Chapman DP, Williamson DF,
Giles WH. Childhood abuse, household dysfunction, and the risk
of attempted suicide throughout the life span: findings from the
Adverse Childhood Experiences Study. JAMA 2001; 286: 3089-96.
Ystgaard M, Hestetun I, Loeb M, Mehlum L. Is there a specific
relationship between childhood sexual and physical abuse and
repeated suicidal behavior? Child Abuse Negl 2004; 28: 863-75.
Hymel KP. Distinguishing sudden infant death syndrome from
child abuse fatalities. Pediatrics 2006; 118: 421-27.

www.thelancet.com



Series

87 Fleming PJ, Blair P, Bacon C, Berry PJ. Sudden unexpected deaths
in infancy: the CESDI SUDI studies 1993-1996. London: The
Stationery Office, 2000.

88 Levene S, Bacon CJ. Sudden unexpected death and covert homicide
in infancy. Arch Dis Child 2004; 89: 443—47.

89 Bajanowski T, Vennemann M, Bohnert M, Rauch E, Brinkmann B,
Mitchell EA. Unnatural causes of sudden unexpected deaths
initially thought to be sudden infant death syndrome.

Int J Legal Med 2005; 119: 213-16.

90 Brandon M, Belderson P, Warren C, et al. Analysing child deaths
and serious injury through abuse and neglect: what can we learn?
A biennial analysis of serious case reviews 2003-2005. London:
Department for Children, Schools and Families, 2008.

91 Leeb RT, Paulozzi L], Melanson C, Simon TR, Arias I. Child
maltreatment surveillance. Uniform definitions for public health
and recommended data elements. Atlanta: Centers for Disease
Control and Prevention, 2008.

92 Hymel KP. When is lack of supervision neglect? Pediatrics 2006;
118: 1296-98.

93 Torode R, Walsh T, Woods M. Working with refugees and asylum
seekers. Dublin: Trinity College Dublin, 2008.

94 Jaudes PK, Mackey-Bilaver L. Do chronic conditions increase young
children’s risk of being maltreated? Child Abuse Negl 2008;

32: 671-81.

95 Whitaker RC, Phillips SM, Orzol SM, Burdette HL. The association
between maltreatment and obesity among preschool children.
Child Abuse Negl 2007; 31: 1187-99.

96 Thomas C, Hyponnen E, Power C. Obesity and type 2 diabetes risk
in mid-adult life: the role of childhood adversity. Pediatrics 2008;
121: e1240-49.

97 Lanktree CB, Gilbert AM, Briere J, et al. Multi-informant
assessment of maltreated children: convergent and discriminant
validity of the TSCC and TSCYC. Child Abuse Negl 2008;

32: 621-25.

98 Crowley TJ, Mikulich SK, Ehlers KM, Hall SK, Whitmore EA.

Discriminative validity and clinical utility of an abuse-neglect

interview for adolescents with conduct and substance use problems.

Am ] Psychiatry 2003; 160: 1461-69.
99 Bernstein DP, Stein JA, Newcomb MD, et al. Development and
validation of a brief screening version of the Childhood Trauma
Questionnaire. Child Abuse Negl 2003; 27: 169-90.
Briere J, Johnson K, Bissada A, et al. The Trauma Symptom
Checklist for Young Children (TSCYC): reliability and association
with abuse exposure in a multi-site study. Child Abuse Negl 2001;
25:1001-14.
Wolfe V, Gentile C, Michienzi T, Sas L, Wolfe DA. The children‘s
impact of traumatic events scale: a measure of post-sexual abuse
PTSD symptoms. Behav Assess 1991; 13: 359-83.
Glaser D. Emotional abuse and neglect (psychological
maltreatment): a conceptual framework. Child Abuse Negl 2002;
26: 697-714.
Kenny MC. Child abuse reporting: teachers’ perceived deterrents.
Child Abuse Neglect 2001; 25: 92.
Crenshaw WB, Crenshaw LM, Lichtenberg JW. When educators
confront child abuse: an analysis of the decision to report.
Child Abuse Negl 1995; 19: 1095-113.
Kenny MC. Teachers’ attitudes toward and knowledge of child
maltreatment. Child Abuse Negl 2004; 28: 1311-19.
Sundell K. Child-care personnel’s failure to report child
maltreatment: some Swedish evidence. Child Abuse Negl 1997;
21: 93-105.
Hawkins R, McCallum C. Mandatory notification training for
suspected child abuse and neglect in South Australian schools.
Child Abuse Negl 2001; 25: 1603-25.
Zellman GL, Bell RM. The role of professional background, case
characteristics and protective agency response in mandated child
abuse reporting. Washington DC: The US Department of Health
and Human Services, 1990.
Baginsky M. Schools, social services and safeguarding children.
Past practice and future challenges. London: NSPCC, 2007.
Kesner JE, Robinson M. Teachers as mandated reporters of child
maltreatment: comparison with legal, medical, and social services
reporters. Children Schools 2002; 24: 222-31.

100

101

102

103

104

105

106

107

108

109

110

www.thelancet.com

111

112

113

114

115

116

117

118

119
120

121

122

123

124

125

126

127

128

129

130

131

132

133

134

Walsh K, Farrell A, Bridgstock R, Schweitzer R. The contested
terrain of teachers detecting and reporting child abuse and neglect.
J Early Child Res 2006; 4: 65-76.

Goldman JDG, Padayachi UK. Child sexual abuse reporting
behaviour by school counsellors and their need for further
education. Health Edu ] 2005; 64: 302-22.

McGinnis S. Counselling in Schools. In: Baginsky M, ed.
Safeguarding children and schools. London: Jessica Kingsley,

2008: 121-36.

Carter YH. Lessons from the past, learning for the future:
safeguarding children in primary care. Br | Gen Pract 2007;
57:238-42.

Carter YH, Bannon MJ, Limbert C, Docherty A, Barlow J.
Improving child protection: a systematic review of training and
procedural interventions. Arch Dis Child 2006; 91: 740-43.

Warner JE, Hansen DJ. The identification and reporting of physical
abuse by physicians—a review and implications for research.

Child Abuse Negl 1994; 18: 11-25.

Browne KD, Hamilton-Giachritsis CE, Vettor S. The cycles of
violence: the relationship between childhood maltreatment and the
risk of later becoming a victim or perpetrator of violence. Policy
Briefing. Copenhagen: World Health Organisation, Violence and
Injury Prevention Programme, 2007.

Day C, Hibbert P, Cadman S. A literature review into children
abused and/or neglected prior custody. London: Youth Justice
Board, 2008.

Pitts J. Youth justice. Research Matters 2004; 17: 79-88.

Hackett S, Masson H, Phillips S. Mapping and exploring services
for children and young people who have sexually abused others
final report. Durham: University of Durham, 2003.

Stanley J, Goddard C. Multiple forms of violence and other criminal
activities as an indicator of severe child maltreatment.

Child Abuse Rev 2004; 13: 246-62.

Fantuzzo ], Fusco R. Children’s direct sensory exposure to
substantiated domestic violence crimes. Violence Vict 2007;
22:158-71.

Hegarty K, Taft A, Feder G. Violence between intimate partners:
working with the whole family. BMJ 2008; 337: a839.

Bair-Merritt MH, Jennings JM, Eaker K, Tuman JL, Park SM,
Cheng TL. Screening for domestic violence and childhood exposure
in families seeking care at an urban pediatric clinic. ] Pediatr 2008;
152: 734-36.

Dubowitz H, Prescott L, Feigelman S, Lane W, Kim J. Screening for
intimate partner violence in a pediatric primary care clinic.
Pediatrics 2008; 121: e85—e91.

Bair-Merritt MH, Feudtner C, Mollen CJ, Winters S,

Blackstone M, Fein JA. Screening for intimate partner violence
using an audiotape questionnaire: a randomized clinical trial in

a pediatric emergency department. Arch Pediatr Adolesc Med 2006;
160: 311-16.

Hester M, Pearson C. From periphery to centre: domestic violence
in work with abused children. Bristol: Policy Press, 1998.

Edleson JL. Children’s witnessing of adult domestic violence.

J Interpers Violence 1999; 8: 839-71.

Cleaver H, Nicholson D, Tarr S, Cleaver D. The response of child
protection practises and procedures to children exposed to
domestic violence or parental substance misuse. London:

DFES, 2006.

The Greenbook National Evaluation Team. The Greenbook initiative
final evaluation report. Fairfax: ICF International, 2008.

Jaffe P, Lemon N, Poisson S. Child Custody and Domestic Violence.
California: Sage, 2003.

Craig J. Everybody’s business: how applications for contact orders
by consent should be approached by the court in cases involving
domestic violence : the family justice council’s report and
recommendations to the president of the family division.
London: Children and Families Committee Family Justice
Council, 2007

Aris R, Harrison C. Domestic violence and supplemental
information form cla. London: Ministry of Justice, 2007.

Ofsted. Oftsted inspection of the experience of cafcass service
users in the family courts in south Yorkshire. London:

Ofsted, 2008.

33



Series

34

135

136

137

138

139

140

141

142

143

144

145
146

147

Glaser D, Prior V, Lynch M. Emotional abuse and emotional
neglect: antecedents, operational definitions and consequences.
York: British Association for the Study and Prevention of Child
Abuse and Neglect, 2001.

Walsh C, MacMillan H, Jamieson E. The relationship between
parental psychiatric disorder and child physical and sexual abuse:
findings from the Ontario Health Supplement. Child Abuse Negl
2002; 26: 11-22.

Chaffin M, Kelleher K, Hollenberg J. Onset of physical abuse and
neglect: psychiatric, substance abuse, and social risk factors from
prospective community data. Child Abuse Negl 1996; 20: 191-203.
Forrester D. Parental substance misuse and child protection in

a British sample. Child Abuse Rev 2000; 9: 235-46.

Forrester D, Harwin J. Parental substance misuse and child care
social work: findings from the first stage of a study of 100 families.
Child Fam Soc Work 2006; 11: 325-35.

Grella CE, Hser YI, Huang YC. Mothers in substance abuse
treatment: differences in characteristics based on involvement with
child welfare services. Child Abuse Negl 2006; 30: 55-73.

Gilbert N. Combating child abuse: international perspectives and
trends. Oxford, 1997.

Thoburn J. Globalisation and child welfare: some lessons from

a cross-national study of children in out-of-home care. Norwich:
University of East Anglia, 2007

Baird C, Wagner D. The relative validity of actuarial- and
consensus-based risk assessment systems. Chil Youth Serv Rev
2000; 22: 839-71.

Marneffe C, Broos P. An alternative approach to child abuse reporting
and treatment. In: Gilbert N, ed. Combating child abuse: international
perspectives and trends. Oxford: Oxford University Press, 1997

HM Government. Children Act 1989. London: HMSO, 1989.
Department for Education and Skills. Every child matters: change
for children. London: The Stationery Office, 2003.

Department for Children, Schools and Families. Children and
young people on child protection registers year ending

31 March 2005. London: The Stationery Office, 2007,

148

149

150

151

152

153

154

155

156

157

158

159

160

Brandon M, Thoburn J. Safeguarding children in the UK:

a longitudinal study of services to children suffering or likely to
suffer significant harm. Child Family Social Work 2008; 13: 365-77.
Thoburn ], Wilding ], Watson J. Family support in cases of emotional
maltreatment and neglect. London: The Stationery Office, 2000.
Department of Health and Dartington Social Research Unit. Child
protection: messages from research. HMSO, 1995.

Australian Institute of Health and Welfare. Child Protection
Australia. Canberra: ATHW, 2006.

National Survey of Child and Adolescent Well-Being. Does
substantiation of child maltreatment relate to child well-being and
service receipt? National survey of child and adolescent well-being.
Research Brief. US Department of Health and Human

Services, 2008.

Socialstyrelsen. Barn och unga-insater ar 2006. Stockholm: National
Board of Health and Welfare, 2005.

Department of Child, Youth and Family Services. Annual Report.
Wellington: Child Youth and Family, 2005.

Department of Health. Assessing children in need and their
families: practice guidance. London: The Stationery Office, 2000.
Queensland Government Department of Child Safety. Child
protection queensland: 2004-5 Performance Report. Brisbane:
Department of Child Safety, 2005.

NSCA. National survey of child and adolescent well-being. http://
www.acf.hhs.gov/programs/opre/abuse_neglect/nscaw/reports/
substan_child/substan_child pdf 2007 (accessed Nov 6, 2008).
Berman JJ, Murphy-Berman V, Melton GB. Strong communities:
what did participants actually do? Fam Community Health 2008;
31: 126-35.

McDonnell ], Melton G. Toward a science of community
intervention. Fam Community Health 2008; 31: 113-25.

Reading R, Bissell S, Goldhagen J, et al. Promotion of children’s
right and prevention of child maltreatmet. Lancet 2008; published
online Dec 3. DOI:10.1016/S0140-6736(08)61709-2.

www.thelancet.com



