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also done considerable work in the areas of poverty and race as they relate to public child welfare, and 
has done longitudinal cross-sector work providing insight into life courses and  cross-sector contacts 
among children and families who do and do not contact the child welfare system.      

     Howard     Dubowitz         is a Professor of Pediatrics and Director of the Center for Families at the University 
of Maryland School of Medicine, Baltimore. He is on the Council of the International Society for 
the Prevention of Child Abuse and Neglect and is President of the Helfer Society, an honorary 
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 International Aspects of Child Abuse and Neglect  and ISPCAN’s  World Perspectives on Child Abuse , 2012. 
Dr. Dubowitz has over 150 publications and has presented at many regional, national, and international 
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     Byron     Egeland        is the Irving B. Harris Professor of Child Development at the University of Minnesota. 
He is a Co-Principal Investigator of the Minnesota Longitudinal Study of Risk and Adaptation, a 
37-year longitudinal study of high-risk children and their families. He and his colleague Marti 
Erickson were the Principal Investigators of Project STEEP, an NIMH-funded prevention program for 
high-risk parents and their infants. Dr. Egeland is a fellow in the American Psychological Association, 
the American Psychological Society, and the American Association of Applied and Preventive 
Psychology. He coauthored  The Development of the Person , which has won several awards, including 
the Eleanor Maccoby American Psychological Association Book of the Year in 2007. Dr. Egeland has 
served on numerous Boards, including Prevent Child Abuse America. He has published extensively in 
the areas of child maltreatment, child psychopathology, resilience, social and emotional development, 
and intervention/prevention with high-risk families.      

      Raquel     T.     Ellis        is a Senior Study Director at Westat. She currently plays several key roles on the 
Permanency Innovations Initiative (PII), a national initiative to reduce long-term foster care. This 
includes leading an experimental evaluation of a trauma-focused practice model in Illinois. She has 
conducted research in the areas of adoption recruitment, relative search and engagement practices, 
informal kinship care, differential response, child welfare-juvenile court relations, contraceptive 
 behaviors of community college students, clinical supervision of child welfare workers, and judicial 
decision-making during termination of parental rights proceedings. She also has 8 years of practice 
experience in the human service fi eld, mainly in child welfare. She is the sole author of the  Journal 
on Public Child Welfare  article entitled, “Exploring the infl uence of juvenile court personnel on 
child welfare practice” and has coauthored several publications on vulnerable children and families.      
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     Sara     Wolf     Feldman        is a Researcher at Chapin Hall. Her work concentrates on the implementation and 
impact of child welfare reform efforts, both in the context of out-of-home care and preventive services. 
Dr. Feldman recently completed a study of the impact of a family-team conferencing model on child-
level outcomes. She is currently overseeing the evaluation of Child Success New York City, an initiative 
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of safety and risk assessments, maltreatment investigations, and the use of multiple response systems, 
foster care, and preventive services. 
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for the Prevention and Treatment of Child Abuse and Neglect at the University of Colorado Medical 
School. Dr. Fitzgerald is the Director of Training and Evaluation in the Kempe Child Trauma Program 
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areas of child maltreatment epidemiology, child welfare administrative data analysis, workload and 
costing, and performance and outcome measurement for children and family services. The author or 
coauthor of numerous scholarly publications, Dr. Fluke has presented papers at both national and 
international meetings and conferences.     

        Tamara     Fuller        is the Director of the Children and Family Research Center at the University of 
Illinois at Urbana-Champaign. Her research interests focus on the child protection system and the 
effectiveness of the services that are provided to families once they become involved in a maltreatment 
investigation. Her studies have examined the impact of safety assessment protocols on maltreatment 
recurrence, worker decision-making during child protection investigations, and predictors of 
maltreatment recurrence following reunifi cation. Currently, Dr. Fuller serves as the evaluator of the 
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      Angelo     P.     Giardino        received his medical degree from the University of Pennsylvania School of 
Medicine. He received his doctorate in education from Graduate School of Education at the 
University of Pennsylvania. Dr. Giardino currently serves as Vice President/Chief Medical Offi cer for 
Texas Children’s Health Plan, which provides Medicaid and CHIP benefi ts to over 355,000 children 
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in Southeast Texas. Dr. Giardino also serves as the Chief Quality Offi cer for Medicine at Texas 
Children’s Hospital and is a Clinical Professor of Pediatrics at Baylor College of Medicine. He is 
board-certifi ed by the American Board of Pediatrics in Pediatrics and Child Abuse. 

 Dr. Giardino has over 20 years experience as a pediatrician specializing in disease management 
and child maltreatment. His broad career goal is to raise awareness in the evaluation of child 
 maltreatment, care for children with special needs, and to improve the health care delivery system for 
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     Eileen     R.     Giardino         is an Associate Professor at the School of Nursing at the University of Texas 
Health Science Center (UTHSC) at Houston. Dr. Giardino received her BSN and Ph.D. from the 
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 Introduction 

 Jill E. Korbin and Richard D. Krugman 

 One of the early pioneers in the fi eld of Child Maltreatment was Brandt Steele. He was the psychiatrist 
on the original “Battered Child” paper with C. Henry Kempe in 1962 (Kempe et al. 1962). Brandt saw 
his fi rst case in 1956 and spent nearly a half century listening to abused children and abusive adults 
before his death in 2005 at the age of 97. One of his favorite sayings was “If you don’t understand 
someone’s behavior, you don’t have enough history.” He always took time to pause and to listen, to 
ask questions and to try to understand what it was that led to the behaviors – and the consequences of 
those behaviors. 

 With that in mind, you may wonder what it was that led us to start this new  Handbook of Child 
Maltreatment  and the series,  Child Maltreatment: Contemporary Issues in Research and Policy  of 
which it is a part. There are many books and journals now that regularly report on what is new or what 
is going on in the fi eld of child maltreatment. Substantial progress has been made in addressing child 
maltreatment, as will be seen in the chapters in this volume. Nevertheless, many of the core questions 
of the fi eld remain, and the chapters point us in the direction both of what is known, and, perhaps even 
more importantly, what remains to be known to make progress in helping abused children, their families, 
and their communities. 

 The complexity of child abuse and neglect has posed many challenges. We asked our colleagues in 
the fi eld if they would contribute to a volume whose aim is to review what we know and what we don’t 
know at this stage of the development of the fi eld of child maltreatment with an emphasis on what 
we need to be doing from here. We asked for “executive summaries” of the decades of work that have 
gone on in specifi c areas, with the additional aim of having future volumes of the series be specifi c 
monographs that build on these chapters and update them as time goes on. Other chapters could have 
been and will be included in future versions of the  Handbook , which we intend to update approximately 
every 5 years. 

 We initially planned to have the  Handbook  be the fi rst volume in the series, followed by mono-
graphs taking up the issues presented in the  Handbook . Along the way, we realized that last year 
(2012) was the 50th anniversary of the Battered Child paper (Kempe et al. 1962). We then decided to 
take a different path, and Volume 1 of this series was published to commemorate that event (Krugman 
and Korbin 2013). We invited professionals who had worked with or been infl uenced by Henry Kempe 
and his work to comment specifi cally on four of Kempe’s key papers with an eye towards where this 
work had led the fi eld. 

J.E. Korbin (*)
College of Arts and Sciences, Case Western Reserve University, Cleveland, OH, USA
 e-mail: Jill.Korbin@case.edu 

R.D. Krugman
School of Medicine, University of Colorado, Aurora, CO, USA
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 Thirty years ago, there was a saying in Washington, DC: “where you stand depends on where you 
sit.” If you search that phrase now, it is attributed to Nelson Mandela – and the truth of who said it fi rst 
is not as important as the truth of the phrase. The fi eld of child abuse and neglect is one that is a sub-set 
of some very large fi elds: anthropology, criminology, law, medicine, pediatrics, psychiatry, psychology, 
social work, and sociology, to name just some. Not surprisingly, those scholars and practitioners who 
come from each of these fi elds (and others) tend to see the problem from that perspective. 

 The organization of the  Handbook  is along reportorial lines: What is child maltreatment? 
Why does it occur? What are the consequences? What can and should we do about it? How does child 
maltreatment look in a more global perspective? 

 The fi rst section of the  Handbook  addresses one of the major challenges in child maltreatment 
work: What are we talking about? What  is  child abuse and neglect? At its most basic, since the beginning 
of the “fi eld,” we have questioned whether child maltreatment can be measured in behaviors of 
caregivers or by the identifi ed injuries and consequences to children that result in agency reports. 
Most research on child maltreatment relies on cases reported to child protective services. Chapter   1     
by Sedlak and Ellis helps us to understand “what it is” by examining national incidence studies and 
trends in reporting. The next three chapters examine the major forms of maltreatment that are identifi ed 
by mandatory reporting statutes: child neglect by Proctor and Dubowitz in Chapter   2    ; physical abuse 
by Palusci in Chapter   3    ; and sexual abuse by Heger in Chapter   4    . A fi nal chapter in this section, 
Chapter   5     by Krugman and Lane, tackles one of the most disturbing forms of child maltreatment, 
when a child dies as the result of abuse and/or neglect. 

 A second challenge, and the second section of this book, addresses the basic question of why child 
maltreatment occurs. An early and persisting explanation for the existence of child maltreatment 
is that it is passed from generation to generation, and that the abused children of today become 
the abusive parents of tomorrow. In Chapter   6    , Bezenski, Yates and Egeland assess the evidence for 
intergenerational transmission of abusive parenting. Another explanation asks whether child maltreatment 
is most powerfully related to poverty. Drake and Jonson-Reid in Chapter   7     tackle this issue. Related 
to poverty, in Chapter   8    , Dettlaff brings to bear the evidence and arguments for and against dispropor-
tionality in child maltreatment report rates, asking if disproportionality exists and how the answer to 
this question has shaped our understandings of why child maltreatment occurs. Another line of think-
ing about the etiology of child maltreatment is that there are certain children who are more suscep-
tible to being maltreated. In Chapter   9    , Giardino, Giardino and Issac consider the evidence related to 
the maltreatment of children with disabilities. Child maltreatment also has been explained by asking 
whether some families (including parents) are simply more violent than others. In Chapter   10    , Alhusen 
and colleagues review the challenges of understanding the dynamics and overlap of intimate partner 
violence and child maltreatment. 

 A third challenge in child maltreatment work is assessing the consequences of maltreatment. One 
might argue that the very experience of an abused or neglected child is suffi cient in and of itself to 
demand a concerted response, both to help the child and family and to prevent future abuse to that 
child or any other child. It has been very diffi cult to sort out the consequences of child maltreatment 
from other diffi cult circumstances in which children live, such as poverty and disadvantage. 
Increasing evidence, however, has pointed to the long-term consequences of early adverse experi-
ences, including maltreatment. Yet, the pathways from child maltreatment to diffi culties later in life 
remain less clear. Are abused children compromised neurologically, leading to later diffi culties? Are 
abused children set on a path leading them to risky behaviors, including substance abuse, dating 
violence, early sexuality? At the core of these questions is the concern to determine the balance of 
risk and resilience, why some abused children have dire consequences from the experience, some 
seem to function well in some areas and not others, and some go on to lead lives indistinguishable 
from their non-maltreated peers. This section of the book examines two of these issues. In Chapter   11    , 
Bernard, Lind and Dozier examine the consequences to the developing brain and neurological devel-
opment among maltreated children, as well as the evidence for whether these early consequences can 
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be mitigated. In Chapter   12    , Widom brings together evidence about the life course of abused children 
taking a prospective rather than the usual retrospective approach. The reader is also referred to the 
earlier Chapter   6     that considers one of the most persistent beliefs about child maltreatment and its 
consequences – intergenerational transmission of abusive parenting such that the abused child of 
today becomes the abusive parent of tomorrow. 

 The fourth, and largest section, considers what we should do about child maltreatment. These 
chapters address such efforts despite the challenges examined in the earlier sections including lack of 
defi nitional clarity and questions about etiologies and outcomes. Wald begins this section in Chapter   13     
with a broad view of what the goals of ensuring child well-being should be and how child protection 
fi ts into this framework. He considers options, expanded upon in several subsequent chapters about 
how we might move forward towards those goals. 

 While there has sometimes been a tension between prevention and treatment in the fi eld, particu-
larly as to where resources should be devoted, both are represented in this section. The fi rst subsec-
tion deals with prevention issues, beginning with an overview by Daro and Benedetti in Chapter   14    . 
This overview of where we have been and need to go is followed by Chapter   15     by Molnar and 
Beardslee who argue for a community approach to prevention and Chapter   16     by Hashima also sug-
gesting a broader public health approach to prevention. An example of one community-based 
prevention program, Strong Communities, is the focus of Chapter   17     by Melton. The subsection 
concludes with Wulczyn and colleagues’ questions in Chapter   18     about the match, or mismatch, 
between resources and needs. 

 The next subsection turns to treatment approaches, beginning with Timmer and Urquiza’s Chapter   19     
that brings together issues in child development with empirically based programs. The three chapters 
that follow emphasize different approaches to intervention. Fitzgerald and Berliner in Chapter   20     exam-
ine psychosocial interventions for abused and neglected children; Taussig and Raviv foster care in 
Chapter   21    ; and Andrews mutual support and self-help for maltreating parents in Chapter   22    . Vaughan-
Eden’s Chapter   23     asks that the fi eld consider non-offending mothers of sexually abused children. 
Fuller’s Chapter   24     then examines what we know about the successes of differential or alternative 
response approaches to working with maltreating families. The subsection concludes with Fluke and 
colleagues’ Chapter   25     that brings us back to the basics of how child protective services make deci-
sions that bring maltreatment cases to the attention of intervenors in the fi rst place. 

 In the last subsection on legal issues, in Chapter   26    , Mathews and Bross consider legal approaches, 
including mandatory reporting. Russell and colleagues in Chapter   27     offer a perspective on the judi-
cial process. Knapp’s Chapter   28     brings the perspective of law enforcement, which is responsible for 
the initial investigations. 

 Finally, we end with Section V that calls us back to thinking about the broader international and 
cross-cultural human experience. In Chapter   29    , Kimbrough-Melton considers how international law 
and conventions have shaped our views of, and responses to, child maltreatment. Kimbrough-Melton 
includes a consideration of how international law has addressed the balance between the universal 
rights and needs of children with cultural diversity in behaviors and beliefs about what is regarded as 
abusive to children around the world. Kohrt concludes the volume in Chapter   30     by bringing a biocul-
tural perspective to the consideration of child maltreatment. 

 We are grateful to those who contributed to this volume and to our colleagues at Springer for 
affording us the opportunity to bring this  Handbook , and this new series, forward to the fi eld. We look 
forward to the work of our colleagues that will be refl ected in regular updates to the  Handbook  and 
new books to expand our knowledge and contribute to the well-being of children, their families, and 
their communities. Because  Child Maltreatment :  Contemporary Issues in Research and Policy  will be 
a dynamic and ongoing series, we value reader’s comments about what was helpful or other directions 
we could explore in future volumes, both in updates of the  Handbook  and future monographs. To the 
reader, this series is for you. 
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           Introduction 

 Organized public efforts to protect children from abuse and neglect began in the late 1800s with the 
rise of private organizations that took public stances against cruelty to children (Schene  1998 ). 
Although the 1935 Social Security Act provided funding to states for child welfare services to vul-
nerable children, mandated reporting laws were enacted only after Dr. Henry Kempe’s 1962 article on 
the “battered child syndrome” raised widespread concern and brought national attention to child 
physical abuse infl icted by parents and caregivers (Kempe et al.  1962 ; Melton  2005 ). 

 In the same year that Kempe and his colleagues published t h eir seminal article, 1962, the Children’s 
Bureau held two meetings to explore strategies for addressing the problem. These culminated in a 
model child abuse reporting law, which the Children’s Bureau disseminated widely to child welfare 
organizations and state legislatures (Nelson  1984 ). The model state child protection act authorized 
state departments of social services and/or child protective services to receive suspected child mal-
treatment reports and authorized the reporting of child maltreatment by any person, while requiring 
certain professionals who have frequent interactions with children (such as law enforcement and 
medical professionals) to report suspected maltreatment (Kalichman  1993 ). 

 By 1967, all states and the District of Columbia had enacted mandatory child maltreatment report-
ing laws, incorporating some or all of the provisions of the Model Act (Nelson  1984 ). Federal legisla-
tion was enacted in 1974, when Congress passed the Child Abuse Prevention and Treatment Act 
(CAPTA, P.L. 93-247). CAPTA established the National Center on Child Abuse and Neglect (NCCAN) 
to provide policy and standard guidelines for handling the reports, and offered limited grants to states 
to develop child protective services. CAPTA also established requirements for state reporting laws, 
which states had to meet in order to be eligible for state service grants (Nelson  1984 ; Schene  1998 ). 

  Mandatory reporting requirements.  Section  1.5  of this volume discusses the legal issues surround-
ing mandatory reporting requirements. For purposes here it is important to recognize that these vary 
from state to state, both in terms of who must report and the types of maltreatment they must report. 
Only about 18 states require  any individual  who suspects child maltreatment to report. 1  In most states, 
specifi c professionals who have frequent interactions with children are mandated reporters, whereas 
other professionals and members of the general public are simply encouraged to voluntarily report. 
The professionals most commonly identifi ed as mandated reporters in State statutes include medical, 

1   States frequently amend their laws (Child Welfare Information Gateway  2009a ). 

    Chapter 1   
 Trends in Child Abuse Reporting 

           Andrea     J.     Sedlak     and     Raquel T.     Ellis   
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mental health, social work, educational and legal professionals (Child Welfare Information Gateway 
 2011a ). State laws also mention judges, attorneys, court-appointed special advocates, Christian 
Science practitioners, and the staff and volunteers of various social service or community agencies 
including health and human services, public housing, public assistance, domestic violence, and victim 
and rape centers. Some state statutes also identify public or private agency staff who provide recre-
ational or sports activities, animal protection or control, veterinarians, and computer and internet 
providers’ installation or repair staff. 

 States’ statutes vary substantially in the degree of detail in their descriptions of the malctreat-
ment that must be reported and in whether they include or exclude a given type of maltreatment 
from the requirement. An extensive review of states’ reporting statutes (Sedlak et al.  2003 ) consid-
ered the number of specifi c acts mentioned in states’ statutes and found that most states provided 
highly differentiated defi nitions of sexual abuse and of physical neglect. Less than one-third of 
states gave a moderately differentiated defi nition of mandated physical abuse, whereas only one-
tenth of states did so for emotional abuse. Only about one-half of states even mentioned emotional 
neglect or educational neglect, with extremely little differentiation of the acts or omissions defi ned 
in these categories. 

 Recent information on current state statutes indicates the situation is unchanged for educational 
neglect, with just a slight majority of states’ statutes mentioning it at all (Child Welfare Information 
Gateway  2011a ). Recently, child protective service agencies have increasingly considered a child’s 
exposure to domestic violence to be a form of maltreatment, but states that mention it vary in their 
treatment of it, with some states including it in their defi nition of physical abuse, others considering it 
to be a form of neglect. However, most states still omit any mention of it and one state specifi cally 
excludes it from maltreatment that must be reported. Only about one-fourth of states include in utero 
exposure to drugs in their defi nitions of abuse or neglect (Child Welfare Information Gateway  2011b ). 

  CPS responses.  Some cases of child maltreatment never reach CPS because the individual who 
noticed the situation and suspected maltreatment did not contact CPS to report it. Once an individual 
reports the maltreatment of a child to a local CPS agency or state or regional hotline, the referral 
undergoes a screening process to determine whether the situation meets the agency’s criteria for a 
CPS investigation. Referrals are screened-out with no investigation when there is insuffi cient informa-
tion to contact the family for follow-up and when the situation described in the report does not meet 
a state’s legal defi nition of child maltreatment. The agency will not provide any direct response to 
screened-out cases although they may tell the reporter to contact another agency or service. 

 Some CPS agencies can offer a non-investigative response to selected low risk cases that do not meet 
their standards for investigation. These non-investigative responses go by a variety of labels, including 
“differential response,” “alternative response,” “multi-track response,” and “dual-track” response. 
Whatever their label, these responses involve offering services to meet various needs of the child and 
family in order to prevent the family from becoming a high-risk case. The CPS agency does not focus 
on gathering evidence to confi rm the occurrence of abuse or neglect and the family is not legally man-
dated to accept the agency’s intervention (as they may be with a CPS investigation response). Differential 
response systems began to emerge in the early 1990s a result of dissatisfaction with the infl exible and 
limited capacity of the CPS response, the adversarial orientation of CPS (which can discourage family 
engagement and compliance), and the inability of traditional child welfare services to address the under-
lying causes of the safety issues that bring families to the attention of CPS (Child Welfare Information 
Gateway  2008 ; Daro et al.  2005 ; Farrow  1997 ; Schene  2005 ; Zielewski et al.  2006 ). 

  Challenges of studying mandated reporting.  The fact that reporting of child abuse and neglect is 
mandated by law makes it diffi cult to study reporting directly. Researchers cannot explicitly ask 
respondents to describe child abuse cases they have encountered and then ask whether they have 
reported these specifi c cases. To do so is to ask respondents whether they have complied with the law. 
Moreover, present-day human subjects protection standards would require a researcher to forewarn 
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respondents that they risk acknowledging illegal behavior in answering these questions. With or 
without this explicit warning, researchers do not expect that respondents would truthfully answer 
direct questions about whether they reported specifi c cases they have observed. 

 As a result, researchers have studied reporting behaviors indirectly. The evidence reviewed in this 
chapter refl ects three main strategies. First, an important source of evidence comes from examining 
the reports that CPS agencies receive. This research can describe trends in what comes to CPS and 
how CPS responds. Thus, it can quantify the reports that are screened out as well as the percentage of 
screened-in cases that receive investigations or other agency responses. However, this approach can 
describe only those children who come to CPS attention. A second tactic has been to observe the 
overlap of different data sources—to ask mandated reporters to describe the maltreated children they 
encounter and then to see whether these children are among the children who received CPS investiga-
tions in the jurisdiction during the same timeframe. This approach identifi es the maltreated children 
who  should  come to CPS attention and reveals how many receive a CPS investigation. However, as 
discussed below, other strategies are needed to understand whether the children who did not receive 
CPS investigation were not reported or were not screened-in for an investigation. Finally, a third per-
spective on reporting child abuse and neglect comes from studies that have asked mandated reporters 
about the factors that generally affect their decisions to report or have asked participants whether they 
would report the situations described in hypothetical vignettes, varying the vignette situations to see 
how different factors affect their reporting decisions. 

 The fi rst two approaches are the methods used in the only studies that provide national-level infor-
mation on mandated reporters and CPS agency processes: the National Child Abuse and Neglect Data 
System (NCANDS) and the National Incidence Study on Child Abuse and Neglect (NIS). Congress 
mandated both studies in the CAPTA legislation and both are sponsored by the Children’s Bureau in 
the U.S. Department of Health and Human Services. NCANDS provides data annually on all cases 
referred to CPS, showing whether CPS screened the referral in for an agency response and, if so, 
whether the case was investigated or received an alternative response other than investigation. NIS, 
which is conducted periodically, represents all children recognized as maltreated by a wide array of 
community professionals who are generally mandated reporters. NIS determines whether CPS inves-
tigated these children by obtaining CPS data independently and comparing the children the profes-
sionals identify with those who received CPS investigation. Both NCANDS and NIS reveal trends 
over time. NCANDS shows year-to-year changes in CPS referrals and responses; NIS shows changes 
across its periodic cycles in recognized maltreatment and investigation rates.  

    Referrals to CPS and CPS Responses: Evidence from NCANDS 

 NCANDS examines only those cases referred to CPS and describes the national patterns of reports, 
screen-outs, investigations, and alternative responses. It also indicates trends over time both in the 
number of maltreated children reported and in the sources of reports to CPS. NCANDS cannot deter-
mine whether trends over time refl ect changes in the occurrence of maltreatment or changes in the 
behaviors of the reporters to CPS. Established in 1988 by CAPTA, NCANDS has evolved from a 
system based on aggregate data to one based almost exclusively on case-level data from participating 
states. 

  Referrals.  Some researchers refer to these as “reports,” but NCANDS calls them “referrals.” Referrals 
are contacts with CPS concerning the welfare of a child who is suspected to be abused or neglected. 
Over the 2001–2010 decade, referrals to CPS agencies consistently increased from about 2.7 million 
referrals involving about fi ve million children in 2001 to an estimated 3.3 million referrals concerning 
about 5.9 million children in 2010 (US. DHHS  2003a ,  2011 ). Taking account of the increased size of 
the U.S. child population over this interval, these statistics refl ect a 14 % rise in the rate at which 
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children are referred to CPS. Over the same period, the percentage of referrals that CPS agencies 
screened in for an agency response decreased from 67.3 % to 60.7 %. 

  CPS responses to reports.  NCANDS reserves the term “report” for those referrals that CPS screens 
in for an agency response. The response can either be a formal investigation or an alternative, non-
investigative response. In an investigation, the agency seeks to determine whether the maltreatment 
allegations are founded and to assign a disposition. If the allegations are founded (the child has been 
harmed or is at risk of harm), the agency seeks to reduce risk and protect the child. If necessary, CPS 
investigators may petition the court to order the family to participate in services and safety plans or to 
remove the child from the home into foster care. Agencies that can provide a non-investigative 
response (called an “alternative response” or “differential response”) generally do so for cases deemed 
as low to moderate risk. Such non-investigative pathways focus on assessment and on engaging the 
family in services to improve the child’s safety, without determining whether maltreatment occurred, 
identifying perpetrators, or resorting to court orders to mandate service participation (National Quality 
Improvement Center on Differential Response in Child Protective Services  2011 ). 

 NCANDS fi rst provided data on CPS use of alternative responses in  Child Maltreatment 2000  (US 
DHHS  2002 ), when eight states assigned alternative response dispositions for their screened-in 
reports. Over the subsequent decade, the number of states submitting alternative response dispositions 
to NCANDS gradually increased, with 14 states doing so in 2010 (US DHHS  2011 ). NCANDS infor-
mation on the number of children that receive an alternative response is incomplete because CAPTA 
only recently required states to submit NCANDS data on their alternative response cases. 2  What is 
clear, however, is that the use and stage of implementation of alternative/differential response systems 
varies across states over the years. Summarizing the available literature since 1993, researchers at the 
National Quality Improvement Center on Differential Response in Child Protective Services (QIC-DR) 
show steady growth in the number of states that are piloting differential response or using it statewide 
( 2011 ). Their current map shows that 17 states operate differential response statewide; fi ve states have 
implemented it regionally or in selected counties; 12 say they are planning or considering it; fi ve are 
using an approach for cases that screen-out of investigation that do not meet the QIC-DR differential 
response defi nition; and three states report that they tried but discontinued it. 

 However, this general trend of increased usage of alternative/differential responses may mask a 
notable degree of year-to-year “churn” in their use, with different states starting and stopping. The 
QIC-DR does not provide state-level information about the growth pattern, but NCANDS reports sug-
gest that, since 2000, 21 states have used alternative response at one time or another; only four states 
have used it throughout all 11 years. Thirteen states adopted alternative response at some point and 
used it consistently since then. Another eight states used it at some time during the period but not 
consistently thereafter; (from NCANDS dispositions, it appears that fi ve of these states tried it, aban-
doned it, and then reinstituted it). The “churn” at the state level is perhaps even greater at the local 
level, where individual county CPS agencies may pilot-test the approach for a delimited period. 
Sedlak and Li ( 2009 ) reported results from two nationally representative surveys of local CPS agen-
cies and found that signifi cantly fewer local county CPS agencies offered alternative responses in 
2005–2006 than had just 4 years earlier in 2002. 

 To date, only three evaluations of differential response have used random assignment designs. 
Overall, results indicate that, compared to investigation, families and program staff are more satisfi ed 
with the process, families are more engaged, and cooperation between CPS and partner agencies is 
better. Although, there appears to be no negative effect on child safety, fi ndings on measures of 
improved safety (re-reports, removals to foster care) have shown slight or no benefi t (National Quality 
Improvement Center on Differential Response in Child Protective Services  2011 ). Long-term CPS 
costs show contradictory results (Loman et al.  2010 ; Siegel and Loman  2006 ). 

2   Required in the CAPTA reauthorization act of 2010. 
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  Sources of CPS reports.  Professional sources are responsible for the majority of reports, 59 % in 
2010, up from 56 % in 2005 and 53 % in 1995. The greatest professional contributors have consis-
tently been education, law enforcement, and social services and mental health—each of these groups 
contributed more than 16 % of reports in 2010. Over the years, the contributions of law enforcement 
and social services/mental health have increased by about 4 percentage points each, whereas educa-
tional sources have remained relatively consistent since 2000. Medical sources rank fourth among 
professionals. Since 2005, medical sources have provided just over 8 % of reports, down from 11 % 
in 1995. 

  Report dispositions.  NCANDS distinguishes nine CPS report dispositions. The majority of reports 
are  unsubstantiated , which means that the agency’s investigation determined there was insuffi cient 
evidence to conclude or suspect maltreatment under state law. Between 2000 and 2010, the percentage 
of unsubstantiated reports increased from 58 % to 64 %. In 2010, 22 % of reports were  substantiated , 
meaning that the allegation of maltreatment or risk was supported or founded according to state law 
or policy. This refl ects a decrease since 2000, when 28 % of reports were substantiated. Only a small 
minority of states distinguish  indicated  reports to signify that, although the evidence is not suffi cient 
to substantiate maltreatment or risk, there is reason to suspect that the allegation is true. Both the 
number of states using the indicated disposition and the percentage of reports assigned this disposition 
decreased over the 2000–2010 period, from ten to six states and from 3 % to 1 % of reports. In line 
with the gradual increase in the number of states offering an alternative response (noted above), the 
percentage of reports receiving some type of  alternative response  disposition has risen as well: from 
6 % of reports in 2000 to 10 % in 2010. Most states that offer an alternative response classify all 
reports they assign to this response as  alternative response nonvictim  reports. In 2010, 12 of the 14 
states that provided alternative response dispositions adopted this practice; only two states distin-
guished some of their reports with the disposition  alternative response victim  to convey that their 
agency had determined that at least one child in the report was a victim of maltreatment. Since 2000, 
less than 1 % of reports receive this disposition. 3  Only small percentages of reports receive other dis-
positions (such as intentionally false, closed without a fi nding, missing, or not classifi ed in NCANDS). 
Taken together, these comprised less than 4 % of reports that received a CPS response in 2010. 

  Victimization rates.  Considering all dispositions that indicate victimization (substantiated, indicated, 
and alternative response victim), the percentage of reports with one or more identifi ed victims has 
decreased substantially in the past decade, from nearly one-third (32 %) in 2001 to less than one- 
fourth (24 %) in 2010. Victimization rates at the child level also reveal substantial declines, as Fig.  1.1  
illustrates.

   During the past two decades, the overall rate of maltreatment was at its highest in 1993, with 153 
victims per 10,000. 4  Over the intervening years, it declined 38 % to its most recent level of 93 victims 
per 10,000 in 2011 (US DHHS  2006 ,  2010a ,  b ,  2011 ,  2012 ). 

 Figure  1.1  also shows that the component categories of physical abuse and sexual abuse declined 
dramatically over this period. The rate of physical abuse declined 56 % from an all-time high of 36.5 
children per 10,000 in 1992 to 16.0 children per 10,000 in 2011. Sexual abuse was at its highest rate 

3   Nearly all States that use the disposition of “alternative response victim” also use the “alternative response nonvictim” 
classifi cation. During a few years in the past decade, one or two States have used  only  the disposition of “alternative 
response victim” for their alternative response cases. 
4   NCANDS defi nes a victim as a child for whom maltreatment was substantiated, indicated, or alternative response 
victim. Most victims (93 % in 2010) have substantiated maltreatment (US DHHS  2011 ). The rates given here for overall 
maltreatment, and for the component categories through 2008, are duplicated rates, meaning that a child is counted in 
every report where he or she is found to be a victim. The unduplicated rates, which count each child victim just once, 
are available in NCANDS publications for 2005 and later (US DHHS  2010b ,  2011 ,  2012 ). These also evidence declin-
ing trend lines, but below the duplicated rates depicted in the graph. For instance, the rate of overall unduplicated mal-
treatment drops from 109 per 10,000 in 2005 to 91 per 10,000 in 2011. 
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in 1990, when CPS substantiated 22.9 children per 10,000 as sexually abused. By 2011, the sexual 
abuse rate had declined 63 % to a rate of 8.4 children per 10,000. Neglect, the most prevalent category 
of maltreatment, showed a much smaller decline of 11 % over the long-term, from 83.4 to 73.9 chil-
dren in 10,000 between 1992 and 2010. 

  Summary of NCANDS fi ndings and trends.  Over the past decade, referrals to CPS have increased, 
but CPS has screened in proportionally fewer for an agency response and states appear to be gradually 
moving toward use of alternative or differential responses for a sector of their screened- in referrals. 
Greater percentages of reports come from professional sources. Lower percentages are substantiated 
or indicated and more are unsubstantiated or receive an alternative response disposition. Since the 
early 1990s, NCANDS data show decreasing rates of child victimization, especially in the maltreat-
ment categories of physical and sexual abuse.  

    Incidence of Maltreatment and CPS Investigation Rates: Evidence from NIS 

 The NIS (Sedlak et al.  2010a ) provides estimates of the incidence of child abuse and neglect in the 
United States, as recognized by mandated reporters. 5  It is the only national study that goes beyond 
CPS data to obtain information about the occurrence of maltreatment that is recognized by a broad 
spectrum of community professionals. Using samples to provide nationally representative  estimates, 
NIS gathers data on all maltreated children investigated by CPS agencies in the study sample and on 
children recognized as maltreated by professionals in the same communities. Most of these 
 community professionals, termed “sentinels,” are mandated reporters in their jurisdictions. They 

5   The NIS follows the usage of CAPTA in referring to its fi ndings as “incidence estimates.” In the epidemiological litera-
ture, however, they would be more appropriately termed “annual prevalence estimates.” Technically, they are period 
prevalence estimates, where the focal period is a year. 

  Fig. 1.1    Child victimization rates in CPS reports, based on NCANDS data through 2011       
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remain on the lookout for maltreated children in the course of their work in schools; day care cen-
ters; hospitals; law enforcement agencies; departments of juvenile probation, public health, and 
public housing; shelters for domestic violence victims and for runaway or homeless youth; and 
community mental health and social service agencies. The four NIS cycles conducted since 1979 
used similar methods and applied standardized defi nitions to classify maltreatment. The endanger-
ment standard defi nitions, the most inclusive standard, were used in the last three NIS cycles. 6  

 Table  1.1  lists the major categories of endangerment standard maltreatment, indicating those 
categories where rates in the NIS–4 (2005–2006) signifi cantly differed from NIS-3 rates (1993).

   The rate of abuse overall decreased signifi cantly, as did the rates of physical, sexual, and emotional 
abuse. The rate of abuse overall decreased 38 %, from 18.2 children per 1,000 in the NIS-3 to 11.3 
children per 1,000 in the NIS–4. Physical abuse decreased 29 % from 9.1 to 6.5 per 1,000; sexual 
abuse decreased 47 % from 4.5 to 2.4 per 1,000; and emotional abuse decreased 48 % from 7.9 to 4.1 
per 1,000. The physical and sexual abuse fi ndings corroborate the NCANDS trends described above, 
but in broader context. The NCANDS trends refl ect only cases reported to and substantiated by CPS, 
whereas the NIS trends apply to all children recognized as maltreated, including those not referred to 
CPS and those referred to CPS but not screened in. 

 The NIS data also reveal more differentiated trends: Subsequent analyses of the NIS 7  indicate that, 
whereas the rate of sexual abuse decreased at all levels of severity, the rates of physical and emotional 
abuse signifi cantly decreased only for children who were moderately harmed or endangered—but not 
for those seriously harmed—by this maltreatment. 

 While the NIS–4 found that rate of emotional abuse decreased, it also revealed that the rate of 
emotional neglect  increased  signifi cantly. 8  NIS classifi es a number of acts and omissions as emotional 
neglect, including exposure to domestic violence. Subsequent analyses indicated that the number of 
children per 1,000 who were exposed to domestic violence more than tripled since the time of 
the NIS-3, which likely indicates increased recognition that such exposure can endanger the child 
(Child Welfare Information Gateway  2009a ). Not only do domestic violence and child abuse 
frequently co- occur in the same households, but children’s exposure to domestic violence has 
harmful consequences in itself (Edelson  1999 ) and may warrant coordinated responses from child 
protective services and services for domestic violence victims (Bragg  2003 ). 

 Since NIS obtains data independently from both CPS and community professionals, it can indicate 
whether the maltreated children that sentinels identify are among the maltreated children that CPS 
investigated in their jurisdictions. Table  1.2  shows the CPS investigation rates for the major categories 

6   The NIS–4 fi ndings report and technical reports provide further details (Sedlak et al.  2010a ,  b ,  c ; Hartge et al.  2010 ). 
7   The authors conducted these analyses to further characterize the NIS trends. To date, they are not published 
elsewhere. 
8   NCANDS does not distinguish between emotional abuse and emotional neglect. 

  Table 1.1    National 
incidence of endangerment 
standard maltreatment in the 
NIS–3 and NIS–4 (rates per 
1,000 children)  

 Maltreatment category  NIS-3 (1993)  NIS–4 (2005–2006) 

 All maltreatment  41.9  39.5 
 All abuse a   18.2  11.3 
 Physical abuse a   9.1  6.5 
 Sexual abuse a   4.5  2.4 
 Emotional abuse a   7.9  4.1 
 All neglect  29.2  30.6 
 Physical neglect  19.9  16.2 
 Emotional neglect a   8.7  15.9 
 Educational neglect  5.9  4.9 

   a The difference between the NIS–3 and NIS–4 incidence 
rates is signifi cant at p ≤ 0.05  
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of Endangerment Standard maltreatment in the NIS-3 and NIS–4. Overall, only a minority of mal-
treated children NIS identifi es are among those in CPS investigations (43 % of all maltreated chil-
dren). However, investigation rates did improve in the NIS–4, with CPS investigating one-half or 
more of the children in several categories (52 % of physically abused children; 56 % of sexually 
abused children; and 50 % of those emotionally neglected). The NIS–4 rates of CPS investigation 
were signifi cantly higher than NIS-3 rates for overall maltreatment and for emotional abuse and emo-
tional neglect. Investigation rates were marginally higher for overall abuse and sexual abuse.

   Given that many maltreated children do not receive CPS investigation, one would at least hope that 
the more serious cases would be likely to receive CPS investigation. 9  This true for children who die as 
a result of their maltreatment (81 % investigated), for those who suffer extreme or such traumatic 
maltreatment that harm can be inferred (53 % investigated), and for those seriously endangered by 
their maltreatment (60 % investigated). However, only minorities of children who experienced serious 
injury or harm are investigated (31 %), at a rate similar to the investigation rate for moderately harmed 
children (29 %). The investigation rate for seriously endangered children was signifi cantly higher in 
the NIS–4 (60 %) than in the NIS-3 (where it was just 40 %). 

 Sentinels in different community agencies recognize maltreated children at different rates. School 
sentinels have always recognized the most children. In the NIS–4, they submitted data on 39 % of the 
children whose maltreatment fi t the Endangerment Standard defi nitions. Sentinels in law enforcement 
agencies ranked second, identifying 19 % of the maltreated children; sentinels in hospitals ranked 
third, contributing 13 % of the children. Other sentinel groups each identifi ed 4 % or less of the mal-
treated children (day care and mental health 4 % each, juvenile probation 3 %, public health and social 
services 2 % each, shelters 1 %, public housing <1 %). Other, nonsentinel sources 10  also contribute to 
the NIS–4 estimates of maltreated children through their investigated reports to CPS, accounting for 
13 % of all maltreated children. 

9   The NIS classifi es children on the basis of the most severe injury or harm they suffered from maltreatment.: fatal 
(maltreatment caused the child’s death), serious (child needed professional treatment to alleviate current suffering or 
prevent signifi cant long-term impairment), moderate (observable symptoms lasting at least 48 h), inferred (no 
observable harm recorded, but the extreme or traumatic nature of maltreatment makes it probable the child sustained 
signifi cant injury or impairment), or endangered (the maltreatment acts or omissions seriously endangered the child but 
the child appears not to have been harmed). 
10   These include other governmental social service agencies, other (non-sentinel) professionals or agencies (e.g., com-
munity health clinics not affi liated with a hospital, private practice pediatricians, physicians, therapists) and all other 
sources (primarily the general public, such as neighbors, friends, family, anonymous callers, and the victims 
themselves). 

   Table 1.2    Changes in rates 
of CPS investigation of 
children with endangerment 
standard maltreatment, 
overall and by maltreatment 
category  

 Maltreatment category  NIS-3 (1993)  NIS–4 (2005–2006) 

 All maltreatment a   33 %  43 % 
 All abuse b   39 %  49 % 
 Physical abuse  45 %  52 % 
 Sexual abuse b   44 %  56 % 
 Emotional abuse a   28 %  40 % 
 All neglect a   28 %  41 % 
 Physical neglect  35 %  41 % 
 Emotional neglect a   22 %  50 % 
 Educational neglect   7 %   9 % 

   a The difference between the NIS–3 and NIS–4 investigation 
rates is signifi cant at p ≤ 0.05 
  b The difference between the NIS–3 and the NIS–4 investiga-
tion rates is statistically marginal (i.e., 0.10 > p >0.05)  
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 Figure  1.2  displays this pattern for the sentinel sources, 11  indicating the number of maltreated chil-
dren per 1,000 a source contributed by the absolute length of the bar. The fi gure also shows that CPS 
investigation rates are different for children recognized as maltreated by different sources.

   The left side of the fi gure indicates the percentage of the children from that source who received 
CPS investigation. (The right side of the fi gure, representing the uninvestigated children, is discussed 
below.) Sentinel groups with the highest CPS investigation rates are social services (94 %), public 
housing (67 %), law enforcement (64 %), juvenile probation (63 %), and mental health agencies 
(53 %). CPS investigation rates are lower for maltreated children who were identifi ed by sentinels in 
day care centers (12 %), shelters (19 %), schools (20 %), and hospitals (25 %). 

 The predominance of school personnel in recognizing maltreated children in this fi gure is in sharp 
contrast to the relatively low rate of CPS investigation of the maltreated children schools identify. The 
contribution of school sentinels to the right-hand side of the fi gure, which represents Endangerment 
Standard children who are not investigated, outweighs the contribution of all the other sentinel groups 
combined. 

 The NIS data indicate whether CPS investigated maltreatment of a child, but do not explain why 
maltreated children are not investigated. Until the most recent NIS cycle, the NIS–4, uninvestigated 
children had represented an enigma to the study. The NIS could not determine whether the sentinels 
who recognized maltreatment did not report it to CPS or whether they did report it to CPS but CPS 
did not investigate the child because the circumstances did not fi t the agency’s criteria for screening 
the case in for investigation. These alternatives have quite different policy implications. 

11   This fi gure excludes the 13 % of all maltreated children who enter the NIS data  only  through the CPS-investigated 
reports—from nonsentinel sources (previous footnote). NIS has no information about maltreated children these sources 
encounter who are not investigated. 

   Fig. 1.2    Children with endangerment standard maltreatment in the NIS–4, by sentinel sources, CPS investigation rates, 
and uninvestigated classifi cations       
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 To understand why maltreated children are not investigated, the NIS–4 included several supplementary 
studies. The  CPS Screening Policies Study  ( SPS ) obtained detailed information about CPS screening 
criteria (Greene et al.  2013 ). The  CPS Structure and Practices Mail Survey  ( SPM ) obtained informa-
tion about the CPS agencies’ organization and operations (Sedlak et al.  2013 ). 

 Maltreated children living in jurisdictions where a state or regional hotline conducted screening 
were less likely to receive a CPS investigation than children in jurisdictions where the local CPS 
agency conducted all screening. This was especially true for children who were already harmed by 
maltreatment and those who were physically abused. Also, physically and emotionally maltreated 
children, whether abused or neglected, were less likely to receive investigation if they lived in jurisdic-
tions where CPS could offer an alternative, noninvestigative response. 

 In the SPS, project staff interviewed the intake supervisors in NIS–4 CPS agencies about their 
agencies’ screening criteria. The supervisors indicated how their agency would respond to situations 
described in 60 vignettes, representing maltreatment that met the study defi nitions in all NIS–4 
classifi cation codes. Would their agency screen the described situation in for investigation, screen it 
out, or would they need to know more before making that decision? If they would need to know 
more, what information would they need and how would it affect their decision? Using the criteria the 
supervisors described, NIS–4 coders re-examined the details on the uninvestigated maltreated 
children in the main study data and decided whether the CPS agency with jurisdiction would have 
screened the children in for CPS investigation. 

 Figure  1.2  shows the percentage of maltreated children that CPS did not but would have investi-
gated on the right side of each bar. It is reasonable to assume that these children were not reported 
to CPS. If sentinels had contacted CPS with the information that they gave to the NIS about these 
children, and if CPS applied the criteria the screening supervisors described, then CPS would have 
investigated another 53 % of the children recognized as maltreated by school sentinels and another 
59 % of those submitted to NIS by day care staff. In fact, combining the children CPS would have 
investigated with those who actually did receive CPS investigation accounts for more than 80 % of 
the maltreated children identifi ed by sentinels in juvenile probation, police/sheriff, mental health, 
social services, and public housing, more than 70 % of those recognized in public health, schools, 
and day care, and more than 60 % of those recognized in hospitals and shelters. 

 The remaining uninvestigated children, those whom CPS screening criteria would have screened 
out of investigation, may or may not have been reported to CPS. If they were reported, some may have 
been assigned for an alternative (noninvestigative) agency response if the CPS agency in question 
offered it. Both the SPS and the SPM asked whether the CPS agencies offered an alternative response 
during the time of the NIS–4. The NIS found signifi cantly lower investigation rates in CPS jurisdic-
tions that could provide an alternative, noninvestigative agency response, suggesting that some cases 
that might have received investigation in the past are diverted to the alternative response track in these 
agencies (Sedlak et al.  2010a ). 

 The second section of the bars on the right side of Fig.  1.2  shows the uninvestigated children who 
resided in jurisdictions where they could have received an alternative agency response. 12  These are 
substantial minorities of the children recognized as maltreated in hospitals (28 %), shelters (26 %), 
and day care (21 %), and they represent 15 % of the maltreated children identifi ed by school sentinels, 
14 % of those identifi ed in public health agencies, and 11 % of the children submitted to NIS by public 
housing personnel. 

 The balance of uninvestigated children in Fig.  1.2  are those whom CPS would defi nitely have 
screened out with no agency response and those for whom the agency’s screening criteria did not 
indicate a clear decision. 

12   The percentages shown in Fig.  1.2  display a best-case scenario in that they assume that all the children in these juris-
dictions would have met the agency’s criteria for assignment to the alternative response track. 
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 Figure  1.3  applies this same classifi cation to children with different types of maltreatment. Children 
who experienced multiple types of maltreatment are depicted in each applicable category. Combining 
the children CPS would have investigated if they were reported with the children who actually were 
investigated accounts for over 80 % of children in every maltreatment category except educational 
neglect, where the combined total represent  s 63 % of the children. As noted earlier, many CPS agen-
cies do not investigate educational neglect per se. The educationally neglected children submitted to 
NIS commonly experienced other types of maltreatment as well. Their other maltreatment may 
explain why CPS investigated or would have investigated their circumstances. After considering the 
percentage of maltreated children who lived in jurisdictions where CPS offered an alternative response, 
only 8 % of all maltreated children remain without investigation and with no potential for some type 
of CPS agency response.

   Using the same approach when classifying maltreated children by the severity of their outcomes 
from maltreatment indicated that the combined total of children who actually received and children 
who would have received CPS investigation accounted for 99 % of those fatally injured, 85 % of those 
seriously injured and of those whose injury could be inferred from the severity of their maltreatment, 
and 82 % of those deemed to have been seriously endangered by their maltreatment. The children with 
the lowest combined percentage (76 %) were those moderately harmed by their maltreatment. 

  Summary of NIS fi ndings and trends.  The NIS offers a broad view of the scope of child maltreat-
ment. It identifi es maltreated children beyond those that receive CPS investigation by collecting inde-
pendent data on children recognized as maltreated by a variety of community professionals, most of 
whom are mandated reporters. Consistent with the NCANDS results, the NIS found that rates of physi-
cal abuse and sexual abuse decreased signifi cantly between 1993 and 2005–2006. NIS also found that 
the rate of emotional abuse decreased whereas the rate of emotional neglect increased signifi cantly. 

 The NIS shows that CPS investigates only a minority of maltreated children, both overall and in 
most specifi c categories of abuse and neglect. Additional data on the criteria CPS uses to screen cases 

  Fig. 1.3    Children with endangerment standard maltreatment in the NIS–4, by maltreatment category, CPS investiga-
tion rate, and uninvestigated classifi cations       
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in for investigation indicated that 37 % of maltreated children were not reported to CPS—they fi t the 
agency’s criteria for investigation, but were not among the children who received investigation. If these 
uninvestigated children had been reported to CPS, 80 % of all maltreated children would have received 
CPS investigation. Considering whether the uninvestigated children lived in jurisdictions where CPS 
offered alternative responses, NIS also determined that another 12 % of maltreated children could have 
received an alternative response. Thus, a combined total of 92 % of maltreated children either were 
investigated, would have been investigated if they had been reported, or might have received an alterna-
tive agency response if they were reported. The remaining 8 % of maltreated children include both 
those who would have been screened out of CPS investigations by agency screening criteria and those 
for whom it was not clear how the CPS screening criteria would apply to their cases. Thus, the NIS–4 
fi ndings imply that CPS screening activities should exclude only a small percentage of maltreated chil-
dren from receiving CPS attention. The primary reason maltreated children are not investigated is that 
community professionals who recognize their maltreatment do not report them to CPS.  

    Nonreporting by Mandated Reporters 

 It is clear that many maltreated children never receive CPS attention because no one reports them. 
Besides the NIS fi ndings, discretionary reporting is well-documented by other researchers (Conti 
 2011 ; Dixon and Dixon  2007 ; Flaherty et al.  2006 ; Zellman  1990 ). As noted in the introduction, a 
third perspective on reporting of child abuse and neglect comes from studies that have asked man-
dated reporters about the factors that generally affect their decisions to report or have asked partici-
pants whether they would report the situations described in hypothetical vignettes. The fi ndings in 
this section indicate that reporting decisions are affected by the characteristics of the reporters, their 
agencies, the maltreatment situation, and the expected consequences of reporting. 

     Who Does and Does Not Report Child Maltreatment 

 Whether professionals report suspected child maltreatment to CPS depends on many factors, both 
individual and agency-level, including their professional identity, personal history, culture and views, 
training, and the policy in their workplace. 

  Professional identity.  The NCANDS shows that professionals contribute most of the referrals that 
CPS screens in for some type of agency response, while the NIS results corroborate the importance of 
professionals in recognizing the majority of maltreated children, but also show considerable variation 
across professional groups in the numbers of maltreated children they identify and in the extent to 
which they report these children to CPS. 

 The NIS–4 included another supplemental study, the  Sentinel Defi nitions Survey  ( SDS ), that offers 
additional insight into the relationship between professional identity and reporting behaviors 
(McPherson and Sedlak  2013 ). After the main NIS–4 data collection, a sample of 2,455 professionals 
who had served as NIS sentinels participated in a survey about their general experiences reporting 
cases to CPS. Among sentinels whose employers permitted them to report directly to CPS, only 62 % 
said they personally had done so. More sentinels in law enforcement (87 %) and health agencies (77 %) 
said they had reported a case, compared to 54 % of school personnel and 50 % of other sentinels. 13  

13   In NIS, “other” sentinels were employees with direct service responsibilities at day care centers, shelters, public 
housing, social services, and mental health services. 
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 The SDS participants also reviewed a series of vignettes representing maltreatment situations that 
fi t the NIS defi nitions. On average, nearly one-fourth (23 %) of sentinels said they would  not  report 
these situations to CPS. Professional sentinel groups differed on this. More school professionals 
(33 %) said they would not report the maltreatment situations, compared to 23 % of sentinels in health 
professions, 24 % in law enforcement, and 27 % in other professions. 

  Workplace policy.  In the SDS, 14 % of all sentinels said their agencies did not allow them to report 
child maltreatment directly to CPS. Gatekeeping was most frequently reported in schools: one- fi fth of 
school sentinels (20 %) said their agencies did not allow direct reporting, compared to just 4 % of 
sentinels in health agencies and 2 % of those in law enforcement (McPherson and Sedlak  2013 ). 

 Organizational position also infl uences reporting behavior. O’Toole and Webster ( 1999 ) surveyed 
a sample of 480 public school teachers in Ohio using case vignettes and found that teachers who held 
administrative positions were less likely to say they would report the described cases than those not in 
administrative positions. These fi ndings may refl ect administrators’ closer adherence to any school 
policies restricting direct reporting or governing reporting procedures. 

 Having a procedure for reporting child maltreatment does not necessarily mean prohibiting staff from 
reporting directly; it may instead refl ect the agency’s emphasis on the importance of mandatory reporting 
responsibilities. This may explain why Greytak ( 2009 ) found that having a standard procedure for report-
ing abuse was a component of school environments that fostered reporting. Teachers in schools with 
standard reporting procedures were more than six times as likely to be exposed to information about child 
abuse or mandatory reporting, were more knowledgeable about indicators of maltreatment and reporting 
procedures, and more confi dent in their abilities to identify maltreatment and make a report. 

  Training.  It is not surprising that training on their responsibilities as mandated reporters correlates 
with professionals’ reporting behaviors. Swartz ( 1995 ), cited by Gretak ( 2009 ), found that teachers 
who had more training were more likely to report abuse, but at least 3–4 h of training were required 
for the effect to be detectable. In the NIS–4 SDS (McPherson and Sedlak  2013 ), nearly one-fourth 
(24 %) of sentinels had neither received written instructions nor attended a workshop about their 
state’s reporting requirements while working in their current agency. More sentinels who received 
training on mandated reporting at their current agency said they had reported suspected child mal-
treatment during their job tenure (67 %) compared to those who with no training (53 %). 

  Personal history, culture, and attitudes.  Reporters’ ethnicity and their views on the acceptability of 
corporal punishment can also infl uence reporting decisions, but the literature reveals complex interac-
tions and mixed results. Ibanez and colleagues ( 2006 ) surveyed an ethnically diverse sample of 378 
students at a southwestern university, assessing their acceptance of corporal punishment and level of 
ethnic identity, and asking whether they would report cases in vignettes that varied the child’s ethnic-
ity and described a parent using physical punishment. Level of ethnic identity and acceptance of 
corporal punishment predicted reporting decisions only for African Americans; those with high ethnic 
identity were less likely to indicate they would report the cases that featured an African American 
child and those accepting of corporal punishment were less likely to say they would report any cases, 
regardless of the child’s ethnicity. The authors suggested that the fi ndings refl ect differences in ethnic 
cultures of in-group protectiveness and attitudes toward corporal punishment. 

 Ashton ( 2004 ) also found that reporter ethnicity, approval of corporal punishment, and immigration 
status all affected decisions to report child maltreatment in vignettes among 262 undergraduate stu-
dents in a northeast metropolitan area. Students were more likely to say they would report maltreatment 
described in vignettes if they were White, born in the U.S., or disapproved of corporal punishment. 

 Lane and colleagues ( 2002 ) reviewed charts of 388 children at an urban children’s hospital who 
were hospitalized for skull or long bone fractures. Reviewers classifi ed injuries as accidental, abusive, 
or indeterminate. More minority children (28 %) experienced abuse compared to White children 
(12 %). Controlling for independent judgments of the likelihood of abuse and the appropriateness of 
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performing a skeletal survey to detect occult fractures, minority children ages 12 months–3 years 
were more likely to receive a skeletal survey and to be reported to CPS. 

 Nevertheless, ethnicity has not consistently emerged as infl uential in child maltreatment reporting. 
Ashton ( 2010 ) administered a vignette survey to 808 social workers in New York and found that, 
although social workers of different ethnicities differed in their approval of corporal punishment and 
perception of maltreatment, they did not differ in their decisions about reporting maltreatment. Egu 
and Weiss ( 2003 ) studied 540 ethnically diverse elementary school teachers in California and found 
that neither child nor teacher ethnicity affected judgments about whether a vignette described abuse 
or should be reported. 

 Bluestone ( 2005 ) used several standardized scales to examine the personal histories of physical 
punishment and the perceived fairness of the discipline they received during childhood among 80 nurs-
ing and education students enrolled at an urban community college in New York. Respondents who 
reported histories of more severe physical punishment and who perceived their experience with disci-
pline during childhood as fair tended to perceive more physical punishment behaviors as appropriate.  

    Why Mandated Reporters Fail to Report 

 Factors that contribute to discretionary reporting include reporters’ concerns about compromising 
their rapport with the child and family, uncertainty as to whether a particular case warrants a report, 
and concerns about the ramifi cations of fi ling a report (Conti  2011 ; Dixon and Dixon  2007 ; Flaherty 
et al.  2004 ,  2006 ; Schultz  1990 ). 

  Lack of defi nitive evidence of maltreatment.  Flaherty and colleagues ( 2006 ) conducted a mail- 
survey using a random sample of members of the American Academy of Pediatrics. The survey asked 
about their reporting of actual cases of child maltreatment as well as decisions about reporting based 
on a case vignette. A total of 851 members responded to the survey, an overall response rate of 53 %. 
Those who said they did not always report suspected child maltreatment said they based their decision 
on a lack of evidence of maltreatment and their belief that they could intervene with the family more 
effectively than CPS. Zellman ( 1990 ) found similar results in a cross-disciplinary study of 1,196 man-
dated reporters in 15 states (including medical and mental health professionals, social workers, child 
care professionals, and school administrators). Of the 40 % who said they did not always report sus-
pected child maltreatment, most (60 %) cited lack of evidence as the main reason. 

  Level of severity of child maltreatment.  The severity of the child maltreatment also infl uences deci-
sions about reporting (Egu and Weiss  2003 ; Jones et al.  2008 ; Zellman  1990 ). Ashton ( 1999 ) surveyed 
86 fi rst-year social work graduate students in New York State using a series of vignettes that described 
problematic parent behaviors. Individual respondents were more likely to say they would report situa-
tions that they regarded as serious, but a given scenario required an extremely serious rating before the 
majority of respondents said they would report it to CPS. Participants were much more likely to report 
abuse that involved physical violence with imminent harm to young children. Similarly, O’Toole and 
Webster ( 1999 ) used case vignettes with a sample of 480 Ohio-based public school teachers and found 
that type of abuse (sexual abuse) and seriousness of the behavior in the vignette were the strongest 
predictors of decisions about reporting, with between fi ve and eight times the impact of other case 
characteristics. Carleton ( 2006 ) surveyed 157 parents, day care providers, elementary and high school 
teachers, and undergraduate students in Ohio about whether they would report the emotional abuse 
described in a series of case vignettes. The perceived seriousness of the situation was most predictive 
of expected reporting behavior for both mandated and non-mandated reporters. 

  Family history and reporter familiarity with the child and family.  Some studies demonstrate that 
reporting decisions relate to the professional’s familiarity with the family and the family’s history. 
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Examining data from a national survey of mandated reporters that used vignettes, Zellman ( 1992 ) 
found that reporters are more likely to intend to report when the family has a previous history of child 
maltreatment. Jones and colleagues ( 2008 ) found similar results when examining actual reporting 
behaviors among a sample of primary care clinicians. They conducted qualitative phone interviews 
with 75 pediatric primary care clinicians about their actual reporting behavior and found that their 
familiarity with the family, feedback from consultants, and the case history all affected their decisions 
to report suspicious injuries to CPS. Clinicians who said they had reported a child’s injury to CPS also 
said they had little familiarity with the family or that they had previous child maltreatment suspicions 
about the family. Other case-specifi c factors that infl uenced CPS reporting were the inconsistencies 
between the family’s explanation as to the cause of the injury and the characteristics of the injury 
itself, the clinician’s inability to determine the cause of the injury after ruling out other medical 
diagnoses, and the family’s delay in seeking treatment for the injury. Clinicians also weighed input 
from consulting with a colleague or other specialist in their decision to report. 14  

  Experience with and perceptions of CPS.  In understanding why mandated reporters do not report, 
it is important to recognize that reporting is an interactive system, with reporters’ behavior shaped by 
their knowledge and expectations of CPS responses. Concerns about the quality of the services CPS 
provides and the expected outcomes from reporting, including the potential trauma the child might 
experience, have led some reporters to view the costs to the family as outweighing the benefi ts. Tilden 
and colleagues ( 1994 ) reported that only about one-half of the 755 social workers, psychologists, and 
physicians and less than two-fi fths of 766 dental professionals and nurses believed mandated 
reporting of child abuse to be helpful in addressing the problem of abuse. Zellman ( 1990 ) found that 
19 % of her sample of 1,196 mandated reporters identifi ed the poor quality of CPS services as a key 
reason for their failure to consistently report suspected child maltreatment, while a similar percentage 
thought that they could do a better job of helping the child. Jones and colleagues ( 2008 ) found very 
similar results. In their study, the anticipated outcomes of reporting to CPS were a main factor infl u-
encing clinicians’ decisions on reporting suspicious injuries they had treated. If reporters expected a 
negative outcome on the basis of their previous experiences with CPS, they did not report. Also, many 
who did not report felt they could monitor the situation and watch for additional injuries through 
follow-up sessions with the family. Carleton ( 2006 ) also found that belief in the effi cacy of CPS pre-
dicted whether the 94 non-mandated reporters they surveyed said they would report the maltreat-
ment described in the vignettes. 

 Studies also document professionals’ concerns about the lack of CPS feedback about the case 
status and outcome after they make a report and their dissatisfaction with CPS intervention in child 
case reports they made in the past (Flaherty et al.  2000 ,  2004 ,  2006 ; Zellman  1990 ). Corroborating 
these results, the NIS supplementary study on CPS structures and practices (SPM) found that CPS 
agencies vary in whether they inform mandated reporters of the outcome of an investigation. Nearly 
one-half of local county CPS agencies (46 %) always notify the reporter, 42 % only sometimes notify 
the reporter, and 12 % never do so (Sedlak et al.  2013 ). 

  Summary of studies of mandated reporters.  Studies of mandated reporters provide insight into a 
number of factors that infl uence decisions about reporting child maltreatment. Professional identity 
has a strong infl uence, with staff in law enforcement and health agencies more likely to report than 
school personnel or professionals in other agencies. Agency policies and training have an impact as 
well. Agencies differ in whether they allow direct reporting to CPS, with policies that bar direct reporting 
more common in schools. At the same time, professionals are more likely to report maltreatment when 
they receive adequate training on identifying symptoms of maltreatment and on their mandatory 

14   This study also demonstrated how the legal implications of failing to report can affect responses; some clinicians 
changed their original opinion that an injury was caused by abuse when explaining why they did not report the case 
to CPS. 
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reporting responsibilities. Professionals also report more when their workplace establishes clear pro-
cedures for reporting child maltreatment reporting, highlighting the importance of their responsibility. 
Interestingly, the inconsistent results related to reporters’ personal characteristics, such as their culture 
and views on corporal punishment, suggest that other factors can override or modulate the infl uence 
of personal backgrounds and dispositions on professionals’ reporting decisions. 

 The context and characteristics of the maltreatment also affect discretionary reporting. Reporters 
are more likely to decide to report cases that have a CPS history or when they regard the maltreatment 
as severe. In contrast, they are less likely to decide to report when the evidence of maltreatment is 
weak or unclear, when they are familiar with the family, and when they have concerns about the qual-
ity of services CPS will provide and the consequences of reporting. 

 These findings are illuminating, but caution in generalizing some of these conclusions is 
warranted, since most studies of mandated reporters are limited in scope, type of respondents, and 
geographical area. Professionals’ statements about their reporting intentions in relation to vignettes 
may not correspond to their reporting behaviors when they encounter real cases in their workplace. 
Study designs have been disproportionately exploratory, providing descriptive results. Universally, 
they have been one-time efforts, which are not informative about trends or changes over time.   

    Conclusions 

 Federal and state legislation around child maltreatment reporting has been in effect for the better part 
of four decades. To ensure that maltreated children come to the attention of CPS, most states’ manda-
tory reporting statutes identify categories of professionals who often come into contact with children 
and describe the types of maltreatment they must report. 

  National trends in rates of child abuse and neglect.  Two sources indicate national trends: the 
NCANDS in referrals to CPS and CPS responses, and the NIS in both the maltreated children that 
professionals recognize and the percentage of maltreated children who receive CPS investigation. 
Both sources indicate that rates of sexual abuse and physical abuse have declined since the early 
1990s. The NIS, which distinguishes emotional abuse and emotional neglect, also found that, since 
1993, the rate of emotional abuse decreased, but the rate of emotional neglect increased. 

 If only NCANDS had observed declines in CPS substantiations of sexual and physical abuse, they 
could be discounted as refl ecting changes in reporting or screening practices rather than true declines 
in prevalence. However, the fact that the NIS documents similar declines in the broader context of all 
children recognized by professionals (sentinels) argues against discounting them as reporting or 
screening artifacts. These declines are clearly not the result of CPS agencies’ increasing use of alter-
native or differential response. Since the 2010 CAPTA reauthorization, which requires states to sub-
mit NCANDS data on their alternative response cases, NCANDS rates of sexual and physical abuse 
have continued to decline. Also note that the NIS includes all children who receive CPS investigation 
and uninvestigated children that sentinels recognize as maltreated, those who were screened out of 
CPS investigation (who could have received an alternative response) and those never reported to CPS. 

 The fact that fi ndings from other studies of violence against juveniles also show declines implies 
that the actual occurrence of sexual and physical maltreatment events may have decreased (Finkelhor 
and Jones  2006 ). This is clearest for the decrease in sexual violence, for which the evidence is quite 
 consistent and widespread, pervading victim self-report surveys and reported crime statistics. 

 The trend in physical abuse is less consistent across sources. As reported above, both NIS and 
NCANDS indicate declines in this category. However, other sources, such as hospitalization data, do 
not (Finkelhor and Jones  2012 ; Leventhal and Gaither  2012 ; Wood et al.  2012 ). Further analyses of 
the NIS, reported here, examined subcategories of physical abuse and found that the decline only 
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applied for children moderately harmed or endangered by this maltreatment—the rate of children who 
were seriously or fatally injured by physical abuse did not decline. Perhaps sources that primarily 
encounter serious cases, such as hospitals, fail to see a decline in physical abuse rates. It could be that 
moderate and severe physical abuse trend differently. Trocme and Lindsey ( 1996 ) noted a number of 
studies showing that parents who severely injure or kill their children are more likely to have serious 
psychiatric problems than other physically abusive parents. If the incidence of these psychiatric prob-
lems in the parent population has remained fairly stable, one would expect rates of serious abuse to 
show little change over time, while for moderate physical abuse, more affected by other causal factors, 
rates may exhibit notable changes over time. 

 To advance our understanding of these issues, future research should look beyond trends in overall 
rates, examining different severities of abuse and their correlated problems (such as parental mental 
health problems) to determine how these relate to different trend results. Also note that trends in rates 
at the county, state, and regional levels have received scant research attention. Analyses that relate 
fi ndings to differences in policies, service availability, or agency organization and procedures could 
help guide future decisions about policy, practice, and resource allocation. 

  Mandated reporting does not work as many might expect it should.  Historically, the NIS has 
found that majorities of children in most maltreatment categories have gone uninvestigated. Although 
the NIS–4 found that the overall rate of investigation had increased signifi cantly (to 43 %, up from 
33 % in 1993), with higher percentages of emotionally abused, emotionally neglected, and sexually 
abused children receiving CPS investigation, the majority of maltreated children are still uninvesti-
gated. Additional NIS fi ndings indicate that this is largely due to the failure of mandated reporters to 
report these cases to CPS. If the NIS sentinels had reported these children to CPS, giving CPS the 
information they gave to the NIS, and if the CPS agencies applied the screening criteria that they said 
they use, then CPS would have investigated 80 % of the maltreated children NIS identifi ed (Sedlak 
et al.  2010a ). Another 12 % of the maltreated children were uninvestigated but living in CPS jurisdic-
tions where they could have been assigned to an alternative response track if they had been reported 
to CPS. Thus, if all maltreated children NIS identifi ed had been reported to CPS, only 8 % would not 
have received any CPS attention. 

 Given that the CPS system is the principal means of protecting children in the U.S., it relies on all 
mandated professionals reporting the maltreated children they see to CPS. The fi ndings here indicate 
that this system is not working as many assume it does: professionals, especially those in hospitals, 
schools, day care, and shelters, report only a minority of the maltreated children they encounter. A 
number of studies document some of the barriers to reporting, such as lack of training, policies 
restricting or barring direct reporting, doubts about the quality of the evidence they observed, and 
concerns about the consequences of reporting. 

  How much of a problem is mandated reporting noncompliance?  The mandatory reporting system 
is a work in progress. Despite the observed levels of noncompliance, fi ndings also offer reasons for 
optimism. First, the rate of investigation has increased, as shown in Table  1.2 , which implies that the 
rate of reporting has improved. Second, both NIS and NCANDS indicate that maltreatment has been 
declining in the categories of sexual abuse and physical abuse. Reduced rates of maltreatment occur-
rence indicate successful prevention—the ultimate goal of child protection. Finally, as described 
above, professionals sometimes decide not to report because they believe they can have a more posi-
tive impact on the situation in the context of their ongoing relationship with the family. It is not clear 
how many of the unreported maltreated children receive attention outside the traditional system and 
nothing is known about how their outcomes compare to the outcomes of similar children who are 
reported. 

  What can improve the current CPS system?  Assuming that the preferred solution would be for the 
child protection system to work as originally envisioned, the fi ndings reported in this chapter suggest 
several strategies that could raise rates of investigation and reporting. One avenue would improve CPS 
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screening practices, identifying and altering those protocols that lower investigation rates by screen-
ing out cases that should receive attention. NIS found that CPS agencies that use state or regional 
hotlines investigate lower percentages of the maltreated children in their jurisdictions. This indicates 
that screening protocols have important effects that are not well understood. What procedures do state 
or regional hotlines employ that can infl uence the fi nal clinical judgment about whether an investiga-
tion is warranted? Are there critical differences in their methods of inquiry, documentation, staff train-
ing and experience, or quality assurance checks that could be improved? Exactly what effi ciencies are 
gained by centralizing the screening process? What measures are needed to ensure equivalent atten-
tion for the maltreated children they screen? 

 Another avenue would explore how CPS practices can improve reporting by addressing the lack of 
trust in CPS. Do media campaigns to enhance the public’s perception of CPS have any impact on 
improving reporting behaviors? Several organizations, including Annie E. Casey Foundation (Bonk 
et al.  2001 ), the University of North Carolina at Chapel Hill School of Social Work (Jaudon and 
McMahon  2005 ), and American Public Human Services Association (APHSA) (APHSA  2010 ), have 
developed strategic communication resources for child welfare agencies to aid them in proactively 
shaping the public view of the agency. Better understanding of how to maximize the effectiveness of 
these communication strategies would help to guide CPS agencies’ efforts to improve their relation-
ships with their service communities. 

  How does policy affect compliance with mandatory reporting?  The fi eld should also continue to 
examine ways to improve child maltreatment reporting. One area that warrants particular attention is 
the impact of policy on nonreporting. 

 States’ statutes are mute on required training for professionals who are mandated reporters, despite 
the evidence that this makes a difference, nor do the laws address workplace policies that may prohibit 
individual employees from reporting. How much could legislation that focused on these issues affect 
compliance with mandatory reporting requirements? 

 Additionally, the prevalence of nonreporting may in part derive from the fact that failure to report 
has no consequences for the mandated reporter in most states. According to 2011 information on 
states’ mandated reporting statutes (Price  2012 , updated from Child Welfare Information Gateway 
 2009b ), the laws of 33 states do not specify any penalty for failure to report, while only 15 states’ 
statutes indicate a fi ne, prison time, or both. The laws in just fi ve states described conditions that 
would make nonreporting a felony; most of the remaining states considered nonreporting a misde-
meanor or named it as an offense but did not classify it. Three states had no statute that explicitly 
mentioned nonreporting as an offense. 

 In the wake of recent, highly publicized cases of failures to report abuse (e.g., the Jerry Sandusky 
sex abuse scandal in Pennsylvania), state and federal attention has focused on legislative changes to 
increase penalties for nonreporting and/or expand the range of mandated reporters (Wolfe  2012 ). A 
number of states have recently considered or passed revisions to their laws on penalties for nonreport-
ing, including Florida, Virginia, Kansas, and Maryland (Francilus  2012 ; Jackson  2012 ; Associated 
Press  2012 ; Sears  2012 ). However, even in states that specify penalties, prosecutions for nonreporting 
are rare. To inform future policy and legislation, it would help to know whether and how penalties for 
not reporting affect reporting behaviors. 

  What interventions with mandatory reporters can help?  Research that documents systemic inter-
ventions to improve mandated reporting and evaluates their effectiveness is conspicuously lacking. 
The fi eld could benefi t by identifying effi cient ways to enhance training and on identifying the most 
effective training approaches. Researchers could explore the type (pre-service or continuing educa-
tion), content, approach, and amount of training that improves reporting among different types of 
professionals. For example, how effective is training on indicators of maltreatment or on the respon-
sibilities of mandated reporters? Does training that incorporates information about CPS protocols, 
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including the criteria for case substantiation, the reasons behind protective custody decisions, and the 
alternative services available (i.e. differential response) improve reporting? Does training that is led 
by CPS staff improve reporting? Is there something about the training that reporters with high inves-
tigation rates (e.g., law enforcement) receive that could benefi t reporters that have lower investigation 
rates (e.g., school personnel)? 

 In order to substantially infl uence rates of reporting, the fi ndings described in this chapter point to 
schools as the most promising place to begin. Because school professionals identify such large num-
bers of maltreated children, their low rate of reporting has a disproportionate impact on the overall low 
rate of CPS investigation (or other response). Future research should examine ways to address the 
specifi c barriers that reduce reporting by schools. How much of an infl uence do gatekeeping policies 
have on whether school personnel report cases and can these policies be modifi ed? How can CPS 
involvement respect and support the school reporter’s ongoing relationship with the child and family? 
Can CPS forge ongoing partnerships with schools to enhance school involvement in protecting chil-
dren? A number of agencies have implemented variety of school-based prevention and family support 
programs, some of which include direct individual services (Crosson-Tower  2003 ; U.S. Department 
of Health and Human Services, Administration for Children and Families, Children’s Bureau  2003b ). 
Future efforts could benefi t from a comprehensive inventory of the different school-based programs 
that are currently operating and a detailed assessment of their impact. 

 The foregoing synopsis of ways to improve rates of mandatory reporting begs the question of 
whether the current CPS is equipped to handle the infl ux of additional reports. The scenario in 1999 
in Minnesota, when state legislators amended the defi nition of child neglect to include a child’s expo-
sure to domestic violence, is a cautionary tale of the disruption that can ensue when changes elicit an 
unexpected volume of new referrals (Edelson et al.  2006 ). Initially considered a simple change, it 
resulted in what Edelson and colleagues termed “great turmoil” throughout the state’s county CPS 
agencies. The only additional funding appropriated was for newly instituted alternative response 
efforts in pilot counties, but with the new mandate, maltreatment referrals began to rise rapidly, with 
dramatic increases in caseloads—potentially more than 50 % statewide. With signifi cantly more iden-
tifi cation and screening, the strained system could provide fewer services to children. In response to 
pressure from an unlikely coalition of county social services administrators and the battered women’s 
advocacy community, the state legislature essentially repealed the changed defi nition in 2000, and the 
system stabilized. However, thousands of children who were found under the expanded reporting 
guidelines to be in need of services are now no longer visible to the system. If improved compliance 
with mandatory reporting brings additional children to the attention of CPS, the system must be ready 
to serve them. Even simple changes can have dramatic, unintended negative consequences, and added 
resources must keep pace with expanded demand for them. 

  Can changes in the system better serve the children and families who need intervention?  In his 
commentary, “Mandated reporting: A policy without reason,” Melton ( 2005 ) offered a poignant sce-
nario to illustrate the inherent problems with the current system: A neighbor observes that the children 
next door are poorly dressed and fed and are often left unsupervised. Realizing that their mother has 
multiple problems (fi nancial and job insecurity, lack of child care resources or family support, chronic 
health problems, and depression), the neighbor calls CPS to get help for the family. She expects that 
her call will quickly trigger some basic services. However, the call is considered an allegation of 
wrongdoing and the agency investigates to determine if neglect occurred. If service is offered, it is 
likely to be a required parent education class—which will not address the family’s immediate prob-
lems. The neighbor is not involved further, assuming she has fulfi lled her legal and moral obligations. 
Moreover, when her call brings no relief, she may be less likely to turn to CPS in the future. The fi nd-
ings presented earlier in this chapter indicate the alternative scenario, in which even many profession-
als fail to report cases of maltreatment for various reasons, including not wanting to jeopardize their 
relationship with the family and not believing that CPS intervention will benefi t the child or family. 
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 An alternative or differential response system is an attempt to address the service needs of families 
referred to CPS who may benefi t from interventions to enhance child safety and avoid the need for 
CPS involvement in the future. These innovations, which send lower risk families into an “assess-
ment” rather than an “investigation” track, avoid applying punitive, blame-assignment procedures to 
these families and instead link them to services to prevent future maltreatment. As reported earlier, the 
NIS found that CPS agencies that can offer a differential, or alternative response track also investigate 
lower percentages of maltreated children in their jurisdictions, implying that these agencies divert 
some cases that might otherwise have received investigation to their alternative response track. Over 
the past decade, increasing numbers of states and local agencies have adopted or expressed interest in 
adopting a differential response option, despite the lack of standard criteria for screening cases in, 
variability in protocols for serving the families, and the fact that the jury is still out on evidence for a 
benefi cial impact on children’s safety and on the relative costs of the alternative response compared 
to traditional investigation. 

 Despite the popularity of alternative response, little is known about compliance with mandatory 
reporting laws in jurisdictions that provide an alternative response track. Initial reports on differential 
response efforts offer some preliminary indications that the effect on mandatory reporters is not 
entirely positive. In Colorado, Winokur and colleagues ( 2012 ) noted that, although most caseworkers 
felt the community responses were positive, some perceived the agency’s move to a differential 
response option had strained the relationship between CPS and schools, law enforcement, and 
therapists. Also, in Colorado, school staff complained about the increased time it took to answer the 
agency’s questions in their new screening practice, and in Colorado and Ohio county prosecutors, 
law enforcement offi cials, and guardians ad litem have had concerns about the safety of the children 
(Brown et al.  2012 ). In sum, although these programs are well-regarded by families and caseworkers, 
they may frustrate mandated reporters who have come to expect that their referrals will trigger 
investigation and more assertive intervention. At the same time, since the assessment option is entirely 
at the CPS agency’s discretion, and since potential reporters may still regard CPS as primarily an 
investigative agency, they may not consider referring cases to CPS in order to obtain services for 
the families. 

 To date, most research attention has focused on alternative or differential systems that are admin-
istered within the CPS agency, with the agency deciding to assign the case to an assessment or inves-
tigation track during the screening process. In fact, the availability of multiple tracks for screened-in 
referrals was a core element of the differential response systems that American Humane and the Child 
Welfare League of America included in their national study (Kaplan and Merkel-Holguin  2008 ). 
However, other models, with response options not constrained within the CPS agency, also exist. For 
example, the California differential response model offers three pathways, the fi rst of which applies 
to screened-out cases, which are formally referred to voluntary community service agencies 
(Bagdasaryan et al.  2008 ). Minnesota’s Parent Support Outreach program began as service provision 
to screened-out cases but expanded to include self-referred families and families referred by commu-
nity professionals or by the Temporary Assistance to Needy Families (TANF) program. Participating 
counties provided services either through community-based social service providers or, in counties 
with insuffi cient community providers, through the county child welfare agency (Thompson et al. 
 2008 ). 

 Little is known about how other approaches for dealing with families in need of services may affect 
mandated reporters. Are mandated reporters more likely to submit their concerns about the welfare of 
a child if they can refer the family for assessment and services without having to make an allegation 
of wrongdoing? Delaronde and colleagues ( 2000 ) asked professionals for their opinions of the exist-
ing reporting mandate and an alternative policy, whereby the reporter could report a suspected case to 
CPS or consult an independent Critical Intervention Specialist. Their alternative policy required that 
the reporter contact CPS about sexual abuse, serious physical abuse, and maltreatment that posed 
imminent danger for a child, but allowed the reporter to consult a Critical Intervention Specialist for 
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other cases to determine how to deal with the case (including deciding whether to report it to CPS). 
Professionals who had not complied with the mandatory reporting law in the past were more likely to 
favor this alternative policy than were professionals who had been consistent reporters. Perhaps pro-
fessionals who do not currently comply with mandatory reporting would improve if they could submit 
their concerns about a child who is not in imminent danger to an independent gateway to services. 
Of course, as they learn more about a family, the workers in this service gateway would report the case 
to CPS for an investigation if necessary, and as noted above, suffi cient community services would 
have to be available to meet the increased demand for them. Future reform initiatives could consider 
approaches that allow the reporters to submit referrals through a gateway to social services that does 
not necessarily engage the traditional (investigatory) CPS agency functions. Future evaluations of 
reforms should attempt to assess their impact on mandatory reporting.     
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        Neglect is the most common and most frequently fatal form of child maltreatment, yet it continues to 
garner less attention than abuse in terms of research, fi nancial allocation, policy initiatives, and public 
awareness. Child neglect poses unique challenges to researchers and policymakers, due in part to the 
inherent diffi culties in reaching consensus on how best to defi ne, understand, and respond to a hetero-
geneous, multiply-determined phenomenon that typically occurs not as a result of what adults do, but 
what they fail to do. Even more so than physical, sexual, and emotional abuse, child neglect dispro-
portionately affects the poorest families and occurs on a continuum with no clear cut points. It tends 
to be chronic rather than episodic, frequently does not result in immediate harm to the child, and 
mostly lacks evidence of malicious intent. Three decades have passed since researchers fi rst raised 
the alarm regarding the “neglect of neglect” (Wolock and Horowitz  1984 ), which referred to the lack 
of attention paid to neglect relative to abuse, despite evidence that it is far more common and just as 
harmful. In the intervening years, the importance of child neglect has been acknowledged both by 
researchers, who have produced a small but growing body of evidence on causes, consequences, and 
interventions (Kotch et al.  2008 ; Mills et al.  2011 ; Dubowitz et al.  2002 ; Chaffi n et al.  2012 ; Slack 
et al.  2011 ), and by advocates and policy makers, who have made important advances in how we 
conceptualize and respond to this problem (Kaplan et al.  2009 ). There is no question that research, 
policy, and advocacy focusing specifi cally on child neglect have led to advances in recent years. 
However, it is still disproportionately understudied relative to physical and sexual abuse, given its 
high prevalence and deleterious impact on the child (Dubowitz  1994 ; Chaffi n  2006 ). Furthermore, 
key areas of disagreement continue to hamper our knowledge and practice regarding child neglect. 

    Chapter 2   
 Child Neglect: Challenges and Controversies 
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    Defi ning Child Neglect 

    Challenges to Defi nitional Consensus 

 A fi rst and necessary step for synthesizing research fi ndings across studies and developing 
evidence- based policies is to reach consensus on what constitutes child neglect. This continues to 
pose a challenge for several reasons. Neglect is unique in that, unlike other forms of maltreatment, 
defi ning it does not typically involve an abusive act, but rather omissions in parental care. As with 
abuse, child neglect involves identifying a threshold that distinguishes neglectful parenting from 
non-neglectful parenting. Even physical abuse, which by comparison to neglect may seem straight-
forward to identify, has posed defi nitional challenges. When does corporal punishment cross the 
line into physical abuse? Does it depend on how old the child is? Whether an implement is used? 
How frequently it is applied? 

 In the case of neglect, defi ning the threshold at which less-than-optimal parenting crosses the line 
into child neglect has proven particularly elusive. Certain types of extreme situations, such a severely 
ill child who is not brought to medical attention or a toddler left unsupervised for hours, are more easily 
identifi ed as neglect. Other omissions, such as not providing clean clothing, adequate food, or access to 
education, may only be recognized as neglect if an ongoing pattern is observed. Some forms of chronic 
under-stimulation, such as leaving young children in front of a television for hours each day, or provid-
ing them with few opportunities for interacting with responsive adults, may exert pernicious effects on 
the developing child without crossing the legal threshold into neglect (Center on the Developing Child 
at Harvard University  2012 ). Even in extreme incidents resulting in child fatalities, consensus can be 
diffi cult to reach regarding whether or not the parent or caregiver’s behavior constituted neglect 
(Schnitzer et al.  2011 ). And because defi nitions of neglect typically include not only actual harm to the 
child, but also potential harm, it can be diffi cult to quantify how risky a situation must be before we 
consider it neglectful. Finally, different types of professionals may need to defi ne neglect differently as 
a result of their differing mandates and roles. For example, a pediatrician focused on optimizing 
children’s health may have a relatively low threshold for viewing a situation as neglect, whereas a child 
protective services (CPS) worker, guided by state law, usually has a higher threshold. A prosecutor is 
likely to have the highest threshold, pursuing only the most egregious cases of neglect. 

 Ideally, a defi nition of neglect would be based on empirical data demonstrating the actual or prob-
able harm associated with particular circumstances. In practice, judgments regarding neglect tend to 
depend on multiple factors, including the immediate circumstances; characteristics of the parent, fam-
ily, and home; the history of parental behavior; the age, abilities, and behavior of the individual child; 
and societal norms (Schnitzer et al.  2011 ; DePanfi lis  2006 ). Nearly two decades after the National 
Academy of Sciences called for more stringent defi nitions of neglect (National Research Council 
 1993 ), no standard exists for operationalizing and measuring neglect during infancy, childhood and 
adolescence (Straus and Kantor  2005 ; Dubowitz et al.  1998 ,  2005 ; Coohey  2003 ; Burke et al.  1998 ; 
Sternberg and Lamb  1991 ; Zuravin  1999 ).  

    Parent-Focused (Omissions) Versus Child-Focused (Meeting Needs) 

 One fundamental tension that continues to thwart a consensus regarding what constitutes child 
neglect is whether defi nitions should focus on the behavioral omissions of parents or on the 
unmet needs of children. A focus on unmet needs suggests that neglect should be viewed as 
occurring when a child’s basic needs are not adequately met, resulting in actual or potential harm 
(Dubowitz et al.  1993 ,  2005b ). This child-focused perspective is in contrast to prevailing CPS 
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defi nitions of neglect, based on parental omissions in care. Laws and policies at the State and 
Federal level typically defi ne neglect in terms of parental failures to provide adequate care which 
result in actual harm or risk of harm to the child. At the federal level, the Child Abuse Prevention 
and Treatment Act (CAPTA) Reauthorization Act of 2010 offers states a minimal defi nition of 
abuse and neglect as a “recent act or failure to act on the part of a parent or caretaker, which 
results in death, serious physical or emotional harm, sexual abuse or exploitation, or an act or 
failure to act which presents an imminent risk of serious harm.” At the state level, neglect is frequently 
defi ned as the failure or inability of a parent or other person responsible for the child to provide 
needed food, clothing, shelter, medical care, supervision, or education, causing actual or potential 
harm to the child’s health, safety, and well-being (Ansell et al.  2012 ). 

 There are several advantages to the child-focused approach. It fi ts with a primary goal of helping 
ensure children’s safety, health, and development. It is also less blaming and more constructive, 
a key issue as practitioners try to work with families (Dubowitz  2009 ). Child-focused defi nitions 
can draw attention to other potential contributors to the neglect that are frequently present, in addition 
to parents. This approach, in turn, encourages a broader policy response to the problems under-
pinning neglect. 

 Parents are primarily responsible for meeting their children’s needs. However, ecological frame-
works (Bronfenbrenner  1977 ,  1979 ; Belsky  1993 ) for understanding child neglect recognize that 
there are usually multiple and interacting contributors to how children’s material, medical, emotional 
and educational needs are met. Some contributing factors are largely beyond parental control, such 
as fl aws or failures in our economic, social, healthcare and educational systems. For example, chil-
dren who experience food insecurity, a lack of health insurance, or homelessness can be construed 
as experiencing forms of societal failure, or neglect. There are ample data demonstrating that pov-
erty jeopardizes children’s health, development, and safety (Lempinen  2012 ; Yoshikawa et al.  2012 ; 
Leventhal and Brooks-Gunn  2011 ; Evans  2004 ; McLoyd  1998 ). Poverty can thus be construed as a 
form of societal neglect, particularly in a country with enormous resources. In a recent study com-
paring 20 Western countries based upon fi nancial inputs and child mortality, UNICEF concluded that 
“the USA health care system appears the least effi cient and effective in meeting the needs of its 
children” (Pritchard and Williams  2011 ). Some of the largest public health crises affecting youth are 
largely acknowledged as societal problems with structural causes. Infant mortality, childhood obe-
sity, juvenile diabetes, asthma, poor dental health, lead poisoning, and preventable injuries have all 
been linked to extrafamilial environment, public policy, or system-level factors. The child protection 
system, however, focuses narrowly on parental or caregiver omissions in care (i.e., fault or account-
ability), although 12 state laws explicitly exclude circumstances attributable to poverty in their 
neglect defi nitions (Ansell et al.  2012 ). 

 A child-focused approach also has the potential for increasing consensus regarding what consti-
tutes neglect. Over time and across societies, views have evolved of what are considered “basic” needs 
of children. The United Nations Convention on the Rights of the Child attests to a remarkable degree 
of agreement, as does research in the US comparing views of whites and African Americans, low and 
middle income groups (Dubowitz et al.  1998 ). “Basic” refers to a critical need that if not met would 
likely result in signifi cant harm (e.g., inadequate food). Empirical evidence supports several needs as 
basic, including having adequate food, health care, shelter, education, supervision/protection, and 
emotional support and nurturance (Dubowitz et al.  2005 ; Prince and Howard  2002 ; Newman et al. 
 2010 ). Other concerns may emerge from a broad societal consensus, such as inadequate hygiene or 
sanitation, and inadequate clothing, which are typically considered neglect when persistent. 

 We advocate defi ning child neglect as any situation in which a child’s basic needs are not 
adequately met, resulting in actual or potential harm (Dubowitz et al.  1993 ,  2005 ). This broad 
defi nition of neglect necessarily includes neglect resulting from conditions associated with pov-
erty, rather than parental omissions. When unmet needs are determined to be largely a result of 
parental omissions, CPS involvement is appropriate. Alternative strategies, other than CPS, may 
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be more appropriate for some types of unmet needs (e.g., food insecurity, homelessness). There 
is a challenge in the many situations of neglect with multiple and interacting contributors. The 
burdens of poverty are, for example, linked to parental mental health and substance abuse problems, 
impeding the care children receive.  

    Actual Versus Potential Harm 

 In theory, the importance of recognizing and responding to potential harm is widely accepted. Most 
state defi nitions of neglect now include circumstances of potential harm, in addition to actual harm. 
However, many of those laws further specify that the harm must be imminent. And in practice, the issue 
of potential harm is largely ignored, with families typically receiving attention only after harm has 
occurred. The issue of whether neglect defi nitions should require actual, potential, or imminent harm 
is of special concern because the impact of neglectful circumstances may only be apparent years later. 
While serious immediate harm can and frequently does result from child neglect, longer-term effects 
associated with the cumulative effects of chronic neglect are much more prevalent, if less visible 
(Nelson et al.  1993 ; Wilson and Homer  2005 ). Requiring that harm must be imminent is not consistent 
with the evidence regarding the consequences of child neglect, and creates an unnecessary barrier to 
intervention in situations where the harm, though serious and long-lasting, may be gradual and cumu-
lative. From a research perspective, measuring the occurrence of neglect separately from harm to the 
child is critical in order to study the short- and long-term effects of child neglect (Straus and Kantor  2005 ). 

 In some instances, epidemiological data permit reasonable predictions of both the likelihood and 
severity of harm. For example, we can estimate the increased risk of a serious head injury from a fall 
off a bicycle when not wearing a helmet compared to being protected (Wesson et al.  2008 ). In contrast, 
predicting the likelihood of harm when an 8-year old is left home alone for a few hours is diffi cult. Such 
circumstances often only come to light when actual harm ensues. However, in many more instances, 
neglect occurs via the accumulation over time of multiple episodes that do not per se appear to qualify 
as neglect. Many parental lapses, such as not providing needed medication, lack of supervision, or 
inadequate hygiene, do not constitute child neglect when they occur once or sporadically. But as these 
sub-threshold episodes accumulate, they can result in a child’s needs being chronically unmet. This 
non-episodic, chronic, and cumulative neglect is increasingly recognized by child welfare agencies, 
with more than 30 states adopting alternative response systems (DePanfi lis  2006 ; Child Welfare 
Information Gateway  2012 ). However, substantial systemic and organizational barriers remain to be 
addressed before widespread changes in traditional CPS responses can occur (Steib and Blome  2009 ).  

    Heterogeneity of Neglect 

 Clearly, the different types of unmet needs children may experience represent a wide range of cir-
cumstances. In general, researchers, policymakers, and professionals describe several broad types 
of neglect (Sedlak et al.  2010 ).  Physical neglect  refers to the failure to meet a child’s basic physical 
needs, such as food, clothing, shelter, personal hygiene, or medical care. Physical neglect also 
includes abandonment, refusal of custody, illegal transfer of custody, and unstable custody arrange-
ments.  Medical neglect  occurs when a health care need is not met, due to either denial or delay of 
care.  Inadequate supervision  refers to not meeting a child’s age-appropriate need for supervision 
and  protection, either by a lack of supervision, supervision by inappropriate or unsafe caregivers, 
or exposure to hazards inside or outside of the home (e.g., weapons, drugs, poisons).  Emotional 
neglect  refers to not meeting the child’s developmental or emotional needs, including inadequate 
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nurturance or affection, chronic or domestic violence in the child’s presence, ignoring the child’s 
need for stimulation, isolating the child from others, involving the child in illegal activities, know-
ingly permitting drug or alcohol abuse or other maladaptive behavior, failure or refusal to seek 
needed treatment for a behavioral problem, inadequate structure, inappropriate expectations, or 
exposure to maladaptive behaviors and environments (e.g., drug traffi cking).  Educational neglect  
can refer to not enrolling a school-age child in school or providing appropriate homeschooling, 
refusing efforts to address a diagnosed special education need, knowingly permitting chronic 
truancy, or a pattern of keeping the child home without legitimate reason. 

 In addition to different types of neglect, it is useful to characterize other dimensions of the neglect – 
the severity, number of incidents (frequency), developmental timing, duration (or chronicity), and 
co-occurrence with abuse and other adversities.  Severity  is viewed in terms of the likelihood and seri-
ousness of harm. A severe form of neglect is one where a child’s inadequate care results in serious 
harm, actual or potential. And, the greater the likelihood of such harm, the more severe is the neglect. 
 Frequency , or number of incidents, can be helpful in documenting an ongoing pattern. This dimension 
can be diffi cult to assess; the number of CPS reports offers a very crude proxy.  Developmental timing  
is important to consider because the age and developmental stage of the child are closely linked to 
what a child’s basic needs are, as well as the potential consequences of the neglect.  Chronicity , a pat-
tern of needs not being met over time, is a particularly salient dimension in the case of neglect. Some 
experiences of neglect are usually only worrisome when they occur repeatedly (e.g., poor hygiene or 
sanitation). Thus, assessing signs of chronicity is important when determining whether a particular 
experience constitutes neglect (Kaplan et al.  2009 ). Duration of CPS involvement, or the time between 
the fi rst and most recent reports, may serve as a proxy for chronicity.  

    Importance of Chronicity 

 Although there are no longitudinal studies tracking temporal patterns of neglect from childhood to 
adolescence, there is evidence of the chronic nature of neglect compared to other types of maltreat-
ment. In comparison to children who experience physical or sexual abuse, children who are neglected 
are more likely to experience re-reporting or recurrence (Fluke et al.  2005 ; DePanfi lis and Zuravin 
 1998 ,  1999 ). Children who are re-reported to CPS are typically re-reported for multiple types of mal-
treatment, both within and across time (Jonson-Reid et al.  2003 ,  2010 ; Proctor et al.  2012 ). Regardless 
of the type of maltreatment reported initially (i.e., physical abuse, sexual abuse or neglect), re-reports 
are most likely to be for neglect (Jonson-Reid et al.  2003 ). These fi ndings regarding the chronicity of 
neglect are consistent with evidence that parenting practices and family interaction dimensions in 
general are relatively stable over time (Forehand and Jones  2002 ; Loeber et al.  2000 ; Pettit et al. 
 2001 ). At the same time, there is also evidence of contextually-based variability and change over time 
in parenting (Holden and Miller  1999 ). Increased knowledge about temporal patterns of neglect and 
the correlates of stability and change is important, given the links between temporal patterns of 
maltreatment and youth outcomes (English et al.  2005 ; Thornberry et al.  2001 ; Ireland et al.  2002 ) 
(Smith et al.  2005 ; Kaplow and Widom  2007 ; Thornberry et al.  2010 ). There is strong evidence that 
the multiple victimizations and adversities refl ected by re-reports exert a cumulative infl uence on 
children’s short- and long-term health and behavior (Turner et al.  2010 ; Chapman et al.  2007 ; Dube 
et al.  2003a ; Whitfi eld et al.  2003 ; English et al.  2005 ), especially if they persist across developmental 
periods (English et al.  2005 ; Jaffee and Maikovich-Fong  2011 ). Repeated reports also place a tre-
mendous burden on CPS resources. It has been estimated that cases with multiple referrals cost CPS 
seven times that of other cases (Loman  2006 ). For these reasons, learning how to best serve families 
who are at high risk for recidivism is critical for promoting child safety, permanency, and well- being 
and has important implications for effective, sustainable practice and policy.  
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    Developmentally Appropriate Defi nitions 

 Children’s needs change dramatically over the course of development. Although there is broad 
 consensus that defi nitions of neglect should be developmentally sensitive (National Research 
Council  1993 ; Straus and Kantor  2005 ; Black and Dubowitz  1999 ; Slack et al.  2003 ), research and 
practice to date have focused almost exclusively on infants and young children. In contrast, very little 
work has been done on the neglect of adolescents’ basic needs (Clark et al.  2004 ; Williamson et al. 
 1991 ; Rees et al.  2011 ). A focus on unmet needs can be useful for informing developmentally sensi-
tive defi nitions of neglect during middle childhood and adolescence. During adolescence, youth 
clearly depend less on their parents for immediate physical supervision, protection, and fulfi llment of 
physical needs. Nonetheless, there are compelling reasons to identify and respond to neglect in ado-
lescence. Adolescence is second only to infancy in terms of physical, cognitive, behavioral, and social 
changes (Feldman and Elliott  1990 ; Eccles  1999 ). The many transitions of adolescence offer both 
opportunity and risk (Graber and Brooks-Gunn  1996 ). Positive developmental pathways may be 
disrupted, and earlier negative patterns may be reversed. As adolescents negotiate these transitions, 
they continue to depend on their parents in a number of important ways. Adolescents demonstrate 
greater risk taking and susceptibility to peer infl uence (Gardner and Steinberg  2005 ), and poorer 
judgment (Cauffman and Steinberg  2000 ) than adults. As a result, current biopsychosocial 
perspectives consider the entire adolescent period to be a uniquely vulnerable period. Child needs 
shift from direct supervision and assistance with immediate physical needs to a combination of 
monitoring and  emotional support. Parents play a critical role in protecting adolescents from risks 
and promoting their successful negotiation of developmental tasks and adjustment to new transitions 
(Fergus and Zimmerman  2005 ; Masten et al.  1999 ).  

    Cultural Context 

 Another issue is the cultural context in which neglect is defi ned. For example, in many cultures, young 
children help care for their younger siblings. This is both a necessity and considered important in 
learning to be responsible. Yet, others may view the practice as unreasonably burdensome for the 
child caregiver and too risky an arrangement. There is no easy resolution to such a debate. Clearly, the 
risks and supports in the United States might be very different from those in the country of origin. 
There is a need to recognize the importance of the cultural context and how it infl uences child rearing 
practices and the meaning and consequences of experiences for children. It is, however, also impor-
tant to recognize that just because a certain practice is normative within a culture, does not necessarily 
mean that it does not harm children (Korbin and Spilsbury  1999 ).   

    Incidence/Prevalence 

 Attempts to estimate the true incidence of child neglect are sharply limited by defi nitional issues and 
by the fact that its effects can be less immediately visible than those of physical or sexual abuse. 
Despite these limitations, federal and other statistics provide evidence that neglect is far more com-
mon than other types of maltreatment, tends to co-occur with other types of maltreatment, and – in 
contrast with observed trends for abuse – does not appear to be declining. 

 The annual  Child Maltreatment  report provides incidence statistics based on CPS data collected 
through the Children’s Bureau’s National Child Abuse and Neglect Data System (NCANDS). In 
2010, as in prior years, neglect was the type of maltreatment most frequently substantiated by CPS 
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(Kumsta et al.  2010 ). Four-fi fths (78.3 %) of substantiated CPS reports were for neglect and an 
 additional 2.4 % were for medical neglect, compared to 17.6 % for physical abuse, 9.2 % for sexual 
abuse, and 8.1 % for psychological maltreatment, (another 10.3 % of substantiations were for “other” 
types of maltreatment that may be conceptually linked to neglect, including abandonment and 
 newborn drug exposure). This translates to a rate of 80 per 1,000 children identifi ed as neglected. 
Additionally, 68.1 % of reported maltreatment fatalities involved neglect either alone or in combina-
tion with another maltreatment type. Most of these were due to lapses in supervision contributing to 
deaths by drowning or in fi res. While rates for substantiated physical and sexual abuse declined by 
55 % and 65 % respectively between 1992 and 2009 (Jones and Finkelhor  2009 ), rates for substanti-
ated CPS reports of neglect have remained fairly stable since the early 1990s (Kumsta et al.  2010 ). 

 Because child maltreatment is often not observed, detected, or reported to CPS, the National 
Incidence Studies of Child Abuse and Neglect (NIS) offer a preferable estimate of maltreatment inci-
dence. The NIS includes children identifi ed as maltreated by professionals trained to act as sentinels 
in a representative sample of US counties. The NIS-4 gathered data for 2005–2006. Including children 
who were either harmed or endangered, neglect was identifi ed in 30.6 per 1,000 children, compared 
to 6.5 for physical abuse, 4.1 for emotional abuse, and 2.4 for sexual abuse. Incidence rates for spe-
cifi c types of neglect were 16.2 per 1,000 for physical neglect, 15.9 for emotional neglect, and 4.9 for 
educational neglect (Sedlak et al.  2010 ). One important limitation of the NIS is that it does not include 
laypersons as sentinels, even though they are typically the source of almost half of all CPS reports. 
Thus, it provides a gross underestimate of actual neglect. 

 The fi rst and second National Surveys of Child and Adolescent Well-Being (NSCAW I and II) 
(Administration on Children, & Youth and Families  2010 ; Casanueva et al.  2011 ) also provide nation-
ally representative data on rates of neglect among children and families in the child welfare system. 
NSCAW I (Administration on Children, & Youth and Families  2010 ) studied more than 5,000 children 
(ages 0-14) who entered the child welfare system between October 1999 and December 2000. Focusing 
on the most serious of the forms of maltreatment children experienced, neglect was the primary cause 
for placement for 60 % of the children. Of these children, equal percentages had experienced “failure 
to provide” and “failure to supervise.” Ten percent of the children experienced physical abuse, and 8 % 
suffered sexual abuse. Among the four most common types of maltreatment (physical abuse, sexual 
abuse, failure to provide, and failure to supervise), 41 % of children experienced more than one of type 
of maltreatment. For example, nearly two-thirds of those experiencing sexual abuse were not ade-
quately supervised. NSCAW II (Casanueva et al.  2011 ) used a similar sampling strategy to NSCAW I, 
and includes 5,873 children (ages 0-17.5 years) who entered the child welfare system between February 
2008 and April 2009. Overall, neglect was the most prevalent (51.8 %) and often considered by case-
workers the most serious type of maltreatment for an individual child (32.5 %). 

 In addition to federal incidence studies, the Adverse Childhood Experiences (ACE) and National 
Comorbidity Survey Replication (NCS-R) also collected retrospective prevalence data with adults as 
part of the larger effort to study the health impact of childhood adversities. Differences in measure-
ment and sampling, as well as the limitations of retrospective data, complicate the interpretation of 
differing prevalence rates. The ACE Study, conducted by the Centers for Disease Control and 
Prevention and Kaiser Permanente in San Diego, found that among more than 17,000 adult patients 
assessed in face-to-face interviews between 1995 and 1997, 14.8 % reported experiencing emotional 
neglect and 9.9 % reported experiencing physical neglect prior to age 18 (Dong et al.  2004 ). Rates of 
co-occurrence among the multiple adversities assessed was high (Dong et al.  2004 ). The NCS-R 
found that among a nationally representative sample of more than 9,000 adults assessed in face-to- face 
interviews during 2001–2003, 5.6 % reported neglect (Green et al.  2010 ). 

 Additionally, data exist from a variety of other sources on what may be termed societal neglect – 
circumstances where children’s material, medical, or educational needs are not adequately met 
largely because of gaps in services and inadequate policies and programs. In the United States, more 
than 16 million children, or one in fi ve, live in poverty (Dobrova-Krol et al.  2010 ) or in a household 
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experiencing food insecurity, meaning that access to adequate food is limited by a lack of money and 
other resources (Roth and Sweatt  2011 ). Over seven million children lack health insurance (Cohen 
and Martinez  2012 ). Some 1.6 million children annually experience homelessness (Roth et al.  2006 ). 
Two-thirds of U.S. eighth graders score below the profi cient level on the National Assessment of 
Educational Progress (NAEP) in reading (66 %) or mathematics (65 %) (Ethier and Milot  2009 ; 
Martínez  2008 ). Approximately 24,000 youth workers are injured on the job annually (Bureau of 
Labor Statistics et al.  2011 ), and in 2011, 82 youth workers age 19 and under suffered a fatal work- 
related injury (Bureau of Labor Statistics and U.S. Department of Labor  2011 ).  

    Risk Factors 

 There is no single cause of child neglect. On the contrary, a child whose basic needs are not being met 
typically represents a complex breakdown involving multiple levels of the child’s environment. 
Contributing factors include societal, community, and familial contexts, as well as individual (parent 
and child) factors. For example, although maternal factors such as depression and substance use are 
often associated with child neglect, they do not necessarily lead to neglect. The likelihood of neglect 
increases when such individual problems occur within the context of societal and community risks 
such as poverty, a lack of neighborhood resources, and social isolation. Understanding the failure to 
meet a child’s basic needs is not diffi cult when we consider, for example, the situation of a low- 
income single mother living in a dangerous neighborhood with two young children – one with ADHD, 
the other with severe asthma – who is being evicted and has little social or material support. 

 Ecological-developmental theories (Bronfenbrenner  1977 ,  1979 ; Belsky  1993 ), which emphasize 
the dynamic nature of relations among individuals, the immediate settings in which they live, and the 
larger context in which both individuals and settings are embedded, provide a helpful framework for 
discussing and studying factors that contribute to child neglect. Most parents whose children’s needs 
are not being met are struggling with the accumulation of multiple stressors. Research has identifi ed 
many factors that are correlated with neglect, but we still know very little about why some families 
exposed to these factors go on to experience child neglect, and others do not. A primary limitation 
regarding our knowledge of risk factors for child neglect is the paucity of prospective research. This 
makes it exceedingly diffi cult to distinguish between predictors, consequences, and correlates of 
neglect. Another key limitation is that most research has focused on parental problems, with much 
less attention to community and societal problems such as food insecurity and lack of health insur-
ance. A more nuanced understanding of the factors that contribute to child neglect will necessarily 
involve increased attention not just to risk factors but to risk processes (Luthar  2006 ; Rutter  2006 ). 
More theory-based research is needed on mediator and moderator processes associated with neglect, 
as well as interactions between factors at multiple levels of the environment. While research has 
 contributed knowledge to each of these areas, longitudinal studies that follow families over time and 
examine multiple levels of the environment are scarce. 

    Societal Context 

    Poverty 

 Neglect is the type of maltreatment most strongly linked to poverty. In NIS-4, the rate of neglect for 
children in low socioeconomic status households was nearly seven times higher than for other children 
(46.5 vs. 6.7 per 1,000) (Sedlak et al.  2010 ). However, most low-income families do not neglect their 
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children. The direct effects of poverty on children and the co-occurrence of poverty and neglect make 
it diffi cult to disentangle their effects. In addition to its infl uence on family functioning, poverty directly 
threatens and harms children’s health, development, and safety in a multitude of ways. It increases 
children’s exposure to environmental hazards (e.g., lead, violence), hunger, a lack of recreational 
opportunities, low quality schools, and inferior health and health care (Evans  2004 ; McLoyd et al. 
 2006 ; Blair et al.  2011 ; Lipina and Colombo  2009 ), and jeopardizes their health status (Dobrova- Krol 
et al.  2010 ; Lipina et al. 2009), adaptive behavior (Slopen et al.  2010 ), and academic and professional 
attainment (Lipina et al. 2009; Howard et al.  2009b ; McLoyd et al.  2009 ) not only during childhood, 
but into adulthood (Lipina and Colombo  2009 ; Luthar  1999 ; Duncan and Brooks-Gunn  1997 ). Poverty 
can also contribute to other risk factors for neglect, such as food insecurity, poor maternal nutrition, 
maternal depression, and stressful life events (Weill  2012 ; Belle  1990 ). Poverty, of course, is not dis-
tributed randomly. Children who are African American or Hispanic, live in single-mother families, or 
are under age fi ve are most likely to be poor (Dobrova-Krol et al.  2010 ). 

 Countries differ in their provision of a social safety net, or social services, aiming to reduce poverty 
and poverty-related suffering. The US has one of the highest child poverty rates among high income 
nations, yet one of the smallest safety nets (Mishel et al.  2012 ). Programs designed to provide income 
(e.g., Earned Income Tax Credit, unemployment insurance, Temporary Assistance to Needy Families, 
or federal housing subsidies) or meet the needs of families with children (e.g., Medicaid, Supplemental 
Nutrition Assistance Program [SNAP] or Food Stamps, Head Start, WIC, public housing) have an 
impact both on maltreatment rates (Lee and Mackey-Bilaver  2007 ) and on the health and development 
of children living in poverty (Hinrichs  2010 ; Currie  2006 ).  

    Child Welfare and Health Professions 

 In addition to policies affecting poverty, society also infl uences the risk of child neglect via the social 
work and health care professions that serve children. The child welfare system (Child Welfare 
Information Gateway  2011 ), the very system intended to assist children in need of care and protection, 
can contribute to neglect. As painfully articulated in 1991 by the National Commission on Children, 
“If the nation had deliberately designed a system that would frustrate the professionals who staff it, 
anger the public who fi nance it, and abandon the children who depend on it, it could not have done a 
better job than the present child welfare system” (National Commission on Children  1991 ). 
Inadequately fi nanced, with staff who are generally undertrained and overwhelmed, and with poorly 
coordinated services, CPS are often unable to fulfi ll their mandate of protecting children. In the case 
of health professionals, problematic communication with parents not understanding their child’s con-
dition or treatment plan is pervasive (Farrell and Kuruvilla  2008 ), and at times health professionals 
themselves fail to comply with recommended procedures and treatments, thereby compromising chil-
dren’s health (Lam et al.  2004 ). They may also fail to detect children’s medical or psychosocial needs, 
perhaps contributing to their neglect.   

    Community/Neighborhood Context 

    Social Capital 

 The community context and its resources infl uence parent–child relationships and are strongly associ-
ated with child maltreatment (Garbarino and Crouter  1978 ; Garbarino  1991 ; Garbarino and Kostelny 
 1992 ; Garbarino and Barry  1997 ). A community rich in social capital, such as family-centered activi-
ties, quality and affordable child care, and a good transportation system, enhances the ability of fami-
lies to nurture and protect their children. Informal support networks, safety, and recreational facilities 
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also support healthy family functioning. Garbarino and Crouter ( 1978 ) described the feedback  process 
whereby neighbors may monitor each other’s behavior, recognize diffi culties, and intervene. This 
feedback can be supportive, diminish social isolation, and help families obtain services. On the other 
hand, families in neighborhoods characterized by few social services may be less able to give and 
share, and may be mistrustful of neighborly exchanges (Garbarino and Sherman  1980 ). In this way, a 
family’s problems may be compounded rather than ameliorated by the neighborhood context, increasing 
the risk that families’ and children’s needs will not be met.   

    Family Context 

    Parent–Child Relationship 

 Numerous studies on dyadic interactions have found evidence of disturbances in parent–child 
relationships among families of neglected children, including less mutual engagement by both mother 
and child (Dietrich et al.  1983 ) and disturbances in attachment between mother and infant (Crittenden 
 1985 ; Egeland and Vaughn  1981 ). Parents of neglected children interact less with their children 
(Bousha and Twentyman  1984 ) and have more negative interactions with their children (Burgess and 
Conger  1978 ), compared to parents of both abused and non-maltreated children. In one observational 
study, neglectful mothers, compared with non-neglectful mothers, provided less support in response 
to their children’s emotional cues, were less likely to discuss feelings with the children, and reported 
more negative emotion (Edwards et al.  2005 ).  

    Stressful Life Experiences 

 The cumulative stress experienced by families has been strongly associated with child maltreatment. 
Among caregivers reported for maltreatment in NSCAW II, more than half were experiencing high 
levels of stress; almost half did not have another supportive adult in the household, and about a quarter 
were having trouble paying for basic necessities (Casanueva et al.  2011 ). Among maltreatment types, 
neglect, in particular, has been associated with high levels of stress. In one study, the highest level of 
stress, refl ecting concerns about unemployment, illness, eviction, and arrest, was noted among fami-
lies of neglected children compared with abusive and control families (Gaines et al.  1978 ).  

    Family Chaos and Violence 

 Family chaos and the parent characteristics that are associated with it have been linked to child 
neglect. Observed family interactions have suggested that families with child neglect are less orga-
nized, more chaotic, less verbally expressive, and showed less positive and more negative affect than 
comparison families (Gaudin et al.  1996 ). Based on 25 years of research on child neglect, Polansky 
observed that neglectful families tended to differ markedly from other families with regard to compo-
sition, stability, and caregiver’s global level of functioning (Polansky et al.  1992 ). He noted that fami-
lies of neglected children tend to be fragmented and characterized by constant change, with the 
caregiver and children moving in and out of living situations with others. Similarly, in his work with 
neglected children, Kadushin ( 1988 ) described chaotic families with impulsive mothers who repeat-
edly demonstrated poor planning and judgment, coupled with either father absence or negative 
mother-father relationships. Intimate partner violence has also been linked to an increased risk of 
child neglect (Dixon et al.  2007 ; McGuigan and Pratt  2001 ).   
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    Individual Parent Factors 

    Caregiver Depression 

 Maternal depression has consistently been identifi ed as a predictor of neglect (Kotch et al.  1995 ; 
Chaffi n et al.  1996 ). Depression can interfere with mothers’ ability to provide consistent affectionate, 
stimulating contact to their infants, and in extreme cases, mothers may be unable to respond to their 
children’s needs at all (Crittenden  1999 ). A meta-analysis by Lovejoy and colleagues (Lovejoy et al. 
 2000 ) found that the relation between maternal depression and negative maternal parenting behavior 
was moderated by timing of the depression, with the strongest effects for current, as opposed to past, 
depression. In addition, effects were strongest for low-income women and mothers of infants, high-
lighting the vulnerability early in life when women are transitioning to a new role and may have 
limited support and confi dence, particularly in low-income communities. There is also preliminary 
evidence that paternal depression predicts neglect in father-involved families (Lee et al.  2012 ).  

    Substance Use 

 Parental substance abuse has long been associated with child neglect (Chaffi n et al.  1996 ; Kelleher 
et al.  1994 ; Kirisci et al.  2001 ; Ondersma  2002 ; Stewart et al.  2006 ) and with maltreatment re-referral 
and recurrence, which typically involve neglect (Laslett et al.  2012 ; Brook and McDonald  2009 ; 
Fuller and Wells  2003 ; Connell et al.  2007 ; Wolock et al.  2001 ). Using prospective data from the 
National Institute of Mental Health’s landmark Epidemiologic Catchment Area survey, Chaffi n and 
colleagues (Chaffi n et al.  1996 ) found that among non-maltreating parents, substance abuse tripled the 
risk of subsequent child neglect. When studied together, substance abuse appears to be a relatively 
stronger predictor of neglect compared with other parent risk factors such as depression, social sup-
port, and negative life events (Chaffi n et al.  1996 ; Ondersma  2002 ; Laslett et al.  2012 ; Brook and 
McDonald  2009 ; Fuller and Wells  2003 ; Connell et al.  2007 ; Wolock et al.  2001 ). It also predicts 
severity of neglect (Kirisci et al.  2001 ). Substance abuse also predicts maltreatment re-referral when 
the child remains with the reported parent (Connell et al.  2007 ), as well as reentry to care following 
reunifi cation for children who are placed in foster care (Brook and McDonald  2009 ). There is evidence 
that both alcohol and drug abuse confer similar risk for recurrence (Laslett et al.  2012 ).  

    Isolation and Lack of Social Support 

 Neglect has been associated with social isolation (Berlin et al.  2011 ; Polansky et al.  1985b ). Single 
parenthood without support from a spouse, family, or friends poses a risk for neglect. Neglectful 
parents report greater loneliness and weaker informal social supports than non-neglectful controls 
(Gaudin et al.  1993 ). In one study, mothers of neglected children perceived themselves as isolated 
and as living in unfriendly neighborhoods (Polansky et al.  1985a ). Their neighbors saw them as devi-
ant and avoided social contact with them. Mothers of neglected children may have less help with 
child care and fewer enjoyable social contacts compared with those where neglect was not a concern 
(Jones and McNeely  1980 ). Another study found that maltreating parents showed lower levels of 
community integration, participation in community social activities, and use of formal and informal 
organizations than did parents providing adequate care (Gracia and Musitu  2003 ). Seagull ( 1987 ) 
asked whether social isolation is a contributory factor to neglect or a symptom of underlying 
dysfunction. In any case, social isolation appears to be strongly associated with child maltreatment, 
and particularly with neglect.  
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    Developmental History, Personality, and Level of Functioning 

 A wide body of evidence suggests that mothers who were maltreated as children are at much higher 
risk of neglecting or abusing their own children than other mothers. There is some evidence of speci-
fi city for maltreatment type, with mothers who were neglected as children being more than twice as 
likely as other mothers to neglect their own children (Kim  2009 ). In the case of neglect, the notion of 
intergenerational transmission rests generally on the observation that a neglectful childhood dimin-
ishes the psychological resources available to a parent (Belsky  1993 ). In his work with families in 
Appalachia and Philadelphia, Polansky focused heavily on parental personality and level of function-
ing as contributors to child neglect (Polansky et al.  1981 ,  1985 ). He described low-functioning moth-
ers with pervasive coping defi cits who tended to fi t one of two profi le types: “apathetic-futile” or 
“impulse-ridden” (Polansky et al.  1981 ). Defi cient parental problem-solving skills, poor parenting 
skills, and inadequate knowledge of children’s developmental needs have also been associated with 
neglect (Polansky et al.  1985a ,  b ; Herrenkohl et al.  1983 ).  

    Information Processing 

 Researchers have begun examining the ways in which parental defi cits in social information pro-
cessing (i.e., encoding and interpretation of cues, goal selection, access to possible responses, and 
response decision) may contribute to child neglect by impairing accurate recognition of, and 
response to, children’s emotions and needs (Crittenden  1993 ,  1999 ; Hildyard and Wolfe  2007 ; 
Azar et al.  2012 ). Crittenden ( 1993 ,  1999 ) described three types of neglect patterns associated 
with defi cits in cognitive processing, affective processing, or both. The fi rst type, “disorganized,” 
describes families who respond impulsively and emotionally. The family operates in a crisis mode 
and appears chaotic and disorganized, overlooking the child’s needs. The second type, “emotionally 
neglecting,” includes families who may handle the demands of daily living (e.g., ensuring food and 
clothing), but are minimally attentive to their child’s emotional needs. The third type, “depressed,” 
describes families with depressed caregivers who are unable to process either cognitive or affective 
information, leaving children to fend for themselves emotionally and physically (Crittenden  1999 ). 
Consistent with these fi ndings, one study of event-related potentials (ERPs) recorded from neg-
lectful and control mothers as they viewed and categorized pictures of infant cries, laughs, and 
neutral faces found that neglectful mothers displayed an overall attenuated brain response in late 
positive potentials that was related to their higher scores in social anhedonia (Rodrigo et al.  2011 ). 
This fi nding suggest that the brain’s failures in the early differentiation of cry stimuli and in the 
sustained processing of infant expressions related to social anhedonia may underlie the insensitive 
responding in neglectful mothers.   

    Child Factors 

 There is evidence that children with developmental disabilities are at heightened risk of maltreat-
ment, yet are underreported and underserved compared to the general population of children 
(Fudge Schormans and Sobsey  2007 ; Bruhn  2004 ; Hibbard and Desch  2007 ). However, children 
with substantiated maltreatment who have disabilities may be more likely to be placed in out of 
home placement than those without disabilities (Lightfoot et al.  2011 ). More research is needed 
in order to provide more accurate population-based statistics both on incidence and on service 
needs and provision with this population of vulnerable youth (Horner-Johnson and Drum  2006 ; 
Kendall-Tackett et al.  2005 ). 

L.J. Proctor and H. Dubowitz



39

 There is also evidence that behavioral or mental health problems increase risk of maltreatment for 
young children (Jaudes and Mackey-Bilaver  2008 ), as do maternal perceptions of child temperament. 
In one study, maternal reports of more diffi cult child temperament predicted emotional, but not physi-
cal neglect (Harrington et al.  1998 ). Another study reported that physical victimization by an intimate 
partner and the mother’s own childhood history of maltreatment were signifi cantly associated with the 
mother’s perception of diffi cult temperament (Casanueva et al.  2010 ).   

    Protective Factors 

 Very little research has been conducted specifi cally on protective factors for child neglect. Knowledge 
regarding protective factors that may prevent the occurrence of neglect is urgently needed to support 
and inform strength-based and health-promotion approaches for preventing child neglect. 

    General Factors 

 Ecological-developmental theories (Bronfenbrenner  1977 ,  1979 ; Belsky  1993 ) suggest that protective 
factors may occur at multiple levels of the environment. These may be individual caregiver character-
istics (e.g., parental sense of competence) or environmental (e.g., social support, neighborhood 
resources). For example, there is longstanding support for the protective effect of a strong social net-
work. Higher levels of social support are, for example, associated with lower rates of physical neglect, 
and increased use of nonphysical disciplinary methods (McCurdy  2005 ). Another potential protective 
factor is a parent’s sense of competence or effi cacy regarding their parenting; it may offset the 
challenges of child rearing and help prevent neglect (Coleman and Karraker  1998 ).  

    Context-Specifi c Factors 

 Resilience (Luthar  2006 ) perspectives stress that risk and protective factors do not exert the same 
infl uence across settings, but are instead specifi c to the particular context of each high-risk setting 
(Luthar  2006 ; O’Connell et al.  2009 .) The high-risk setting for most child neglect is one character-
ized by poverty and multiple stressors in combination with individual parent risk factors. At the same 
time, children’s basic needs are met in many families who share similar characteristics. A handful of 
studies have identifi ed protective or promotive factors that may distinguish between these high-risk 
families and families in which child neglect occurs. These studies have homed in on hypothesized 
protective factors with high salience to the specifi c context of child neglect. For example, child 
neglect occurs disproportionately, but not exclusively, in single parent families (Connell-Carrick 
 2003 ). One study found that while presence of a father or father fi gure was not enough to protect 
against neglect, fathers who had been involved for a longer period of time, who felt more effi cacious 
in their parenting, and who were more involved in household tasks were less likely to have neglected 
children (Dubowitz et al.  2000 ). Father presence has also been associated with better cognitive 
development and greater perceived competence and social acceptance by children in high-risk set-
tings. Among children in the multisite Longitudinal Studies of Child Abuse and Neglect 
(LONGSCAN) consortium, child reports of father support were linked to child self-perceptions of 
competence including social competence, and fewer depressive symptoms (Dubowitz et al.  2001 ). 
Neglect is also associated with food insecurity (Duva and Metzger  2010 ). Another study found that 
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fi nancial management skills may buffer the effects of poverty on household food security (Gundersen 
and Garasky  2012 ). There is also neurobiological evidence suggesting that early physical contact 
between mothers and infants contributes to maternal caregiving behavior (Strathearn  2011 ). One 
recent study examined the relationship between breastfeeding duration and subsequent child mal-
treatment in a large birth cohort monitored prospectively over 15 years. This study found that chil-
dren who were breastfed for 4 or more months were nearly four times less likely to be neglected 
compared with non-breastfed children (Strathearn et al.  2009 ). 

 These studies, which focused on single protective factors with high salience to the context of child 
neglect, represent a promising approach. It is also the case that, like risk factors, protective factors can 
exert a cumulative effect. In one study, a combination of higher maternal education, positive family 
affect, more supportive services, and fewer stressful life events predicted the provision of adequate 
physical care among low-income families (Casady and Lee  2002 ). Like research on risk factors, more 
longitudinal studies examining processes or mechanisms that underlie observed associations with 
neglect are needed (Luthar  2006 ; Rutter  2006 ).   

    Consequences 

 Child neglect can and frequently does result in serious physical, neurological, and socioemotional 
harm, including serious injury, lifelong impairments and sometimes death. The type and extent of 
harm depends on many factors, including dimensions of the neglect (type, severity, frequency, devel-
opmental timing, chronicity, and co-occurrence with abuse and other adversities) and the presence or 
absence of other risk and protective factors within children, their caregivers, and their environments. 

 Although neglect is involved in 80 % of child welfare cases, relatively few maltreatment studies 
have focused on the consequences of neglect. In any study using a non-experimental research design, 
it is diffi cult to disentangle the effects of child neglect from the effects of co-occurring adversities such 
as child abuse, violence exposure, residential instability, and family dysfunction such as substance 
abuse, psychopathology, and confl ict. It is also diffi cult to link particular dimensions of neglect (e.g., 
type, timing) to particular child outcomes, since most neglected children experience multiple unmet 
needs over more than one developmental period, and also experience multiple deleterious outcomes. 

 Neurobiological (Center on the Developing Child at Harvard University  2012 ; Shonkoff et al.  2012 ; 
De Bellis  2005 ; Shonkoff  2010 ), developmental psychopathology (Sroufe and Rutter  1984 ), and eco-
logical (Bronfenbrenner  1977 ,  1979 ) frameworks are useful for conceptualizing the consequences of 
child neglect. Neurobiological perspectives (Center on the Developing Child at Harvard University 
 2012 ; Shonkoff et al.  2012 ; De Bellis  2005 ; Shonkoff  2010 ) shed light on the underlying mechanisms 
by which neglect exerts a deleterious and lasting infl uence on children’s physical, cognitive, and socio-
emotional health and development (Lempinen  2012 ; Blair and Raver  2012 ). Developmental psychopa-
thology (Sroufe and Rutter  1984 ) describes the processes by which neglect disrupts a child’s successful 
negotiation of stage-salient developmental tasks, producing skills defi cits in the child that increase the 
probability of subsequent maladjustment.(Cicchetti and Toth  1995 ) For example, neglect in early child-
hood may disrupt a child’s development of healthy attachment relationships and the ability to regulate 
emotion, leaving the child with emotional and social behavior defi cits that increase the likelihood of 
subsequent maladjustment. Ecological theory (Bronfenbrenner  1977 ,  1979 ) underlines the importance 
of recognizing and addressing the infl uence of multiple environmental infl uences both on parenting and 
on children’s development. Together, these frameworks provide a useful heuristic for understanding 
how the effects of childhood neglect may cascade over time into multiple levels and domains of child, 
adolescent, and adult functioning (Shonkoff et al.  2012 ; Masten and Cicchetti  2010 ). 

 Most child neglect research has been limited to child welfare samples in which children with 
reported or substantiated neglect are compared with nonneglected or nonmaltreated controls. 
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A handful of studies have examined retrospective youth or adult reports of childhood neglect. This 
research has found evidence of pervasive effects on children’s physical, cognitive, and socioemo-
tional development. 

 Complementing these fi ndings are results from a wide body of research on early deprivation and 
stress in animals and humans. Animal models have long supported the notion that frequent physical 
contact with a maternal caregiver is a biological necessity for both physical and psychological devel-
opment. Studies with infant rodents and primates suggest that maternal deprivation is associated 
with impaired physical, social, behavioral, and cognitive development, including defi cits in execu-
tive functioning, biological stress response systems, and social behavior (Harlow et al.  1971 ; Sanchez 
and Pollak  2009 ). Research with children who have experienced early neglect and deprivation in 
institutional settings has also provided strong evidence of serious and lasting neurobiological effects. 
Children who have experienced early deprivation in an institutional context demonstrate diminished 
electrical activity in the brain (Tarullo et al.  2011 ; Marshall and Fox  2004 ), decreased brain metabo-
lism and connectivity (Eluvathingal et al.  2006 ; Sheridan et al.  2012 ), and smaller than typical pre-
frontal cortex volumes (Frodl et al.  2010 ; Edmiston et al.  2011 ). They also evidence alterations in the 
two main biological stress response systems, the sympathetic-adrenal-medullary (SAM) system 
(Gunnar et al.  2009 ) and the hypothalamic-pituitary-adrenal (HPA) axis (Carlson and Earls  1997 ). 
Consistent with these effects, they also experience pervasive growth problems and poor physical 
health (Johnson and Gunnar  2011 ). Studies of post-adoption or foster placement outcomes for insti-
tutionalized children suggest that early intervention can reduce some of the pernicious effects of 
early deprivation (Rutter et al.  2010 ). However, these studies also suggest that deprivation that is 
severe, early, and lasts for longer periods can result in more pervasive defi cits that are less responsive 
to intervention (Gunnar et al.  2001 ; van Ijzendoorn and Juffer  2006 ; Colvert et al.  2008 ; Marshall 
et al.  2008 ). Taken together, fi ndings from these areas of research strongly support unique, 
biologically- based effects of neglect on the developing child, independent of the many stressors and 
adversities with which child neglect typically co-occurs. 

    Physical Development 

 Consistent with fi ndings from research on early maternal deprivation, infants and children whose 
basic needs are not met are at risk for a wide range of physical consequences in the short- and long- 
term, including malnutrition, chronic or acute infections, failure to thrive, compromised brain 
development, unintentional injury and death, self-injury and suicidality, and lifelong health prob-
lems (Sfoggia et al.  2008 ; Block and Krebs  2005 ). In one study, neglect chronicity predicted lower 
body mass index in middle childhood compared with nonneglected controls ( Bennett et al. 2010 ). 
Additionally, medical and dental neglect exert direct effects on child health, increasing risk for 
chronic conditions such as asthma and diabetes, and dental caries and periodontal disease (American 
Academy of Pediatric Dentistry, American Academy of Pediatrics  2011 ). All of these problems, in 
turn, can affect both the cognitive and socioemotional development of the child. In 2010, two-thirds 
of an estimated 1,560 maltreatment fatalities were due to neglect. Many more neglect fatalities go 
unrecognized due to the diffi culty of identifying and investigating neglect following “accidental” 
deaths that may have been caused by child neglect (e.g., lapses in supervision contributing to deaths 
by drowning or in fi res) (Schnitzer et al.  2011 ). 

 Neuroimaging studies have provided general support regarding the short- and long-term impact of 
both abuse and neglect on brain volume and function (van Harmelen et al.  2010 ; Nelson et al.  2011 ; 
White et al.  2012 ). However, given the heterogeneity of neglect, the high co-occurrence of neglect with 
other forms of maltreatment, and the multitude of risk factors associated with neglect, it is  diffi cult to 
draw precise conclusions regarding observed effects from extant studies. Poverty itself has been 
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associated with disruption of early brain development (Lempinen  2012 ). Consistent with prior research 
indicating that early deprivation disrupts development and functioning of the HPA system, there is also 
preliminary evidence of such disruptions for children in foster care, and evidence that neglect may play 
a unique role. In particular, foster children with histories of severe physical neglect were more likely 
than other foster children to have low morning cortisol levels (Bruce et al.  2009 ). With regard to longer-
term health outcomes, the Adverse Childhood Experiences study has found that childhood neglect and 
co-occurring adversities increase an individual’s risk for many of the nation’s leading preventable health 
problems through adulthood (Newman et al.  2010 ; Nelson et al.  1993 ; Wilson and Homer  2005 ; Straus 
and Kantor  2005 ; Wesson et al.  2008 ; Child Welfare Information Gateway  2012 ; Steib and Blome  2009 ; 
Sedlak et al.  2010 ; Fluke et al.  2005 ), including smoking (Anda et al.  1999 ; Topitzes et al.  2010 ; Edwards 
et al.  2007 ; Ford et al.  2011 ), smoking-related lung disease (Anda et al.  2008 ; Brown et al.  2010 ), drug 
use and abuse (Moran et al.  2004 ; Kilpatrick et al.  2000 ; Kilpatrick et al.  2003 ; Clark et al.  1997 ; Hussey 
et al.  2006 ; Shin et al.  2009 ; Lansford et al.  2010 ; Duncan et al.  1996 ; Sheridan  1995 ; Ireland and 
Widom  1994 ; Widom et al.  1995 ; Dube et al.  2002 ,  2003b ,  2006 ), obesity ( Bennett et al. 2010 ; Knutson 
et al.  2010 ; Schneiderman et al.  2012 ; Shin and Miller  2012 ; Williamson et al.  2002 ; Grilo et al.  2005 ; 
Rohde et al.  2008 ; Bentley and Widom  2009 ), HIV/AIDS- related sexual risk behaviors (Oberlander 
et al.  2011 ; Jones et al.  2010 ; Elliott et al.  2002 ; Merrick et al.  2008 ; Voisin  2005 ; Wilson and Widom 
 2008 ,  2009 ; Hillis et al.  2004 ; Ramiro et al.  2010 ), and suicidality (Dube et al.  2001 ; Stein et al.  2010 ; 
Bruffaerts et al.  2010 ; Thompson et al.  2012a ,  b ; Duke et al.  2011 ).  

    Cognitive Development 

 Child neglect is associated with impaired cognition and academic functioning in childhood and adoles-
cence independent of abuse (Mills et al.  2011 ; Wodarski et al.  1990 ). Both neglect and the circumstances 
of poverty in which it is typically embedded have been linked to poor academic performance (Nikulina 
et al.  2011 ; Chapple and Vaske  2010 ). In one study, neglected children evidenced lower scores for IQ, 
reading, mathematics, and multiple neurocognitive domains compared with nonmaltreated controls, and 
neglected children who were experiencing symptoms of PTSD performed more poorly than those who 
were not (De Bellis et al.  2009 ). In another study, child neglect was associated with lower reading ability 
and perceptual reasoning at age 14. There is some evidence that neglect is associated with poorer school 
outcomes than physical abuse (Fantuzzo et al.  2011 ), and that youth who have experienced both abuse 
and neglect may experience more school-based disciplinary problems and grade repetitions than youth 
who have only experienced one form of maltreatment (Kendall- Tackett and Eckenrode  1996 ). In a lon-
gitudinal study of extremely low birth weight infants, those who were referred to CPS for suspected 
neglect had poorer general cognitive functioning at age 4, and those whose neglect was substantiated 
experienced a progressive decline in cognitive function over time (at 1, 2, and 4 years), compared with 
the nonneglected infants. They had a signifi cantly smaller head circumference at 2 and 4 years, but not 
at birth (Strathearn et al.  2001 .) Among a sample of severely neglect children, specifi c factors such as 
cognitive development, the mother’s own physical and emotional abuse experience as a child, and the 
mother’s low acceptability level towards her child predicted language delay more parsimoniously than 
did a cumulative risk factors index (Sylvestre and Mérette  2010 ).  

    Socioemotional Development 

 Consistent with its physical and cognitive effects, neglect exerts a wide range of effects on behavioral, 
emotional, and social adjustment in both the short and long term. 
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 Neglect has been associated with symptoms of internalizing behavior problems, PTSD,  dissociation, 
shame-proneness, depression, and withdrawn social behavior (Nikulina et al.  2011 ; Hoffman- Plotkin 
and Twentyman  1984 ; Bennett et al.  2010b ; Milot  2010 ). Compared with non-neglected controls, 
neglected children experience poorer quality mother-child interactions (Milot  2010 ; Wilson et al. 
 2008 ), expect less emotional support and more confl ict from their mothers (Shipman et al.  2005 ), 
and exhibit more avoidant and disorganized attachment (Venet et al.  2007 ). A meta-analysis of 
33 observational studies found that three categories of parental behaviors (positivity, aversiveness, 
and involvement) distinguished neglectful parents from non-maltreating parents, with the largest 
mean effect sizes for involvement (Wilson et al.  2008 ). During interaction tasks with their mothers, 
neglected children demonstrate poorer emotional understanding than non-maltreated controls 
(Edwards et al.  2005 ; Shipman et al.  2005 ). In emotion recognition experiments, neglected 
children have more diffi culty discriminating emotional expressions, and see fewer distinctions 
between emotions, compared with non-neglected controls (Pollak et al.  2000 ), and these differences 
persist even when controlling for IQ and conducting a follow-up assessment 1 year later (Sullivan 
et al.  2008 ). 

 Neglect has also been associated with externalizing behavior problems, aggression, and substance 
use (Kotch et al.  2008 ; Hoffman-Plotkin and Twentyman  1984 ; Straus and Savage  2005 ; Shin et al. 
 2012 ; Chen  2011 ). Specifi cally, neglect during early childhood may be a more powerful predictor of 
aggression than physical abuse at any age. Using data from LONGSCAN consortium, Kotch and col-
leagues examined the association between early childhood neglect (birth to age 2 years) and later 
childhood aggression at ages 4, 6, and 8 years, compared with aggression’s associations with early 
childhood abuse and later abuse and neglect. They found that only early neglect signifi cantly pre-
dicted aggression. Early abuse, later abuse, and later neglect were not signifi cantly predictive in a 
controlled model with all four predictors (Kotch et al.  2008 ). The link with aggression may persist as 
children grow older. A prospective study with a community sample found that neglected children 
were more likely to be rejected by their peers in early adolescence and were more likely to be violent 
later in adolescence (Chapple et al.  2005 ). And in a study of university students in 17 nations, Straus 
and colleagues found that a self-reported childhood history of neglect was associated with having 
assaulted or injured a dating partner (Straus and Savage  2005 ). Parents who report having been 
neglected in their childhood are 2.6 times as likely to report their own neglectful parenting behavior 
and twice as likely to report physically abusive parenting than those who do not (Kim  2009 ). A history 
of neglect also increases risk of being arrested for juvenile drug and alcohol offenses (Chen  2011 ). 
The frequency of neglect and physical abuse, individually and in conjunction, have also been associ-
ated with trajectories of binge drinking during adolescence and higher rates of peak drinking during 
young adulthood (Shin et al.  2012 ).  

    Neglect During Adolescence 

 Most research has been conducted with samples who experienced neglect during infancy or 
childhood. In a rare study of neglect that occurred during adolescence, youth who reported neglect 
were more likely to be infl uenced by social pressure to drink alcohol and more likely to develop 
alcohol use disorders than nonneglected youth (Clark et al.  2004 ). These results are consistent 
with evidence from diverse traditions outside maltreatment research on the importance of 
adequate parental monitoring (Li et al.  2000a ,  b ; Crouter et al.  1990 ,  1993 ; Dornbusch  1985 ; 
Crouter and Head  2002 ; Hartos et al.  2002 ) and emotional support and warmth (Marta  1997 ; 
Stice et al.  1993 ; Holahan et al.  1995 ; Barrera and Stice  1998 ; Wills and Cleary  1996 ; Helsen 
et al.  2000 ) during adolescence. Additionally, child neglect is associated with a constellation of 
environmental and individual caregiver factors that may persist as children enter adolescence, such 
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as poverty, residential instability, relatively young caregiver age, number of people in the home, 
single parenthood, chaotic family functioning, low parental warmth, caregiver’s history of abuse, 
caregiver depression, caregiver substance abuse, and lack of parenting and problem solving skills 
(Connell-Carrick  2003 ; Dunn et al.  2002 ; Dubowitz  1999 ).   

    Measurement 

 Identifying and assessing neglect poses challenges to both professionals and researchers. Professionals 
face numerous practical obstacles, including time constraints, narrow legal defi nitions of neglect, and 
a lack of training and resources. In general, only the most serious cases of neglect, in which the child 
is at risk of imminent harm, are screened in and investigated by CPS agencies. Many families who are 
experiencing neglect and would benefi t from intervention are screened out because they have not yet 
met the CPS threshold for neglect (DePanfi lis  2006 ). Because a clear understanding of the nature and 
context of neglect is key to intervention, a comprehensive assessment is needed. At a minimum, an 
assessment should determine whether or not neglect has occurred, the nature and severity of the 
neglect, whether the child will be safe, what factors are contributing to the neglect, what protective 
factors are present, and what interventions have been tried, with what results. 

 The paucity of valid and reliable measures of neglect has been an important contributor to the so- 
called “neglect of neglect” (Straus and Kantor  2005 ). No standard currently exists for operationalizing 
and measuring neglect in childhood and adolescence (Straus and Kantor  2005 ; Dubowitz et al.  1998 , 
 2005 ; Coohey  2003 ; Burke et al.  1998 ; Sternberg and Lamb  1991 ; Zuravin  1999 ). Neglect is typically 
measured via CPS or caseworker reports, child or parent reports, or – less frequently – direct observa-
tion. The choice of data source is driven by cost, convenience, the conceptualization of neglect, and 
the purpose of the assessment. Direct observation of children’s home environments and family inter-
actions can minimize reporting biases. However, in addition to the cost and effort, there are problems 
with the representativeness of the situation and the ability to capture neglect when parents know they 
are being observed. While not designed specifi cally for neglect, self-report measures that have been 
used to assess neglect include the Family Functioning Style Scale (Deal et al.  1988 ), Family Needs 
Scale (Dunst et al.  1988 ), and Support Functions Scale. Observational measures include the Family 
Assessment Form (McCroskey et al.  1991 ), Child Well-being Scales (CWBS) (Magura and Moses 
 1986 ), and the Home Observation for Measure of the Environment (HOME) (Caldwell and Bradley 
 1979 ). In addition to these clinical assessment measures, researchers working with CPS data have 
developed ways to quantify the severity of reported neglect. For example, the widely used Maltreatment 
Classifi cation System (MCS) (Barnett et al.  1993 ) contains codes for severity based on the authors’ 
perspectives of how harmful different scenarios are. However, using CPS data excludes children with 
less severe, although potentially harmful, neglect, due to the relatively high thresholds for CPS reports 
and investigations. 

 While not widely adopted, a handful of survey instruments have been developed that focus specifi -
cally on neglect. Survey measures of neglect include self- and interviewer-administered questions, 
with data obtained from children/youth, retrospectively reporting adults, and/or caregivers. In an 
attempt to overcome the limitations of CPS data on neglect and permit a more nuanced assessment 
with a broader population, Straus and colleagues have developed a series of measures that aim to 
measure the neglect of children’s physical, emotional, supervision, and cognitive needs. Based on 
Straus’s original Neglect Scale (Harrington et al.  2002 ; Straus et al.  1995a ), versions of the 
Multidimensional Neglect Behavior Scale (MNBS) have been developed for use with adolescents and 
retrospectively reporting adults (Straus et al.  1995b ; Straus  2006 ), children 6-9 years and 10-15 years 
(Kaufman Kantor et al.  2004a ) and parents of children 0-15 years (Kaufman Kantor et al.  2004b ; Holt 
et al.  2004 ). The measures have demonstrated good internal consistency for the overall scale. Findings 
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regarding the specifi c subscales and the factor structure of the measures when used with different 
study populations have been somewhat mixed (Harrington et al.  2002 ; Straus et al.  1995 ; Kaufman 
Kantor et al.  2004a ). 

 Building on the work of Straus and colleagues, LONGSCAN (Runyan et al.  1998 ) investigators 
modifi ed the MNBS-A for adolescents and adults for use with their high-risk, ethnically diverse, 
multi-site sample during adolescence. The resulting scale (Knight et al.  2008 ) measures youth’s per-
ception of their interactions with parents or primary caregivers. LONGSCAN investigators found 
evidence for a theoretically defi ned, empirically validated self-report measure of neglectful behavior 
by parents that yielded three factors: provision of physical needs, emotional support, and parental 
monitoring (Dubowitz et al.  2011 ). The LONGSCAN fi ndings fi t generally with those of prior factor 
analytic studies to support a multidimensional conceptualization of neglect. Straus et al. ( 1995 ), using 
a sample of primarily white college students found two factors: emotional/cognitive and supervision/
physical. Harrington et al. ( 2002 ) found four factors in a low income sample of mothers: emotional, 
supervisory, physical, and cognitive. And a preliminary test of the MNBS-CR for children also found 
initial support for the same four core domains as Harrington et al. did (Kaufman Kantor et al.  2004a ). 

 In addition to Straus’s measures, the recently developed ISPCAN (International Society for 
Prevention of Child Abuse and Neglect) Child Abuse Screening Tool Children’s Version (ICAST-C) 
contains a 6-item neglect scale that demonstrated good internal consistency in a four-country pilot test 
(Zolotor et al.  2009 ). The parent version, ICAST-P, includes only three neglect items, with poor inter-
nal consistency, and the retrospective version, ICAST-R (Dunne et al.  2009 ), does not contain neglect 
items. The measure was developed as a multi-national, consensus-based survey instrument with input 
from scientists in 40 countries, and is available in six languages. 

 Directly asking children and youth to report on their experiences has advantages over reports by 
caregivers (Widom et al.  2004 ,  2005 ). Children’s perceptions of their own possible neglect are impor-
tant and may infl uence outcomes. Obtaining information directly from youth rather than from care-
givers may be more accurate (Dubowitz et al.  2011 ), involving a shorter recall period with less bias, 
and less stigma attached to reporting whether their needs have been met. Social desirability may be 
diminished by using a self-administered computerized approach and focusing on children’s needs, 
rather than on caregiver behavior (Kim et al.  2008 ; Knight et al.  2000 ; Black and Ponirakis  2000 ). One 
clear challenge to interpreting survey measures of neglect is that the resulting data are continuous; the 
issue of a potential threshold effect remains to be studied (i.e., an empirical basis for when parental 
behavior or a child’s unmet needs cross the line into neglect). We can develop theoretically based 
thresholds, but the challenge is in determining whether they correspond to meaningful outcomes such 
as short- and long-term adjustment, functioning, and health; recidivism and chronicity; and response 
to different types of preventive and treatment interventions.  

    Treatment 

 There has been very little empirical work to evaluate treatment interventions for neglect. This paucity 
of research is compounded by the tremendous heterogeneity that characterizes neglect in term of its 
clinical presentation, the proximal risk factors that contribute to its occurrence, and its impact on the 
child. Because of these issues, it is often more appropriate to think about core treatment principles 
rather than specifi c treatment approaches. Core principles for addressing neglect include thorough and 
ongoing assessment of the needs and functioning of the individual child and family and provision of 
services tailored to meet those needs. Implicit in these principles are the importance of tailoring treat-
ment to individual families, targeting the child’s needs directly rather than assuming that the indirect 
effects of services provided to parents will be adequate, and recognizing that many children and fami-
lies with repeatedly referred to CPS will need longer-term intervention. It has long been recognized 
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that there is no single way to promote growth-fostering parenting (Belsky  1993 ). In the case of neglect, 
tailoring treatment is important because the factors infl uencing a family’s ability to meet a child’s 
needs may vary so widely. Some mothers may need treatment for depression, while others may need 
services related to domestic violence. The issue of direct attention for the child is critical given the 
pernicious short- and long-effects of neglect on multiple domains of child functioning. Evidence- 
based treatments are available for many of the risk factors and child outcomes associated with neglect. 

 Among the handful of parenting programs that specifi cally target child neglect, SafeCare stands 
out as a widely implemented program with a growing evidence base. SafeCare is a home-based 
behavioral skills parent training model that focuses on child behavior management and activity plan-
ning, home safety and household management, and child health and development. In the largest and 
most recent trial of the program in a child welfare system, Chaffi n and colleagues ( 2012 ) conducted a 
randomized comparative outcome trial of SafeCare in a scaled-up, statewide implementation in 
Oklahoma. Maltreatment recidivism was examined over the course of 6 years. Adding SafeCare to the 
usual in-home service program reduced child welfare reports for neglect and abuse by about 26 % 
compared to the same in-home services without SafeCare among parents of children age fi ve or 
younger. A few characteristics of this trial make the fi ndings particularly striking. Ninety percent of 
participating parents had been reported for neglect, and the average number of prior encounters with 
child protective services was fi ve. This type of chronic neglect has historically been considered 
especially diffi cult to treat. And the trial was conducted within the context of a scaled-up, statewide 
implementation. Even for interventions with strong experimental evidence, trials at this scale can 
suffer from fi delity issues and program drift, which can diminish treatment effects. 

 Historically, CPS systems have treated the parents, with the assumption that the treatment will 
benefi t the child indirectly. However, the importance of intervening directly with children who have 
experienced neglect is gaining increasing recognition. There is growing evidence that treatment 
models that include direct attention to the child, such as Attachment and Biobehavioral Catch-Up 
Intervention (Dozier et al.  2006 ,  2008 ), Child-Parent Psychotherapy (Lieberman et al.  1991 ,  2006 ), 
and Multidimensional Treatment Foster Care for Preschoolers (Fisher et al.  2000 ,  2007 ; Fisher and 
Kim  2007 ), can improve maltreated children’s stress regulation, behavior, and parent–child attach-
ment (Dozier et al.  2006 ,  2008 ; Lieberman et al.  1991 ,  2006 ; Fisher et al.  2000 ,  2007 ; Fisher and 
Kim  2007 ). Child-based intervention in the form of early childhood education can also play a critical 
role in promoting the positive development of children in families affected by poverty and multiple 
stressors (Duncan and Magnuson  2006 ). 

 The notion that new treatment approaches are needed to tackle chronic neglect is also gaining 
increasing attention. Whether focusing on chronic neglect specifi cally (Kaplan et al.  2009 ) or chronic 
maltreatment (Jonson-Reid et al.  2010 ; Proctor et al.  2012 ; Chaffi n et al.  2011 ), this attention effec-
tively includes chronic neglect, since nearly 80 % of CPS cases involve neglect and families with 
neglect tend to experience multiple referrals for multiple types of maltreatment. Differential response 
approaches, which are less adversarial, more family-centered, and more individually tailored than 
traditional CPS investigations, are gaining increased acceptance and empirical support (Loman and 
Siegel  2012 ). This approach holds particular value for families experiencing chronic child neglect, 
because it goes beyond immediate safety issues in an attempt to address the multiple underlying 
stressors and needs that contribute to them. Additionally, new evidence is emerging that is shaping the 
way we think about intervening with chronically maltreating families. Chaffi n and colleagues tested 
whether patterns of risk factor improvement predicted lower recidivism risk even among chronic CPS 
cases (Chaffi n et al.  2011 ). They identifi ed heterogeneous classes of risk factor trajectories based on 
changes in parental depression, concrete resources, social support, and child abuse potential. They 
found that although chronic cases did experience high problem levels and typically only modest 
improvement, chronicity also was associated with a greater probability of falling into a trajectory 
class that experienced sustained improvement in risk factors. Cases in this trajectory class had high 
problem levels that improved over the course of services, showed sustained improvement at a 6-month 
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follow-up assessment, and experienced less recidivism over a 3-year period than cases in the other 
classes. While these fi ndings are consistent with the popular perception that chronic maltreatment 
cases show limited improvement with services, they also suggest that in the cases where improvement 
does occur, recidivism risk can be reduced even among the most chronic cases. This is consistent with 
other recent fi ndings from a study that used cross-sector, longitudinal administrative data, indicating 
that services may be associated with reduced recurrence even after multiple re-reports (Loman  2006 ). 

 Taken together, the evidence from these studies belies the notion that neglect, including chronic 
neglect, is untreatable. They support the importance of intervening directly with children, in addi-
tion to parents. They also suggest that while such chronic cases may respond to episodic service 
delivery, alternative models that are tailored to the longer-term needs of such families warrant 
increased attention.  

    Prevention 

 Preventing the occurrence of neglect and its wide-ranging consequences is a considerably less costly 
and more effective approach than treating them after they occur. By the time a family comes to the 
attention of CPS for suspected child neglect, the family is likely already in crisis, as a result of mul-
tiple problems, unmet needs, and stressors that have not been adequately addressed for some time. 
Unfortunately, prevention has not been prioritized. Dissemination of effective preventive approaches 
has been hampered by several factors including underlying systemic issues that favor a reactive, epi-
sodic, investigation-focused response (Steib and Blome  2009 ) and a lack of funding for preventive 
policies and programs. 

 Ideally, prevention begins before the earliest point at which a child can experience unmet needs. 
The lasting harm that can be done to the developing fetus has been well documented (i.e., via inade-
quate prenatal care and nutrition, and exposure to teratogens). However, the impact of preventive 
interventions for individual families at risk will be sharply limited unless those interventions occur 
within a larger context of policies that promote healthy environments and make resources available 
for families who need them. A broad approach is needed to provide a strong safety net for our poorest 
families. A recent National Research Council and Institute of Medicine report on preventing mental, 
emotional, and behavioral disorders among youth (National Research Council et al.  2009 ) stressed the 
urgency of shifting the fi eld of prevention from a paradigm that focuses on risk factors to one that 
emphasizes the broad promotion of supportive family, school, and community environments as well 
as individual traits and skills. 

 The extreme heterogeneity of child neglect, the many interacting contributors to neglect, and the 
high co-occurrence of neglect with other childhood adversities such as abuse and violence exposure 
demand a broad approach to prevention. Some families are most at risk due to a shortage of food, and 
others due to maternal depression or domestic violence. The list of potential risk factors is long, and 
varies from family to family. Yet underlying these diverse etiologies and clinical manifestations is a 
common environmental substrate. Nearly all families in which neglect occurs share the uniting feature 
of an accumulation of multiple major stressors and adversities. Targeting the larger environment in 
which families raise children will pay far richer dividends than limiting our interventions to individual 
families who appear at risk. An ecological framework (Bronfenbrenner  1977 ,  1979 ; Belsky  1993 ) 
supports the importance of preventive efforts that target multiple levels of a child’s environment, 
including the underlying systemic issues that frequently impede parents’ abilities to meet their 
children’s needs, such as poverty, mental health resources, and substance abuse treatment, as well as 
the particular needs of individual families and caregivers. Given that the U.S. has one of the highest 
child poverty rates compared to other developed countries, yet also has one of the lowest levels of 
social spending (Pritchard and Williams  2011 ; Mishel et al.  2012 ), we cannot ignore the systemic 
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contributors to child neglect. Programs such as the Special Supplemental Nutrition Program for 
Women, Infants and Children (WIC), Supplemental Nutrition Assistance Program (SNAP), Medicaid 
and The State Children’s Health Insurance Program (SCHIP), and Head Start are a critical and inte-
gral component of preventing child neglect by providing poor families with access to adequate 
resources for meeting their children’s needs (Lee and Mackey-Bilaver  2007 ; Currie  2006 ; Howell and 
Kenney  2012 ). 

 At the same time, society is comprised of individuals and families, many of whom could benefi t 
substantially from preventive interventions that target them directly. Although it wasn’t designed to 
prevent child maltreatment, the pioneering Nurse-Family Partnership (NFP) is one of the most well- 
researched and widely-implemented programs for preventing child maltreatment (Olds et al.  1983 , 
 1986 ,  1994 ; Eckenrode et al.  2010 ; Kitzman et al.  1997 ). In this program, registered nurses visit 
low- income, fi rst-time mothers, beginning during pregnancy and continuing until the child is two. 
In a randomized trial and several follow-up studies, the program has been associated with a decreased 
risk of child maltreatment (Olds et al.  1983 ,  1986 ) and several other positive outcomes related to 
maternal and child health and well-being (Olds et al.  1983 ,  1986 ,  1994 ; Eckenrode et al.  2010 ; 
Kitzman et al.  1997 ). In addition to NFP, several other home-visiting programs have been tested, with 
widely varying results (Howard and Brooks-Gunn  2009 ). Healthy Families America (HFA) is a common 
approach using paraprofessionals as home visitors. There have been encouraging fi ndings particularly 
from the New York program (Duggan et al.  2007 ; DuMont et al.  2008 ). We still have much to learn 
regarding the optimal features of such programs (e.g., frequency of visits, curriculum, training and 
discipline of visitors), especially as related specifi cally to neglect. Evidence-based parent training 
programs such as PCIT, Triple-P, and Incredible Years are also increasingly being used for maltreatment 
prevention, though more work remains to be done studying their effect on risk for neglect. 

 The increased development and dissemination of evidence-based prevention programs, and their 
continued evaluation with rigorous research, is also a key goal. NPF reaches only 20,000 families with 
newborns a year, compared to four million births in the US each year. We have policies and programs 
that are promising, but we need more, and further evaluation. We also need investment in fi nding 
better strategies. There is also considerable opportunity for recognizing and creating new domains and 
mechanisms of infl uence at different points in the family life cycle, and involving different child- and 
family- focused professions. For example, there is evidence that center-based preschools, especially 
those that include parental involvement and family support services, can decrease the incidence of 
neglect (Mersky et al.  2009 ). There is also evidence that primary care pediatricians can contribute to 
the prevention of neglect. In a randomized trial of the Safe Environment for Every Kid (SEEK) model 
of pediatric primary care, the program resulted in signifi cantly lower rates of child maltreatment as 
assessed via several indicators, including fewer CPS reports, fewer instances of possible medical 
neglect documented as treatment nonadherence, fewer children with delayed immunizations, and less 
harsh punishment reported by parents (Dubowitz et al.  2009 ). A second trial in a relatively low risk 
sample, demonstrated less harsh discipline and psychological aggression in families exposed to the 
 SEEK  model of primary care (Dubowitz et al.  2012 ). 

 What is needed is a broad approach that includes multiple levels, from policies that provide a 
healthy environment in which families can meet their children’s needs to programs targeting indi-
vidual caregivers early in the family life cycle, and continuing as long as they are effective. As the 
2009 NRC and IOM report concludes, “The gap between what is known and what is being done is far 
too large. It can be addressed only by continuing to refi ne the science and by a strong commitment to 
develop the infrastructure and put in place systems that allow for equitable delivery of preventive 
interventions on a population based, large-scale basis” (National Research Council and Institute of 
Medicine  2009 ). The continued poor status of the U.S. in terms of infant mortality, child poverty, and 
social expenditures is evidence of the considerable work needed at a policy level. There is also a tre-
mendous need to improve existing systems (e.g., access to healthcare) and institutions (e.g., public 
schools) to enhance children’s health, development and safety, and prevent their neglect. A shift in our 
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policy and practice paradigm is needed, to one that acknowledges the importance of primary and 
secondary prevention, but also explicitly emphasizes the promotion and support of healthy, nurturing 
environments that are conducive to childrearing.     
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           Current Issues in Physical Abuse 

 The victimization of children by physical abuse remains an all-too-common occurrence around the 
globe (Akmatov  2011 ; Gray  2010 ). Violence against children exists in every country of the world, 
cutting across culture, class, education, income and ethnic origin (United Nations  2006 ). While inter-
national estimates vary and likely underestimate the extent of the problem, over 100,000 children 
were found to be physically abused in the U.S. in 2011, at a rate of almost two children per 1,000 with 
an estimated 1,570 fatalities in the US alone (U.S. Department of Health and Human Services  2012 ). 
Child maltreatment is the reported cause of death in almost 3,500 children under the age of 15 annually 
in the industrialized world, with the highest risk in infants less than 1 years of age (UNICEF  2003 ). 
In addition to death and physical injury, growing evidence further links child maltreatment to physical 
and emotional disease and disability during adulthood (Widom et al.  2012 ). 

    Defi nitions 

 While a variety of defi nitions have been used, child maltreatment generally includes one or more of 
these fi ve types: physical abuse, sexual abuse, neglect, psychological maltreatment, and other exploi-
tation. The World Health Organization ( 1999 ) broadly defi nes these types of maltreatment for data 
collection and intervention, with physical abuse defi ned as that which results in actual or potential 
physical harm from an interaction or lack of an interaction, which is reasonably within the control of 
a parent or person in a position of responsibility, power or trust. There may be a single or repeated 
incidents. The United Nations Convention on the Rights of the Child ( 1989 ) states that a child is 
“[e]very human being below the age of 18 years unless, under the law applicable to the child, majority 
is attained earlier” and that child maltreatment consists of “all forms of physical or mental violence, 
injury and abuse, neglect or negligent treatment, maltreatment or exploitation, including sexual 
abuse.” It also includes “intentional use of physical force or power, threatened or actual, against a 
child, by an individual or group that either results in or has a high likelihood of resulting in actual or 
potential harm to the child’s health, survival, development or dignity.” 
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 In the U.S., the Institute of Medicine (IOM  2012 ) notes that the U.S. federal code defi nes child 
physical abuse as: “non-accidental physical injury (ranging from minor bruises to severe fractures and 
or death) as a result of punching, beating, kicking, biting, shaking, throwing, stabbing, choking, hitting 
(with a hand, stick, strap, or other object), burning, or otherwise harming a child, that is infl icted by a 
parent, caregiver, or other person who has responsibility for the child.” Children who are harmed in 
armed confl ict generally fall outside these child maltreatment regulations but are covered under other 
local and international statutes and the mandate of the Offi ce of the Special Representative of the UN 
Secretary-General for Children and Armed Confl ict.  

    History 

 Physicians have noted specifi c injuries that stem from child maltreatment, with early identifi cation of 
physical abuse as a diagnosis in the medical literature by John Caffey and others (Caffey  1946 ,  1972 , 
 1974 ). In the 1950s, Paul Woolley and William Evans ( 1955 ) in Detroit noted the presence of  signifi cant 
injuries that were inconsistent with parental explanations. Much of what we know about maltreatment 
stems from this early work in physical abuse. Discussions began with Silverman’s identifi cation of 
fractures ( 1953 ,  1972 ) and Henry Kempe’s landmark article naming the battered child syndrome 
(Kempe et al.  1962 ). Since that time, articles in the medical literature on maltreatment have escalated 
in number, having fi rst concentrated on physical abuse in the 1960s and 1970s, and later sexual abuse, 
domestic violence, neglect, and Munchausen by proxy (American Academy of Pediatrics  1966 ). In the 
45 years since, the subject of child maltreatment has become a universal topic, not restricted to one 
professional community or to one type of professional for its identifi cation. The “Battered Child 
Syndrome” has infl uenced laws, social policies and social practices in several helpful (and not so help-
ful) ways (Bross and Mathews  2013 ). As the fi eld has grown, professionals have had to broaden their 
intellectual and personal perspectives not only to identify, report and prosecute physical abuse, but also 
to provide interventions to protect children and prevent further abuse.  

    Epidemiology 

 The victimization of children through abuse and neglect remains an all too common occurrence. In the 
United States, 1–2 per 1,000 children are victimized by physical abuse each year, and young children 
and infants have the highest rates. Maltreated children suffer from a variety of behavior problems 
and mental disorders in addition to physical injuries (Kaplan et al.  1999 ). The Adverse Childhood 
Experiences study has noted the powerful relationship between adverse childhood experiences and 
several conditions of adulthood, including risk of suicide, alcoholism, depression, illicit drug 
use, and other lifestyle changes (Felitti et al.  1998 ). While the exact pathways are still being explored, 
childhood abuse is thought to affect adult health by putting people at risk for depression and 
post-traumatic stress disorders, diffi culties in relationships, and negative beliefs and attitudes towards 
others (Kendall- Tackett  2002 ). 

 Two large administrative sources provide information about the U.S. annual incidence of child 
maltreatment, the National Child Abuse and Neglect Data System (NCANDS) and the National 
Incidence Studies of child abuse and neglect (NIS). NCANDS contains aggregate and case-level data 
on child abuse reports received by state Child Protective Service (CPS) agencies, and almost all U.S. 
states and territories provide information annually about the outcomes of child abuse reports, types of 
maltreatment, child and family factors and services being provided (IOM  2012 ). 
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 National estimates of the overall numbers of victims (substantiated or indicated CPS reports) as 
well as victims identifi ed with physical abuse show decline over the 20+ years of nationally collected 
data in the U.S. (Fig.  3.1 ). This represents a decrease from a high of 261,605 cases in 1996, following 
similar trends in other national crime statistics (IOM  2012 ). In contrast, NIS samples sentinel counties 
to identify under two standards: the harm standard (relatively stringent in that it generally requires that 
an act or omission result in demonstrable harm in order to be classifi ed as abuse or neglect) and the 
endangerment standard (which allows children who were not yet harmed by maltreatment to be 
counted if the CM was confi rmed by CPS or identifi ed as endangerment by professionals outside CPS, 
either by their parents or other adults) (Sedlak et al.  2010 ). The Fourth National Incidence Study of 
Child Abuse and Neglect (NIS–4) also shows an overall decrease in the incidence of maltreatment 
since the NIS–3, as well as decreases in some specifi c maltreatment categories and increases in others. 
Using the stringent Harm Standard defi nition, more than 1.25 million children (an estimated 1,256,600 
children) experienced maltreatment during the NIS–4 study year (2005–2006). A large percentage 
(44 %) or an estimated total of 553,300 were abused, and most of these abused children experienced 
physical abuse (58 %). “Harm Standard” physical abuse cases decreased from an estimated 381,700 
at the time of the NIS–3 to an estimated 323,000 in the NIS–4 (a 15 % decrease in number and a 23 % 
decline in the rate). Under “Endangerment,” the estimated number of physically abused children 
decreased from an estimated 614,100 children to 476,600 (22 % decrease in number, 29 % decline in 
the rate) (Sedlak et al.  2010 ).

   Smaller independent samples offer additional information. In the Carolinas, the incidence of harsh 
physical discipline was found to be 4.3 % of respondents (with 2.4 % shaking infants), and a retro-
spective prevalence survey, 24 % of adolescents reported being physically assaulted (Hussey et al. 
 2006 ; Theodore et al.  2005 ). The range of incidence rates of abusive head trauma (AHT) has been 
found to be 27.5–32.2 per 100,000 in a large U.S. inpatient database with 6.6 to 7.4 million discharges 
annually during 1997–2009 (Leventhal and Gaither  2012 ). Lane and colleagues ( 2012 ) noted hospital 
discharge rates of 1.8 per 100 k, with 25 % of head trauma in infants being AHT. 
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  Fig. 3.1    U.S. child physical abuse rates, per 1,000 child population, 1990–2011       
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 While the overall reported numbers of child physical abuse are declining in national statistics, a 
number of smaller samples have suggested a rise in more serious child physical abuse associated with 
the U.S. economic recession. Berger and colleagues ( 2011 ) noted that the abusive head trauma rate 
increased from 8.9 to 14.7 per 100,000, and Huang and colleagues ( 2011 ) noted a doubling from 0.7 
to 1.4 per month during the recession. Wood and colleagues ( 2012 ) noted increasing rates of children 
admitted to hospitals for physical abuse over 10 years 2000–2009, rising from 0.8 % to 3 % annually. 
Rates of physical abuse reportedly also fell in the UK during 1974–2008 (Sidebotham et al.  2012 ). 

 Several factors have been associated with physical abuse. Unlike previous NIS cycles, NIS–4 
found strong and pervasive race differences in the incidence of maltreatment with rates of maltreat-
ment for Black children signifi cantly higher than those for White and Hispanic children. Under the 
Harm Standard, children with confi rmed disabilities had signifi cantly lower rates of physical abuse 
and of moderate harm from maltreatment, but they had signifi cantly higher rates of emotional neglect 
and of serious injury or harm. NIS-4 also confi rmed fi ndings from other studies which associated 
increased physical abuse in poor, larger, unemployed families, with one parent and an unrelated care-
giver present. Zhou and colleagues ( 2006 ) found that infant maltreatment can best be predicted when 
there are young mothers less than 20 years, who are unmarried, with inadequate prenatal care, are 
poor, who smoke during the pregnancy, or when there are three or more siblings. In a NCANDS 
sample, parent emotional problems, alcohol abuse and other family violence were found to be associ-
ated with the recurrence of physical abuse before age 3 years (Palusci et al.  2005 ). 

 Studies in the United Kingdom have shown similar rates and risk factors. In a population-based 
study in Wales in the late 1990s, severe physical abuse, defi ned as death, traumatic brain injury, intra-
cranial hemorrhage, Munchausen by proxy, internal injuries, fractures, burns, and bites, was seen in 
54 per 100,000 infants annually. When data from both child protection registers and a pediatrician 
surveillance system were combined, the incidence rose to 114 per 100,000 (Sibert et al.  2002 ). 
A random survey of 2,869 young adults throughout the United Kingdom noted that the prevalence 
of maltreatment during their childhood was 16 % of the sample (May-Chatal and Cawson  2005 ). 
Of these, 7 % had serious physical abuse, 6 % had emotional abuse, 11 % had sexual abuse with 
contact, 6 % had absence of care, and 5 % had absence of supervision. Using a cohort from the Avon 
Longitudinal Study of Parents and Children (ALSPAC), risk factors noted to be associated with abuse 
were parental unemployment, public housing, overcrowding, lack of car ownership, and a poor social 
network (Sidebotham et al.  2002 ). In a later analysis, the strongest risks were found to be socioeco-
nomic deprivation and from other factors in the parents’ own background (Sidebotham et al.  2006 ). 

 It has been consistently estimated that 1–2 per 100,000 U.S. children annually are fatally mal-
treated (U.S. Advisory Board  1995 ; US DHHS  2012 ). More than three-quarters (78 %) of these deaths 
were in children under 4 years of age, and 44 % were among infants. Physical abuse, alone or in 
combination with neglect, causes most of these deaths, but there have been persistent concerns about 
a systematic underascertainment of these fatalities (Crume et al.  2002 ; Tursz et al.  2010 ; U.S. 
Government Accountability Offi ce  2011 ). Using an inpatient hospital database, there were 6.2 per 
100,000 children, with 300 deaths, with higher rates for infants and children receiving Medicaid 
(Leventhal et al.  2012 ). Separating abuse from deaths due to neglect is problematic (Knight and 
Collins,  2005 ). Family confi guration, child gender, social isolation, lack of support, maternal youth, 
marital status, poverty, and parenting practices contribute to increased risk (Jenny and Isaac  2006 ; 
Rangel et al.  2010 ). Children residing in households with unrelated adults were signifi cantly more 
likely to die from infl icted injuries than were children residing with two biologic parents, and increased 
risk was also elevated with step, foster and adoptive parents (Schnitzer and Ewigman  2005 ; Stiffman 
et al.  2002 ). Among newborns, 2.1 per 100,000 in North Carolina were killed or left to die each year, 
usually by their mothers, many of whom were poor, had no prenatal care, or were adolescents 
(Herman-Giddens et al.  2003 ). There were more boys than girls, and infant boys had the highest rate 
(18.5 per 100,000). Higher mortality from all causes of injuries has been noted in African American, 
Native American and Alaskan Native children (Pressley  2007 ). A review in the U.K. identifi ed child 
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age less than 5 years, non-organic failure to thrive, prior abuse or unexplained injuries, caregiver 
youth, inexperience, mental illness, drug and alcohol abuse, stress and poverty as risk factors (Browne 
and Lynch  1995 ). Independent of these factors, a prior CPS report of maltreatment has been associ-
ated with almost six times the risk for death from later injury (Putnam-Hornstein  2011 ). 

 Unlike the reported incidence of sexual abuse, in which it has been suggested that at least some of 
the decrease is real, it is not clear if or why physical abuse rates have actually declined (Finkelhor and 
Jones  2006 ; Finkelhor et al.  2013 ). While economic indicators improved in the 1990s, the number of 
cases continued to fall in NCANDS during 2008–2011 during an economic recession in the U.S. This 
may indicate that states are changing how they count child maltreatment fatalities and how they are 
delivering that information to NCANDS as could occur with differential response systems (IOM 
 2012 ). Further studies are needed to ascertain whether the number of physical cases is continuing to 
decline and the causes why this is occurring. 

 In response to the estimated undercount of child abuse fatalities, a Congressional Commission will 
investigate how and why children die in the U.S. and how child death review and other systems can best 
respond (Protect Our Kids Act  2013 ). Additionally, further analyses are also needed to illuminate the 
implications of NIS–4 fi ndings and the interrelationships among the different factors associated with the 
incidence of maltreatment. Do households with more children have higher incidence rates even when 
household socioeconomic status is taken into account? Are differences based on race truly independent of 
socioeconomic or minority status or do they refl ect biases in reporting or investigation? Why do the 
majority of maltreated children identifi ed by NIS not receive CPS investigation? Have prevention programs 
in hospitals or the community contributed to a real decline in physical abuse cases and fatalities? 

 International initiatives are underway to expand knowledge about the epidemiology of child 
maltreatment beyond currently available statistics. The ISPCAN Child Abuse Screening Tool 
(ICAST) children’s instrument is one of three tools designed by a panel of child maltreatment experts 
from 40 countries to study the prevalence of childhood victimization. Other tools have been designed 
to study child victimization from parents’ perspectives on their child rearing and from the young adult 
on childhood experiences (Zolotor et al.  2009 ). Using the parent version, approximately 15 % of children 
were shaken, 24 % were hit on the buttocks with an object, and 37 % were spanked. Two percent of 
parents reported choking and smothering their child (Runyan et al.  2009 ). A retrospective version was 
also tested (Dunne et al.  2009 ). Further assessment and wider implementation are planned.  

    Impact and Costs 

 A variety of long-term harms beyond acute physical injury have been linked to physical abuse. 
Physical abuse is usually (if not always) accompanied by psychological maltreatment with its attendant 
belittling, spurning and other emotional damage to the child’s ego, emotional health and development. 
A variety of ailments have been identifi ed in over 60 papers since 1998 by internist Vincent Felitti, 
pediatrician Robert Anda and their colleagues studied the relationship of childhood adversity and a 
variety of lifelong physical and emotional outcomes (CDC  2012 ; Felitti et al.  1998 ). These ten adverse 
childhood experiences, or “ACEs” as they have come to be called, include exposure to emotional 
abuse, physical abuse, contact sexual abuse, alcohol/substance abuse, mental illness, criminal behav-
ior, parental separation/divorce and domestic violence. Using a retrospective study design, they sur-
veyed 17,337 adult HMO members (average age 57 years) and linked events during childhood in a 
dose–response fashion with cardiovascular disease, cancer, AIDS and other sexually transmitted 
diseases, unwanted often-high-risk pregnancies, chronic obstructive pulmonary disease, and a legacy 
of self-perpetuating child abuse. While it is hard to believe now, many medical and child welfare 
professionals did not see the linkages among child abuse and other common “social problems” with 
poor health and premature death in adulthood. While there have been questions about the validity of 
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the study design, studies using ACEs have moved to less affl uent samples to fi t within an accepted 
universal ecobiodevelopmental framework for understanding health promotion and disease preven-
tion across the lifespan, supported by recent additional advances in neuroscience, molecular biology 
and the social sciences (Palusci  2013 ). 

 Longitudinal follow-up, such as that offered by Widom and colleagues ( 2012 ), would be helpful to 
prospectively validate the harms of physical abuse during childhood. Widom and colleagues noted 
increased malnutrition, glycemic control and kidney and liver disease up to 30 years after physical 
abuse; additional studies of this nature would signifi cantly add to our national healthcare discussion 
regarding the value of physical abuse prevention. 

 Costs related to serious physical abuse are heavily infl uenced by the long-term medical burden 
associated with injury and lost productivity. Abusive head trauma has been noted to account for 
10–15 % of all child maltreatment-related deaths, and neurologic complications effect at least as many 
as 60 % of those survivors with motor defi cits, seizures, developmental delays and blindness. Several 
studies have demonstrated that abused children have longer hospital stays, more severe injuries, worse 
medical outcomes, and higher hospital charges and are more likely to die. Deborah Daro ( 1988 ) pro-
jected that the national cost and future productivity loss of severely abused and neglected children is 
between $658 million and $1.3 billion each year in the U.S., assuming that their impairments would 
reduce their future earnings by as little as from 5 % to 10 %. However, drawing from Maxfi eld and 
Widom’s work ( 1996 ), Fight Crime: Invest in Kids (Alexander et al.  2003 ) noted that child abuse and 
neglect costs Americans at least $80 billion annually. Prevent Child Abuse America (Wang and Holton 
 2008 ) used “conservative” estimates to calculate direct and indirect costs as $103.8 billion in 2007. The 
seemingly large costs of child abuse and neglect pale in comparison with the economic and human 
burden of adult poor health and premature death. Fang and colleagues ( 2012 ) noted that the average 
abused child cost $210,012 in 2010 dollars, generalizing to $124 million annually in the U.S. in total 
and future costs. It is clear that despite these varying calculations and projected fi nancial costs, physical 
abuse signifi cantly affects the physical and mental health of our entire population.  

    International Issues and Cultural Practices 

 Cultural competence, the ability to understand and work with communities other than one’s own, is 
needed if we are to address the roles of international issues and cultural practices (Korbin  2002 ). In 
addition to lower quality of care and preventable morbidity and mortality, failure to appreciate the 
importance of culture and language can result in unnecessary child abuse evaluations and clinician 
bias (Flores et al.  2002 ). Cultural competency is being increasingly incorporated into training for 
health care professionals, who should be able to accurately distinguish different cultural parenting 
discipline practices from child maltreatment (Terao et al.  2001 ) and should also distinguish cultural 
practices that may mimic those fi ndings of child abuse (e.g. coining) which may resemble bruises 
(Look and Look  1997 ). If children are in danger, interventions necessary to protect them are indicated 
even if the parents think they are doing the right thing. All the components of the care continuum 
should work together towards culturally competent care, including healthcare workers, professional 
bodies, organizations, and systems within which all this occurs (Raman and Hodes  2012 ). 

 Cultural practices, complementary and alternative medicines, and variations in parenting across 
the world potentially cross over into child physical abuse, including the use of physical discipline and 
corporal punishment, FGM, cupping, moxibustion, therapeutic burning, and coining. Spanking and 
other forms of corporal punishment are widely accepted and used throughout the world. Using a 
modifi ed parent–child Confl ict Tactics Scale to assess parental discipline in Brazil, Chile, Egypt, 
India, Philippines, and the United States, nearly all 14,239 mothers surveyed used nonviolent disci-
pline and verbal or psychological punishment (Runyan et al.  2010 ). Physical punishment was used in 
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at least 55 % of the families. Spanking rates (open hand on buttocks) ranged from a low of 15 % in an 
educated community in India to a high of 76 % in a Philippine community. Similarly, there was a wide 
range in the rates of children who were hit with objects (9–74 % [median: 39 %]) or beaten by their 
parents (0.1–28.5 %). Spanking and less traumatic forms of physical discipline have been found to 
increase the chance of physical injury, and the child may not understand the connection between the 
behavior and the punishment (Straus  1994 ). Although the child may react with shock from being 
spanked and stop the undesired behavior, repeated spanking may cause agitated, aggressive behavior 
in the child that may lead to physical altercations between the child and parent. Spanking is associated 
with higher rates of physical aggression, more substance abuse, and increased risk of crime and vio-
lence when used with older children and adolescents (Straus  1994 ). 

 There is consensus against using extremely harsh methods of physical punishment, such as burning 
or smothering, which are rare in all countries. Shaking continues to be used; 20 % of parents in nine 
communities admitted shaking children younger than 2 years (Runyan et al.  2010 ). In a larger survey 
of discipline practices by Gray ( 2010 ), 33–94 % of children reported receiving violent punishment in 
countries ranging from Bosnia and Herzegovina (33 %) to Yemen (94 %); 1–44 % experienced severe 
physical discipline. Similar parental acceptance of physical punishment was reported in children as 
young as 2 years. More violent discipline is used in countries where more domestic violence, polyg-
amy, and child labor is reported, and more education and more books in the home were associated with 
a greater use of nonviolent discipline strategies. Corporal punishment in schools has been prohibited in 
at least 108 countries worldwide, but 78 of these did not prohibit corporal punishment as a disciplinary 
measure in penal institutions for children in confl ict with the law, and 43 did not prohibit it as a judicial 
sentence of the courts for young people convicted of an offense (Global Initiative  2010 ). While some 
steps have been taken, more global adoption of corporal punishment bans has the potential to further 
decrease injuries when harsh punishment crosses the line to become child physical abuse. 

 In addition to child welfare systems in the U.S. and other countries, the United Nations Convention 
on the Rights of the Child (UNCRC) has taken a broader approach to establishing societal recognition 
of children’s rights. The UNCRC was adopted and opened for signature, ratifi cation and accession by 
General Assembly resolution 44/25 of 20 November, 1989. It entered into force in 1990 and was rati-
fi ed by all countries except the United States and Somalia (Doek  2009 ). Specifi c provisions deal with 
a child’s right to protection from all forms of violence, abuse, and exploitation; this applies to all 
children with their families, refugees, and those in armed confl ict. The UNCRC brought fundamental 
change to the international community despite ongoing discussion about its limitations (Mulinge 
 2010 ; Svevo-Cianci  2010 ). According to the UNCRC, violence against children is not only morally 
and socially unacceptable but it now violates a fundamental right to respect for and protection of 
inherent human dignity, physical and mental integrity, and equal protection under the law. By ratifi ca-
tion, 193 countries committed themselves and are legally bound to respect, protect, and fulfi ll the 
rights of children. These countries also undertook many legislative, social, and other measures to 
bring their laws and practices into compliance with the UNCRC. While much of the legal framework 
required by the UNCRC is in place, U.S. ratifi cation and full implementation of the UNCRC would 
accelerate the social changes needed to fully recognize children’s rights in the U.S. and would elevate 
the U.S. position as a world leader in this area.  

    Skin Lesions 

 The most common injury from physical abuse affects the skin by bruising or burning. Any skin lesion 
beyond temporary reddening should be considered as potential physical abuse when (1) the injury 
is infl icted and nonaccidental, (2) the pattern of injury fi ts biomechanical models of abusive trauma, 
(3) the pattern corresponds to infl iction with an instrument that would not occur through play or in the 
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environment, (4) the history provided is not in keeping with the child’s development, or (5) the history 
does not explain the injury (Kellogg et al.  2007 ). The aging of bruises in children has received consid-
erable attention and current guidelines are severely limited in their ability to precisely time when an 
injury occurred. Pattern, depth (degree), and healing of burns helps in determining their specifi city for 
maltreatment. Developmental and other considerations need to be entertained as there are a host of 
potential confounders or ‘mimics’ which need to be reviewed when coming to a diagnosis. Some 
children as young as 10 months of age, for example, have been shown to have the developmental 
capability to climb into the bath, suggesting that nonspecifi c burn patterns could be attributed to 
actions by the child rather than the parent in some cases (Allasio and Fischer  2005 ). 

 The distribution of lesions can be a critical factor in determining if a child has been abused. Certain 
sites are highly correlated with abuse, such as buttocks, the lower back, the posterior aspects of the 
extremities and the ears (Maguire et al.  2005 ). Bruising at other sites, such as the bony prominences 
of the forehead, the elbows and lower legs, are consistent with the normal childhood trauma seen in 
mobile children. Sugar and colleagues ( 1999 ) noted “those who don’t cruise rarely bruise,” signaling 
we should be concerned when non-walking infants or motor delayed children have bruising. Infl icted 
bruising may have clear patterns or may be non-specifi c. When an object is used, the pattern of the 
injury may clearly show the outline of the object. Another form of patterned bruising comes from bit-
ing. A careful inspection and measurement of the lesion can determine if a bite is human or animal, 
adult or child, or self-infl icted. Since the most common skin manifestation of physical abuse is mul-
tiple bruises in different stages of healing, it is imperative to use a diagram and appropriate imaging 
to document the color, distribution and pattern of these injuries. 

 A burn is the destruction of skin and underlying tissue caused by the application of a physical 
agent. These agents may be chemicals, heat, cold, or electrical in nature. Since the spectrum of burns 
can range from a simple isolated injury to the involvement of major portions of the child’s body, the 
clinician should assess the type of agent, the distribution and extent of the burn, and the history given 
of how the burn occurred (Toon et al.  2011 ). Many burns in childhood are accidental but are also the 
result of poor judgment or the failure of the caretaker to provide adequate supervision. Here, as in 
other forms of abuse, the developmental age and the size of the child are very important. Infl icted 
burns often have very specifi c patterns such as those seen with immersion or dunking. Burns may 
result from splash, immersion, or contact with a heated instrument or utensil, a fl ame, a chemical/
caustic agent or an electrical source. 

 Accidental burns/scalds commonly involve hot liquids in contact with a child’s face, neck, and 
upper chest (Drago  2005 ). If a child pulls down a cup of hot water, this will produce a different pattern 
than if he had pulled a cup of thick liquid. The action may be modifi ed by the height from which the 
hot liquid fell, the vehicle that contained the hot substance, and the child’s size. Immersion burns 
present with distinctive patterns that result from placing the child in hot water. The patterns include 
stocking/glove burns that are symmetrical burns of the extremities. Forced immersion of the child in 
a tub can produce a burn pattern with well-demarcated lesions and little or no evidence of splash. 

 Contact burns can present with identifi able object patterns such as an iron or a cigarette lighter. 
A child can easily have contact an the iron left on the fl oor or by pulling the cord. Other sources of 
contact burns are room heaters, hair curling irons, electric cooking utensils, and radiators which can 
each produce distinctive lesions. Lit cigarettes can produce lesions that can be diffi cult to distinguish 
from chicken pox or impetigo given the similarity of the size and distribution. 

 A variety of diagnostic issues await further study. As the Institute of Medicine points out, there is 
a great deal of additional data needed by clinicians on the frontlines to assist in determining which 
children need evaluation for abuse, when subspecialists should be called and what tests should be 
done (IOM  2012 ). There are still issues on how to fund training for physicians to recognize and report 
abusive bruises and how to best train case workers, social workers and other investigators about medi-
cal issues. More research is needed to study innovative systems-level changes that may address chal-
lenges associated with decision making on medical issues by frontline workers.  
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    Fractures 

 Acute fractures may be clinically apparent as soft tissue swelling over a fracture site, a deformity of 
the involved limb, or as a decrease in movement with or without external bruising. Infants may present 
with irritability and/or not using an affected limb. Healing fractures may be identifi ed as palpable 
lesions consistent with callus formation, especially over the ribs (Jenny and the Committee on Child 
Abuse and Neglect  2006 ). The absence of swelling or bruises near a fracture site is not uncommon in 
fractures of the extremities and ribs. A case series of 703 consecutive skeletal series reported 11 % 
fractures, with higher rates in infants less than 6 months old, apparent life threatening events, seizures 
and abusive head trauma. 79 % had healing fractures seen (Duffy et al.  2011 ). One study reported that 
when skeletal surveys were done, 23 % identifi ed additional fractures, 10 % in the hands, feet or spine 
(Lindberg et al.  2013 ). Follow up x-rays in 1–2 weeks have been found to identify additional fractures 
in 8.5 % of children (Bennett et al.  2011a ). 

 There is no fracture type that is pathognomonic for abuse, and all fracture types can potentially 
result from infl icted injury. The diagnosis of infl icted fracture must be made through careful correla-
tion of the history provided by the caregiver with the child’s developmental level and physical and 
radiographic fi ndings. Classic metaphyseal lesions, rib fractures (particularly posteriorly), scapular 
fractures, vertebral spinous process fractures, and sternal fractures all have a high specifi city for abuse 
(Kleinman  1998 ). Common, nonspecifi c injuries include subperiosteal new bone formation, clavicu-
lar fractures, diaphyseal fractures of long bones, and linear skull fractures. There are some fracture 
types and fi ndings of intermediate specifi city that are concerning but may be accidental if a clearly 
plausible mechanism is provided. This group includes multiple fractures (particularly when bilateral), 
fractures of different ages, epiphyseal separation, digital fractures, vertebral body fractures and 
subluxations, and complex skull fractures. 

 The age of fractures can be helpful in assessing the plausibility of the history, and multiple frac-
tures of different ages raise the suspicion of abuse. Fracture healing manifests as periosteal reaction, 
also called callus, which is radiographically apparent after 10–14 days, and can be earlier in infants 
(Halliday et al.  2011 ; Prosser et al.  2012 ). Subperiosteal new bone formation can be a normal fi nding 
in infants under 6 months of age when it is found along the shafts of long bones and is symmetrical 
on both sides of the body. Skull fractures cannot be dated with accuracy, however, when non- accidental 
trauma is suspected, appropriate skeletal studies should be done as outlined by the American College 
of Radiology ( 1997 ). Skeletal survey is the standard diagnostic investigation when there is concern for 
physical abuse of infants and toddlers under 2 years old. It includes anteroposterior (AP) views of the 
extremities including feet, with the exception of the hands which are imaged in the posterioaterior 
view; AP and lateral skull; AP and lateral views of the thorax and oblique ribs; AP pelvis; and lateral 
views of the spine. Radiologic evaluation is necessary to assess both the fracture itself and overall 
status of the bony skeleton to identify any metabolic/genetic process that might produce bone fragil-
ity. A discussion of the various metabolic bones diseases associated with fractures is beyond the scope 
of this chapter, and a pediatric radiologist should be utilized since familiarity with the presentation of 
growth variables in the pediatric patient is very important in determining if the fi ndings are consistent 
with non-accidental trauma or other explanations. 

 Several areas of continuing medical research include the delineation of the diagnosis, patho-
physiology and injury mechanics of fractures, head trauma and other abuse injuries. Further research 
is indicated, and physicians should appropriately search and test for alternate explanations while 
appropriately weighting the strong available evidence to ensure that a child remains protected from 
harm. CT, for example has been suggested to be a more sensitive test for rib fractures, yet the increased 
radiation exposure may not warrant it for screening (Berdon  2012 ). While it has been noted that vita-
min D defi ciency does not predispose to fracture in the absence of clinical rickets (British Paediatric 
and Adolescent Bone Group  2012 ; Slovis  2012 ), additional studies regarding the quantitative effects 
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of such defi ciencies could be helpful. Newer imaging modalities, such as diffusion tensor imaging, 
offer valuable ways to detect the effects of AHT, but further studies are needed to help us integrate 
them into clinical practice (Hart and Rubia  2012 ; Xu et al.  2013 ; Yoshida et al.  2013 ).  

    Head Trauma 

 The leading cause of abusive mortality and morbidity is infl icted traumatic brain injury (American 
Academy of Pediatrics  2009 ). With mortality rates of 10–50 % and more than 90 % of survivors 
 having signifi cant developmental sequelae, physical abuse to the head has been noted to have patterns 
of injuries that are distinct from accidental or medical causes. At least 1,400 cases of fatal abusive 
head trauma occur annually in the United States, and there is growing sophistication in our ability to 
differentiate these fatalities from those from nonabusive causes. Prior to 1974, the presence of subdural 
hematomas in infants who had no apparent history or evidence of trauma was given the diagnosis of 
“idiopathic subdural hematoma of infancy”. With the publication of the article by Caffey in 1974 
based on interviews of caretakers, this entity became known as the “Shaken Baby Syndrome” and 
later the “Shaken Baby/Impact Syndrome” as the awareness of this clinical entity grew and applied to 
related clinical situations (Caffey  1974 ). New diagnostic technologies developed in the last century, 
from radiographs to sophisticated computer-assisted imaging techniques, have proved invaluable in 
visualizing internal bleeding and injury. 

 The mechanism for the injury has been described as the violent shaking of an infant resulting in the 
movement of the brain within the skull and related hemorrhage within the eye and optic nerve. 
Subdural bleeding is thought to be caused by the disruption of the bridging veins within the subdural 
space. Rib fractures are attributed to the compression of the chest by the caretaker as the infant was 
shaken. This mechanism of injury is consistent with the histories given by providers over the years in 
which the caretaker sought to silence the crying infant by grabbing the child around the thorax and 
shaking the child until the child stopped crying. Alternative terms for this clinical entity are now being 
used, including Abusive Head Trauma or Non-Accidental Head Injury. Such terms can be used to 
indicate head trauma without reference to the mode of injury other than its being non-accidental in 
nature. Pierce and Bertocci ( 2008 ) noted that infants and children under 3 years with interhemispheric 
subdural hemorrhage were found to have a greater than 99 % probability of intentional trauma, and 
predictive values of a variety of injuries have been calculated (Kemp  2011 ). However, a pattern of 
head crush injuries increasingly seen after TV falls reminds us that these fi ndings are not always 
pathognomonic for abusive head trauma (Deisch et al.  2011 ). Whether external hydrocephalus or 
“benign extra-axial fl uid of infancy” predisposes to subdural bleeding is still not clear. The potential 
contribution of birth and other factors such as maternal anti-Ro antibodies is also provocative (Edwards 
et al.  2012 ). 

 Approximately 4–6 % of abused children have ocular fi ndings. Any ocular injury can be the result 
of abuse, and all forms of abuse may have ophthalmic manifestations (Levin  2010 ). The incidence of 
retinal hemorrhages (RH) in shaken-baby syndrome (SBS) is 85 %, but higher in children who have 
died versus unimpaired survivors. There is an association between severity of brain injury and RH 
severity, and RH can rarely occur without intracranial hemorrhage or cerebral edema (Levin  1991 ). 
Approximately two-thirds of victims have RHs that are too numerous to count and are multilayered. 
These RHs extend out to the retinal periphery, with no particular anatomic pattern, and cover the 
majority of the retinal surface. Macular retinoschisis also indicates trauma. RH cannot be dated with 
precision. Massive numbers of superfi cial or small-dot hemorrhages can resolve within 24 h. There is 
some evidence that mild increases of hemorrhage, or appearance of hemorrhage not previously pres-
ent, can occur early during hospitalization in very ill children, which underscores the need for prompt 
ophthalmology consultation and retinal evaluation (Gilles et al.  2003 ). A small number of infants have 
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been noted to have RH after birth which resolve within 2 weeks. It is also known that RHs in the 
posterior pole are associated with non-abusive causes. The overwhelming body of literature supports 
a conclusion that severe hemorrhagic retinopathy in otherwise previously well children without 
obvious history to the contrary (e.g., head crush or high velocity impact) suggests that the child has 
been submitted to abusive repetitive acceleration-deceleration trauma with or without head impact 
(Levin  2010 ).  

    Other Injuries 

 While the genitals and anus can be physically abused, these injuries will be discussed with sexual 
abuse (Heger this volume, Chap.   4    ). There is a growing body of knowledge about abusive abdomi-
nal and chest trauma which are often ‘silent’ injuries with potentially devastating consequences. 
Abdominal injuries are the second leading cause of death after abusive head trauma but are diffi cult 
to assess given their occult nature, relative lack of bruising, and potential for signifi cant delay in 
symptoms. Even with a history of a severe blow to the abdomen, bruising of the skin is often not 
seen. Examination may reveal guarding and change/loss of bowel sounds. Lab studies must address 
injuries to all the abdominal organs including the kidneys. CT scans of the abdomen are very useful 
in determining the extent of these injuries when the physical fi ndings are diffuse and non-specifi c. 
Direct blows to the abdomen such as a punch, kick or use of an object can injure both solid and 
hollow viscus organs which are both impacted and compressed against the vertebral column (Herr 
and Fallat  2006 ). One study demonstrated that solid organ injuries were most common in both 
accidental and infl icted trauma. Hollow viscus alone or in combination with solid organ damage 
was more common in cases of infl icted injuries (Wood et al.  2005 ). Recent studies suggest that 
abdominal CT imaging and liver function and pancreatic testing should be carried out in all abusive 
head trauma victims to identify occult abdominal trauma given that 25 % or more of even fatal 
abdominal trauma cases can have few or no visible external bruises (Herr and Fallat  2006 ). Infl icted 
chest injuries in children are uncommon as a single episode of trauma but are often seen in conjunc-
tion with other non-accidental injuries such as infl icted head trauma with compression fractures of 
the ribs. Direct blows to the chest wall rarely present with damage to the heart or the thoracic duct 
(Guleserian et al.  1996 ). Many of these injuries are fatal and only identifi ed at post mortem exam. 
Cardiac troponins have been found to be increased after abuse chest trauma, and the time course 
and screening evaluation of serologic markers for abusive abdominal trauma need further study 
(Bennett et al.  2011b ).  

    Preventing Physical Abuse 

 Preventing child abuse and neglect spares children physical and psychological pain and improves 
their long-term health. Dubowitz ( 2002 ) noted that prevention “is intuitively and morally preferable 
to intervening after the fact.” There is increasing evidence supporting the effectiveness of several 
universal and selective prevention interventions, but the effectiveness of most programs is still not 
known (MacMillan et al.  2009 ; Mikton and Butchart  2009 ; Palusci and Haney). Robert Caldwell 
( 1992 ) estimated that the costs of a home visitor program in Michigan would be 3.5 % of the $823 
million estimated cost of child abuse, and small reductions in the rate of child maltreatment were 
thought to make prevention cost effective. Home visiting programs are not uniformly effective, par-
enting programs appear to improve parenting but not necessarily reduce child maltreatment, and some 
family programs are successful in reducing physical abuse but not neglect. 
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 Ray Helfer ( 1987 ) noted the “window of opportunity” that is present in the perinatal period to 
enhance parent–child interactions and prevent physical abuse. Several program models have shown 
promise based upon key periods, including prepregnancy planning, early conception, late pregnancy, 
prelabor and labor, immediately following delivery, and at home with the child. Opportunities for 
prevention include teaching parents and caregivers to cope with infant crying and how to provide a 
safe sleep environment for their infant. A meta-analysis of several early childhood interventions 
concluded that the evidence for their preventing child maltreatment is weak, but longer-term studies 
may show reductions in child maltreatment similar to other programs such as home visiting, when 
longer follow-up can be achieved (Reynolds et al.  2009 ). 

 Several parent education programs have been evaluated for their association with decreases in 
physical abuse and neglect. Family Connections, a multifaceted, home visiting community-based 
child neglect prevention program, showed “cost effective” improvements in risk and protective factors 
and behavioral outcomes (DePanfi lis et al.  2008 ). To address a specifi c form of physical abuse, Mark 
Dias and colleagues ( 2005 ) devised a hospital-based parent education program implemented immedi-
ately after birth that has been shown to decrease the incidence of shaken baby syndrome. Barr and 
colleagues ( 2009 ) have devised a program of parent education in late pregnancy, delivery, and early 
infancy phases to change maternal knowledge and behaviors relevant to infant shaking. Using a 
randomized controlled trial, they were able to demonstrate how “The Period of Purple Crying” was 
able to increase maternal knowledge scores, knowledge about the dangers of shaking, and sharing that 
information with other caretakers. 

 A recent randomized trial in an inner-city clinic with high-risk families was able to show lower 
rates of maltreatment, CPS reports, harsh punishment, and improved health services after an interven-
tion of pediatric resident education (Dubowitz et al.  2009 ). Several barriers (time, training, culture, 
sensitive issues) to widespread implementation can be addressed by identifying potential strategies, 
such as the use of handouts and local news stories, to begin a dialogue during routine pediatric visits 
(Sege et al.  2006 ). 

 With the generosity of the Doris Duke Charitable Foundation, the American Academy of 
Pediatrics launched a program called  Practicing Safety: Connected Kids  aimed at decreasing child 
abuse and neglect by enhancing anticipatory guidance and increasing screening provided by pedi-
atric practices to children ages 0–3 years, focusing on helping parents and families to raise resilient 
children. Each counseling topic discusses the child’s development, the parent’s feelings and reac-
tions in response to the child’s development and behavior, and specifi c practical suggestions on how 
to encourage healthy social, emotional, and physical growth in an environment of support and open 
communication. Practices screened for maternal depression and improved in discussing the issues 
of coping with crying, maternal bonding, toilet training and discipline (American Academy of 
Pediatrics  2005 ). 

 Beyond the traditional medical model, multidisciplinary teams have been formed to address the 
training, education, research, and clinical needs at specialized institutions such as children’s hospitals 
and universities (Krugman  2013 ). In the community, multidisciplinary reviews of child deaths have 
been identifi ed as a key source of information for enhanced case ascertainment and response (American 
Academy of Pediatrics  2010 ; Durfee and Tilton-Durfee  2013 ; Jenny and Isaac  2006 ). Child death 
review teams have had some success in better classifying deaths and in developing policies and pro-
grams to reduce further deaths and injuries (Douglas and Cunningham  2008 ; Hochstadt  2006 ; 
Johnston et al.  2011 ; Rimsza et al.  2002 ; Schnitzer et al.  2008 ). Child death reviews have expanded to 
other countries and to reviews of unintentional deaths, fetal-infant mortality and for children within 
the child welfare system (Palusci  2010 ; Schnitzer et al.  2011 ; Sidebotham et al.  2011 ). In one study 
(Palusci et al.  2010 ), a 9 % decrease in deaths related to child welfare system defi ciencies was noted 
over a 6-year period after implementing team recommendations. 
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 Questions exist regarding the appropriate level of health-based services for victimized children, 
whether their treatment is best provided by primary care physicians or nonphysician specialists, and 
the long-term outcomes from different levels of services (Makoroff et al.  2002 ). Do advanced practice 
nurses, sexual assault nurse examiners, generalists, emergency physicians or child abuse subspecial-
ists, for example, offer better care or promise better outcomes after examination, or are there really no 
differences in outcome for the child? Many medical services occur in what are now called child advo-
cacy centers (CACs) in the U.S., which began in the 1980s to provide specialized services for chil-
dren, usually for concerns of sexual abuse. The CAC model utilizes professionals from a variety of 
disciplines, including police, child protective services agencies, social services, counselors, and phy-
sicians and nurses to provide “a coordinated response” to child abuse (National Children’s Alliance 
 2011 ). These centers have developed both within and separate from hospitals. Many CACs have 
expanded beyond sexual abuse evaluations, but less is known about whether this model results in 
improved medical outcomes (Faller and Palusci  2007 ). Children’s hospitals have also recognized and 
supported this work as well, with refi nement of services and funding streams within the medical 
model (National Association of Children’s Hospitals and Related Institutions [NACHRI]  2005 ). 

 While mandated reporting and investigation of suspected child abuse is believed to result in the 
early identifi cation and provision of a variety of services to help families and prevent further harm to 
children, some studies have not shown the benefi ts of post-investigation services (Palusci et al. 
 2005 ). Unfortunately, other than rehabilitation and effective services for families, the only options 
appear to be criminal investigation and prosecution. The outcomes of programs could be strength-
ened through an intentional focus on the contexts of intervention programs and individual families 
(IOM  2012 ). Additional research is necessary on the sustainability of reform and population-level 
change. The system also could benefi t from a greater understanding of the critical elements neces-
sary for high- quality interventions and a sense of how much programs can adapt while retaining 
those ingredients. 

 Differential response, also referred to as dual track, multiple track or alternative response, is a 
system reform that enables U.S. child protective service agencies to respond differently to accepted 
reports of child abuse and neglect based on factors such as the type and severity of the alleged mal-
treatment, the number and sources of previous reports, and the willingness of the family to participate 
in services (USDHHS  2012 ). It is not known how this is being applied to child physical abuse cases 
or whether this will result in improved services for children and families (Hughes et al.  2013 ). 
Additional research is needed to study how investigation and service models and their implementation 
will affect outcomes for children and families – in particular, safety, permanency and well-being.  

    Summary 

 Beginning with medical recognition of abusive injuries and expanding throughout the community, the 
history of child physical abuse serves as an example of sweeping social change in the U.S. and the 
development of systems and services for children and families which can improve their health and 
development and maximize their potential contribution to society. There is a solid knowledge base 
explaining the patterns of injuries and epidemiologic risk factors for child physical abuse, and there 
continues to be biomedical advances in our understanding and approach to its identifi cation, evalua-
tion, treatment and services. The public health harms and costs of child physical abuse demand a 
continuing examination of cultural practices, discipline, and societal responses. Continued research 
and policy development both within medicine and within society as a whole provide an evidence base 
to determine what is needed to address and prevent this devastating form of child maltreatment.      
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        After 30 years, the sexual abuse of children has fi nally been accepted by both the public and the medical 
professionals as a reality for many children. Three decades ago one of the major challenges was to 
persuade the public and also practicing medical professionals, that child sexual abuse was a real problem. 
Acceptance has not come quickly or without debate and backlash! The public is watching stories 
emerging from the Catholic Church, Boy Scouts, elementary schools and programs focused on children’s 
sports activities. Despite acceptance by professionals and public, child sexual abuse remains a major 
problem in the fi eld of child abuse and neglect and in a recent meta-analysis based on almost ten million 
participants, the overall estimated global prevalence was 127/1,000 in self reports and 4/1,000 in 
informant studies (Stoltenborgh et al.  2011 ). With heightened awareness and media coverage, prevention 
programs began to sprout up across the country, children began to disclose in a variety of settings. 

 The fi rst to recognize the need for the identifi cation, diagnosis and treatment of children who have 
been sexually abused were the child abuse pediatricians. However, there were few expert physicians 
who had suffi cient knowledge to assess normal pre-pubertal anatomy and identify appropriately those 
fi ndings that were diagnostic of prior trauma associated with sexual abuse/assault. Therefore, children 
who disclosed sexual abuse were evaluated in a wide range of settings by medical professionals with 
various levels of expertise and training. 

 The role of the medical professional is critical. Most parents, social workers and law enforce-
ment look to us to provide them with the answer to the question “Has anything happened to my 
child?” In addition, the testimony from the medical professional is the single most important part 
of the evidence presented in court that results in convictions (Berliner and Barbieri  1984 ; Palusci 
et al.  1999 ; Runyan et al.  1988 ). 

 Over the years, the primary medical professional continued to play an important role in the identi-
fi cation and assessment of children impacted by sexual abuse. However, because of the evolution of 
regional centers of excellence (child advocacy centers, hospital based child abuse teams and research 
centers in university hospitals) most primary providers now refer children on to multidisciplinary 
centers staffed with experts in both the interviewing of children and the medical assessment. 
The evolution of centers of excellence based in research and reason in both interview strategies and 
medical diagnosis of child sexual abuse has provided a dramatic improvement in advocacy for children. 
This has been a major stabilizing factor in creating a standard of care essential for the well-being of 
the child victim and the family. 
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 Unlike any other clinical diagnosis, a report of sexual abuse usually results in a criminal investigation, 
possible arrest of the alleged perpetrator and the potential for trial, conviction and long prison sentences 
(Cross et al.  1994 ). This legal response has signifi cant outcomes for the victim (Landwirth  1987 ), the 
alleged perpetrator and the family. Additional challenges to maintaining the highest standard of assess-
ment, diagnosis and treatment have come from the commercialization of the forensic assessments to 
such a degree that individuals with minimal training and little if any peer review and oversight, can 
create a forensic assessment site that caters to the diagnostic needs of law enforcement. Any diagnosis 
driven by money and the legal system can become diverted from staying true to the science and the 
neutrality of a medical conclusion. This is of course true of professionals who fi nd themselves hired by 
either the defense bar or the prosecution. It is therefore critical that the assessment and diagnosis is 
done with the highest degree of integrity and expertise based in research and reason by individuals with 
experience and who remain involved in ongoing peer review. 

 The medical assessment is diffi cult and when done poorly can cause potential harm to the child 
and the family. Both ends of the spectrum are dangerous; missing the fact that abuse is occurring can 
create the situation where the child continues to be abused and quickly learns that he/she cannot fi nd 
help. When normal medical fi ndings are misinterpreted as abnormal, the impact is equally damaging. 
Children may be taken away from a protective family environment and sent into foster care where 
additional abuse and neglect may occur (Paradise et al.  1999 ). 

 Now 35 years after Kempe ( 1978 ) and Sgroi ( 1982 ) described child sexual abuse as “a hidden 
problem in pediatrics” we have board certifi cation in child abuse pediatrics; child sexual abuse is 
routinely taught in medical schools and included in pediatric training curriculae around the world. 
There is an established scientifi c protocol that relies on photodocumentation, common terminology 
and a cohesive peer review process. Professional groups have developed written guidelines outlining the 
signifi cance or insignifi cance of various anatomical fi ndings and have come to a degree of consensus 
on fi ndings that are diagnostic of prior trauma. 

 A consistent theme through all of the research and reason is that medical professionals must play 
an independent and conservative role (Krugman  1988 ), questioning the sole reliance on medical fi nd-
ings when coming to a diagnosis of sexual abuse. This is particularly true when the legal system 
comes into the picture. This relationship of medicine and the criminal justice system creates a diffi cult 
interface between medical professionals, who as scientists are always looking to improve their knowl-
edge and move towards a thorough, evidence-based diagnosis, and the legal system that seeks a defi ni-
tive diagnosis, chiseled in stone in a brief moment in time. This confl ict makes it diffi cult for 
professionals to grow in their knowledge, provide testimony that refl ects these changes and review 
cases from the past, where convictions were made based on clinical concepts that are no longer held 
as the standard. Changing a position on what is clinical evidence of sexual abuse is diffi cult for many 
practitioners. The public media attention (Cheit et al.  2010 ) afforded these cases as well as the conten-
tious nature of the legal system create an environment unique for medical professionals. The attention 
afforded any change of opinion can result in the medical professional becoming the story rather than 
focusing on the scientifi c assessment of the entirety of the case. 

 Perhaps the most important impact of both the increasing professionalism of medical examiners 
and the public acceptance of child sexual abuse as a reality is prevention. By providing children with 
an opportunity to disclose, children are seen earlier, interventions are more effi cient and appropriate, 
investigations accurate, prosecutions effective and the actual rates of sexual abuse seem to be declining 
(Finkelhor et al.  2005 ; Finkelhor and Jones  2011 ). Obviously there is a wide range (both quality and 
quantity) of prevention programs provided children in school settings or implemented through primary 
care providers. Testing the impact of these programs (Wurtele  2009 ) shows that, like the programs 
themselves, there is a variable impact on the child and that the ongoing reliance on children disclosing, 
i.e. “Why didn’t you tell?”, places the burden on the victim rather than the adults charged with their 
protection. However, there is an important side benefi t and impact from the implementation of preven-
tion programs; parents are more likely to begin the conversation and communication with their own 
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child about appropriate behaviors between adults and children and hopefully begin to listen to children 
all the way to the end of their sentences. Some professionals in working with parents of children who 
have been sexually abused ask the parent, regardless of the circumstances, to assume the responsibility 
for the child’s abuse. “It is my responsibility to keep you safe….I failed you.” Taking the guilt and 
blame off the victim promotes healing and impacts the long-term negative effects of child sexual abuse. 

  History from the child  remains the single most important factor in making the diagnosis of sexual 
abuse (Berliner and Barbieri  1984 ; Frasier  1997 ). Other than the perpetrator, the child is the only 
witness to the crime. Over the past 30 years there has been an increasing volume of research on the 
reliability of a child’s report of sexual abuse. Initially much of the research was focused on how to 
undermine the accuracy of the child’s report of abuse. More recently research has progressed towards 
developing evidence-based methods to interview children effectively and in such a way that the informa-
tion from the interview can withstand the vigorous challenges of the legal system. These tools have been 
incorporated into the National Institutes of Child Health and Human Development (NICHD) structured 
interview protocol. This protocol has been reviewed and tested and found to provide useful and usable 
set of guidelines that allow trained interviewers to conduct more consistent and replicable investigative 
interviews (Lamb et al.  2007 ). The current reliance on non-leading, research supported evaluation 
techniques lead to more accurate interviews and assessments which validate the disclosures from the 
child and should be the basis for moving forward with investigations and prosecutions. Most child 
advocacy centers have revamped their approach to interviewing children who have disclosed abuse 
and now rely on approaches that have been researched and tested (Lyon  2005 ) (see Table  4.1 ).

   Prior to assessing the child, the medical professional has an obligation to review all available infor-
mation provided by both the system, i.e. social services and law enforcement, and from the parents. 
Parents and guardians can provide essential past behavioral and medical history that should be taken 
into consideration when assessing for possible sexual abuse. The social and legal systems may pro-
vide us with signifi cant past history of their involvement with the family which can help in planning 
for safety. After gathering as much information as possible from parents, guardians, social workers 
and police, the medical professional should review important aspects of the episode(s) of abuse with 
the disclosing child (Table  4.2 ).

   Most children are reluctant to discuss with a stranger an event that was been both traumatic and 
potentially produced a sense of guilt and responsibility. The fact that the child has presented for inter-
view and examination may well mean that law enforcement is involved and that a parent or someone 
close to them has been arrested. This enhances the stress and trauma to the child, and it is essential 
that the examining medical professional takes the time to reassure the child, reducing the fear and 
stress and remembering that the process of performing a medical examination of a child who has been 
sexually abused can be the one part of the intervention and evaluation that recreates the abuse in the 
mind of the child. The medical professional must therefore participate in reassuring the child, talking 
with the child, explaining the examination and proceeding only when the child understands and agrees 
to the examination. 

  The Medical History : The role of the medical professional in the history taking is not to pry out of 
the child more information than the child is willing to provide at that time, but rather to establish 
before and during the examination if the child can report what happened, where they were touched, 
was there pain or ejaculation, and the identity of the offender. This information can then be used to 
direct the examination and if and where forensic evidence may be found. The documentation of any 
statements made by the child in the course of the evaluation can then be included in the testimony by 
the examining professional. Often in the young child there are spontaneous utterances which are 
admissible in any court. The medical professional is most interested in the nature of the assault or 
abuse, while the location and details about the perpetrator, e.g. what was the alleged perpetrator 
wearing, what was the color of the wallpaper, may be more important to the investigator who is 
attempting to identify the “where” and the “who” of the allegations. 
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   Table 4.1    Ten step investigative interview (Printed with permission from Lyon  2005 )   

 1.  Don’t know instruction  
 If I ask you a question and you don’t know the answer, then just say, “I don’t know.” 
 So if I ask you “What is my dog’s name?”, what do you say? 
 OK because you don’t know 
 But what if I ask you “Do you have a dog?” 
 OK because you do know 

 2.  Don’t understand instruction  
 If I ask you a question and you don’t know what I mean or what I’m saying, you can say, “I don’t know what you 

mean.” I will ask it a different way 
 So if I ask you “what is your gender?”, what do you say? 
 That’s because “gender” is a hard word. So I would say, “Are you a boy or a girl?” 

 3.  You’re wrong instruction  
 Sometimes I make mistakes or say the wrong thing. When I do, you can tell me that I am wrong 
 So, if I say, “you are 30 years old,” what do you say? 
 OK, so how old are you? 

 4.  Ignorant interviewer instruction  
 I don’t know what’s happened to you 
 I won’t be able to tell you the answers to my questions 

 5.  Promise to tell the truth  
 It is really important that you tell me the truth 
 Do you promise that you will tell me the truth? 
 Will you tell me any lies? 

 6.  Practice narratives  

 (a)  Like to do/don’t like to do  
 First, I’d like you to tell me about things you LIKE to do 
 Follow up with “tell me more” questions 
 e.g. “You said you like to play soccer. Tell me more about soccer.” 
 Now tell me about the things you don’t like to do 
 Follow up with “tell me more” questions 

 (b)  Last birthday  
 Now tell me about your last birthday. Tell me everything that happened 
 Follow up with “what happened next” questions, e.g. “You said you played in the bouncy. What did you do next?” 

 7.  Allegation  
  (If child discloses abuse, go directly to Allegation Follow up. Determine in advance which allegation questions you 

will ask.)  

 (a)  Tell me why I came to talk to you  
 Or, tell me why you came to talk to me 
 e.g. “It’s really important for me to know why I came to talk to you/you came to talk to me.” 

 (b)  I heard you saw  
 e.g. “I heard you saw a policeman last week. Tell me what you talked about.” 

 (c)  Someone’s worried  
 e.g. “Is your mom worried that something may have happened to you? Tell me what she is worried about.” 

 (d)  Someone bothered you  
 e.g. “I heard that someone might have bothered you. Tell me everything about that.” 

 (e)  Something wasn’t right  
 e.g. “I heard that someone may have done something to you that wasn’t right. Tell me everything about that.” 

 8.  Allegation follow up  
 You said that (repeat allegation). Tell me everything that happened. e.g. “You said that Uncle Bill hurt your pee-pee. 

Tell me everything that happened.” 

(continued)
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 9.  Follow up with “tell me more” and “what happened next” questions  
 Avoid yes/no and forced-choice questions 

 10.  Multiple incidents  
 Did (repeat allegation) happen one time or more than one time? 
 Tell me everything that happened the time you remember the most… 
 Tell me everything that happened the fi rst time… 
 Tell me everything that happened the last time… 
 Was there another time ?  

Table 4.1 (continued)

   Table 4.2    APSAC defi nitions (Myers  2010 )   

  General terms  
 Erythema: A redness of the skin or mucous membranes produced by congestion of the capillaries 
 Periurethral bands: Small bands, lateral to the urethra that connect the periurethral tissues to the wall of the vestibule 
 Perihymenal bands: Small bands of tissue lateral to the hymen, that form a connection between the perihymenal 

structures and the wall of the vestibule 
 Midline sparing (linea vestibularis): A vertical pale/avascular line across the PF 
 Median raphe: A ridge or furrow that marks the line of union of the two halves of the perineum 
 Longitudinal intravaginal ridges: Narrow mucosa-covered ridges of tissue on the vaginal wall that may be found in all 

four quadrants 
 Labial adhesions: Adherence of the outer-most mucosal surfaces of the vestibular walls 
 Asymmetry of the fossa: The asymmetrical attachment of the labia minora to the fossa (normal variant) 

  Changes in the hymenal edge  
 Angularity of Hymen: Relatively sharp angles in the contour of the hymenal inner edge. (May be evidence of prior 

trauma.) 
 Cleft/notch: An angular or v-shaped indentation on the edge of the hymenal membrane. May extend to the muscular 

attachment of the hymen. (May be evidence of prior trauma.) 
 Fimbriated/Denticular: Hymen with multiple projections or indentations along the edge, creating a ruffl ed appearance 

(a congenital variant) 
 Concavity: A curved or hollowed u-shaped depression the edge of the hymenal membrane 
 Key-hole confi guration: The appearance of the hymenal orifi ce when the posterior lateral portions of the hymenal 

membrane project into the orifi ce creating a concavity inferiorly – (descriptive term that may be misinterpreted) 
 Irregular hymenal edge: A disruption in the smooth contour of the hymen 
 Narrow hymenal rim: Term used to describe the wide of the hymenal membrane in the coronal plane (an abnormally 

narrowed membrane may be evidence of prior trauma) 

 Now we have established the value of disclosure and history taking from the child, we can move 
into the arena of the value of the medical evaluation, the interpretation of the clinical fi ndings and the 
value of the laboratory and forensic evidence. 

  The Medical Examination : The actual examination is the single encounter during the evaluation/
investigation process that most closely resembles the actual abuse. Since there has been the creation 
of wonderful, child-friendly centers of excellence, hopefully every child has the opportunity to be 
evaluated by the experts practicing in this environment. Since so many children once seen by primary 
care medical professionals are now referred to these centers of excellence, the order of the evaluation 
may vary depending on the reason for the referral. 

 For example, if a primary provider believes that there is something “wrong” with the child’s 
genitalia, the fi rst step in the evaluation may be to explain the examination (honesty is the best policy) 
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i.e. “Dr. Jones saw something on your vagina that he was worried about, and I need to take a quick 
look.” And then proceed to do just that. If the primary care professional was just fl at out wrong in their 
assessment of the anatomy, there is little if any reason, and in fact it may be counterproductive, to 
engage in a lengthy forensic interview prior to doing an examination and photodocumentation. 
However if the child/adolescent has disclosed sexual abuse, a thorough forensic and therapeutic 
interview with a mental health professional would be helpful to the professional when coming to the 
conclusion that abuse had occurred. 

 This is the most diffi cult aspect of the assessment of any child or adolescent for possible sexual abuse. 
The examiner must approach the child with care and honesty, explaining the process and establishing 
rapport with both the child and the accompanying adult. Giving the child control and power may be critical 
in limiting the amount of emotional trauma the child experiences from the examination. Most examina-
tions are performed in the supine position with gentle traction on the labia or buttocks in order to gain 
better visualization of the genital area. Labial traction, in girls allows the examiner to visual internal 
structures and photograph evidence of prior trauma (if present). The clear standard is photodocumentation. 
If there is trauma present it is the responsibility of the examiner to document the trauma rather than 
assuming the stance in court of “Well you had to be there!” The purpose of the photos is to document 
abnormal fi ndings to prevent the need for re-examination. Unfortunately, the legal system can put 
enormous pressure on examiners to have abnormal examinations in support of the prosecution and 
without the substantiation of good photos, the examiner may feel the need to make excuses for why the 
photos do not represent what was reported to the police, rather than taking a position, that it is “normal 
to be normal” (Heger and Emans  1992 ; Heger et al.  2000 ). 

 After the examination is completed it is important to reassure both the child and the parents and 
provide them with an honest assessment of your fi ndings. 

  Medical evidence : There are primarily two types of medical evidence: (1) laboratory and (2) clinical. 
The laboratory evidence includes those cases of acute assault of either the child or adolescent looking 
for ejaculate or trace evidence that will help identify the assailant. The other laboratory evidence is 
evaluation for possible sexually transmitted infections. 

 There is a low prevalence rate of sexually transmitted infections in children. Therefore, because of 
the forensic importance, caution must be taken to assess appropriately and exclude any false-positives 
(CDC  2010 ; Shapiro and Makoroff  2006 ). When evaluating the signifi cance of a substantiated case of 
an STI, the medical professional must be thorough to exclude any nonsexual transmission. At the time 
of the examination cultures and other laboratory means for assessing the presence of STI’s may be 
used, treatment is usually withheld until infection is proven. HIV is the one exception to this rule, 
since quick treatment is essential in preventing the transmission. 

  Sexually Transmitted Infections : Confi rmed (laboratory) diagnosis of gonorrhea, syphilis, trichomonas, 
chlamydia and HIV, outside of the neonatal period fall under the category of mandated reporting and 
in most cases are considered to be diagnostic of sexual contact if the clinician has excluded any 
possible non-sexual transmission (CDC  2010 ; Shapiro and Makoroff  2006 ). 

  Forensic Evidence : The advances in the ability of the forensic laboratories to analyze minute quanti-
ties of DNA from a range of sources not just spermatozoa, has greatly enhanced the ability of the legal 
system to identify offenders and successfully prosecute them. In cases of children under the age of 14 
the DNA is enough; in children 14 and older the question of consent is always an issue. Although 
traditionally, society has looked at 18 as the age of consent, the legal system no longer applies this rule 
in many cases in which they determine are consensual. Now the varied application of the law refl ects 
a societal change as teenagers are becoming consensually sexual active at earlier and earlier ages. This 
has impacted the application of the laws and in some states impacted the laws requiring the reporting 
of sexual activity, consensual and non-consensual. 

 In the pre-verbal child, the presence of DNA material may be the only evidence that can be used in 
court to protect the child and prosecute the accused. Therefore it is critical that in acute cases 
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(traditionally under 72 h) that the examiner pay close attention to examining for forensic evidence. 
This includes meticulous examination of the skin and clothing of the child, and coordination with law 
enforcement to access any possible evidence left behind at the site of the assault. Most assaults of 
pre-adolescent children involve acts that do not involve actual penetration and ejaculation into the 
vaginal, anus or mouth of the child but the forensic evidence may be found on the unwashed clothing 
the child was wearing or on bedding, towels, rugs, etc. from the crime scene. Working with law enforce-
ment it is important to remind them that research results indicate that there is a better chance of recover-
ing forensic evidence of ejaculation when police investigating the report evaluate the geography of the 
abuse rather than relying solely on the evidence obtained at the time of the examination i.e. forensic 
evidence is most likely found at the site of the assault, not on the child (Christian et al.  2000 ). 

 If the identity of the perpetrator is known, careful forensic analysis is warranted of his/her person 
and clothing. The advances of forensic analysis have been able to identify victim cells on the penis, 
fi nger, etc. of the offender. In adolescents where the defense is usually that all sexual activity was 
consensual, the clinical documentation of any trauma, genital and extra-genital, becomes equally 
important with the forensic evidence. In sexual assault centers, the most important “rape” kits to pro-
cess would be those from unidentifi ed assailants and from cases involving young children where this 
documentation goes a long way towards substantiating the history from the child. Centers should form 
alliances with local crime laboratories to focus attention on stranger rape cases and cases involving 
the very young child. 

 Another area of forensic oversight that medical professionals should be involved in is the “forensic” 
therapeutic termination of a pregnancy that resulted from an assault. Trained forensic professionals 
should attend all procedures that produce fetal tissue in order to maintain the chain of evidence and 
provide the crime laboratory with the ability to determine forensic evidence of paternity. 

  Clinical Evidence: Research and Reason : 30 years ago the successful investigation and prosecution 
of child sexual abuse was a rarity and relied most commonly on forensic evidence that supported a 
report of ejaculation. In addition the child had to be of an age to be found credible in a court of law. 
Clinical evidence of sexual assault or abuse was rare and documentation of an injury was completely 
reliant on the medical professional’s memory of what was seen at the time of the genital examination. 
These drawings from memory then became the signifi cant forensic evidence in the investigation 
of these cases. In 1982 there were at most 3–4 physicians in the United States who were examining 
preadolescent girls for evidence of sexual abuse; none were taking photographs. 

 Early research into the medical diagnosis of the sexual abuse of children focused on reporting on 
the medical evaluation/fi ndings of children referred for possible sexual abuse. These children were 
referred after disclosure of abuse, exposure to an abusive environment or because a genital examina-
tion by a primary care medical professional needed further clarifi cation. The earliest articles reported 
on rates of abnormal genital fi ndings in the child that were as high as 80 % (Cantwell  1981 ; Emans 
et al.  1987 ; Hobbs and Wynne  1987 ). Many of these reports based their results on a higher rate of 
acute trauma, sexually transmitted diseases and positive forensic fi ndings (Orr and Prietto  1979 ; 
Rimsza and Niggermann  1982 ). Two of the articles (Cantwell  1981 ; Pugno  1999 ) focused solely on 
hymenal diameters as a signifi cant indicator. Other studies included erythema and swelling along with 
changes in anal tone on their list of positive fi ndings (Hobbs and Wynne  1987 ). 

 Since then there has been an explosion of research and clinical reports on the medical evaluation 
of the sexually abused child. The fi rst decade of research on child sexual abuse, covered a wide range 
of clinical fi ndings but lacked a consistency in terminology, methods and results. Furthermore there 
were no “normal” controls in these cases and thus the research came to dangerous conclusions of what 
was considered to be diagnostic of abuse. Equally important, without a strong scientifi c research 
foundation of what constituted normal pre-adolescent anatomy, many non-specifi c fi ndings were 
reported as being post-traumatic. Since 1989 most of the published research has relied on photodocu-
mentation fi rst described in 1986 (Teixeira  1982 ; Woodling and Heger  1986 ). Photodocumentation 
enhanced the potential for consistency and peer review. 
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 With photodocumentation, peer review and standard terminology in place as a means to review and 
standardization, the next research step was understanding normal anatomy. Once normal anatomy was 
established, this research could be used as a standard to compare with the vast number of cases that 
were in the literature that had reported on fi ndings in children who had reported abuse. Without this 
comparison and foundation, any variation, say in hymeneal anatomy, might be interpreted as post- 
traumatic and regardless of the history from the child, catapult the case into the criminal arena or at 
the very least into the child protection process. Research into hymeneal morphology and non-specifi c 
changes, both vaginal and anal, was a good starting point (Gardner  1992 ; Heger and Emans  1992 ; 
McCann et al.  1989 ,  1990 ; Pokorny  1987 ). However, research into normal anatomy was fraught with 
challenges. Questions were always raised about whether the children really abused and just not report-
ing. In other words, how does one recruit children from a general pediatric population where parents 
are willing to have them interviewed and then have their genitals examined and photographed? It was 
because of these questions that research was undertaken to study the anatomy of newborn girls 
(Berenson et al.  1991 ). Researchers decided that (1) children in the nursery are highly unlikely to be 
abused and (2) parents were less likely to balk at having a newborn’s genitalia examined and photo-
graphed. Thereby the selection process was neither complicated with questions about whether the 
child was abused or not nor with the serious objections from parents. After this study it became clear 
that there was a wide range of normal hymeneal shapes, non-specifi c anatomical variations of the 
hymen and peri-hymeneal anatomy that could not be attributed to post-traumatic changes. Other nor-
mal studies, of both vaginal and peri-anal fi ndings, were then undertaken recruiting subjects from 
general pediatric practices, and when photographs were taken and could be reviewed these studies 
substantiated each other and were consistent with what one would predict to see based on the normal 
newborn study (Berenson et al.  1992 ,  1993 ; Heger and Emans  1992 ; Heger et al.  2002a ; Myhre et al. 
 2001 ,  2003 ). Photodocumentation also produced a series of references that included photographic 
atlases that illustrated what was being described in the literature and became teaching tools and refer-
ence guides (Heger and Emans  1992 ; Heger et al.  2000 ). With the reliance on photodocumentation, 
peer review and standardized terminology starting in the late 1980s the rates of abnormal examina-
tions decreased to <3 % by 2000 (Berenson et al.  2000 ; Heger et al.  2002b ). By 2010 most centers 
were reporting standardized abnormal fi ndings under 5–8 % (Adams  2011 ; Berenson et al.  2002 ; 
Berkoff et al.  2008 ; Bowen and Aldous  1999 ; DeLago et al.  2008 ; Dubowitz et al.  1992 ; Kellogg et al. 
 1998 ; Leder et al.  1999 ; Muram  1989 ). 

 This progression towards recognizing that normal is the norm was grounded by the use of photod-
ocumentation that provided the means for standard methods and terminology and most importantly 
for peer review and research replication. The important concept was that researchers and reviewers 
could see and agree on what they were describing and even reach agreement on the signifi cance of 
each fi nding. This ability to replicate and review pushed the fi eld towards a consistency of what was 
reported as abnormal or diagnostic of abuse and/or penetrating trauma. Understanding the diagnosis 
of child sexual abuse is a dynamic discipline and the research continues to provide necessary data and 
should support a more accurate and consistent diagnosis of child sexual abuse. 

 The proliferation of research and peer review improved the understanding of normal anatomy 
and non-specifi c fi ndings and many of the anatomical fi ndings that were reported as abnormal in 
the early studies are now considered by many researchers to be non-specifi c genital variations. 
These non- specifi c anatomical variations include enlarged hymenal diameter, narrowing of the 
hymenal edge, partial notching or clefts of the posterior hymenal rim, erythema or swelling, 
bumps or irregularities and changes in tone or rugal patterns of the anus (Heger  1996 ; Heger 
and Emans  1990 ,  1992 ; McCann and Voris  1991 ; McCann et al.  1990 ; Myhre et al. 2003; Myhre 
et al.  2001 ). 

 With the improved access to emergency evaluations of sexual assault a better understanding of the 
importance of acute injuries developed. Following these injuries to healing was the basis for longitu-
dinal studies that identifi ed the more signifi cant fi ndings to be acute trauma, hymenal transections and 
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genital scarring. Sexually transmitted diseases and positive forensics continued to provide critical 
diagnostic evidence. 

 Photodocumentation, peer review and consensus on terminology also contributed to the develop-
ment of standards of practice and classifi cation schemes as well as consensus papers (AAP  2001 , 
 2005 ; Adams et al.  1992 ; APSAC  1990 ,  1995 ,  1998 ; Muram  1989 ; RCPCH  2008 ). Acceptance of 
standardization was furthered by the adoption of state protocols for interviewing children and docu-
menting medical fi ndings. 

 Based in research and standardization of clinical diagnosis medical experts in this fi eld have come 
to agree that in most cases of sexual abuse there will be no defi nitive clinical evidence of trauma 
(Adams et al.  1994 ; Berenson et al.  2000 ; Heger et al.  2002b ; Kellogg and Parra  1991 ). Working in 
multidisciplinary teams such as advocacy centers, medical professionals play an important role in 
advocating for clear, concise histories from children, conservative, careful medical and laboratory 
evaluations and supportive follow-up and treatment, both medical and psychological. The absence of 
defi nitive medical fi ndings or forensic evidence that sexual abuse/assault as occurred should not 
preclude a case from moving appropriately through the legal system. The inappropriate reliance on 
medical evidence as the only standard for prosecution can ultimately lead to “over diagnosis” by 
eager examiners hoping to help a case through to prosecution. These can then create a pattern for 
“abnormal” examinations that does not meet national standards based on research and experience. 
When “over-diagnosis” occurs and statements are made that normal fi ndings are diagnostic of abuse, 
children who are not abused may be placed in dangerous foster homes and sustain real abuse or 
neglect. We have longed supported the notion that children should be listened to and believed; but 
when they deny abuse shouldn’t we also be listening. 

  Why are the examinations so often normal?  First let’s examine the reasons behind the lack of clinical 
evidence in most cases of child sexual abuse or assault. Most cases of child sexual abuse are normal 
because of the nature of the abuse and the delay in disclosure. It has been shown that in most cases of 
child sexual abuse involving the pre-adolescent child, there is no penetration of the vagina which could 
result in diagnostic post-traumatic anatomical changes in the hymen and/or posterior fourchette. Most 
often children are involved in fondling, manipulation, oral and anal intercourse. At the same time, 
any anal penetration, unless evaluated quickly, heals without evidence of trauma. Mucous membranes 
heal quickly and without signifi cant scarring. Thereby, even when there is penetration of the vagina 
or anus, if there is any delay in the evaluation, evidence of acute trauma will heal quickly and by the 
time an expert medical examiner sees the child the trauma has healed and the examination may 
be normal. In other cases, the child has not disclosed immediately, creating the same delay in exami-
nation and again all possible trauma can heal and the examination is again normal. 

 Once a girl has started the process of estrogenization of her external genitalia and hymen the 
assessment for possible trauma associated with penetration becomes even more complicated. Estrogen 
causes the mucosa of the vaginal introitus and hymen to thickened and become more resistant to 
trauma. The hymen becomes elastic and can be easily stretched with penetration occurring without 
acute trauma. When there is tearing or trauma to the hymen it heals quickly and often times completely 
unless the damage is so egregious that it results in a complete transaction of the hymen to the base. 
Small tears, hematomas, petechiae, unless documented acutely within hours to several days of the 
assault, leave no diagnostic evidence that trauma occurred. The healing of a small tear will at most 
leave only a notch on the edge of the hymen that is indistinguishable from the normal fi mbriated 
hymen of the adolescent. Even pregnant teens have been shown to have normal introital and hymeneal 
anatomy (AAP  2001 ; Adams and Knudson  1996 ; Adams et al.  1994 ,  2004 ; Emans et al.  1994 ; Jones 
et al.  2003 ; Kellogg and Parra  1991 ; Pierce  2004 ). 

 Evaluating pornography cases referred to child abuse pediatricians we have gained insight into the 
nature of abuse perpetrated (and photographed) by those preying on children. Clearly there is rarely 
an attempt to engage in penile-vaginal penetration before puberty. Oral sex, anal penetration, 
simulated intercourse and masturbation are the chosen sexual activities with young children. 
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 In addition, any delay in the evaluation of the child or adolescent results in a loss of both clinical 
and forensic evidence. Forensic evidence is easily lost through delays, both from the process of normal 
bathing and washing of clothes, but also in the deterioration of any forensic material that would be 
helpful in validating a history of ejaculation. A potential solution to the challenge of capturing any and 
all of the evidence that is present in cases of child sexual abuse is in building assessment centers that 
are available 24/7 staffed with medical experts. In addition when evaluation programs are integrated 
with aggressive community and school-based projects that promote early, accurate disclosures by 
children, appropriate evaluations can be undertaken quickly and effectively (Palusci et al.  2006 ). 

 Since historically, the mistakes that were made in the reporting of genital and anal fi ndings as 
abnormal when the examining medical professional was seeing only those children referred for sexual 
abuse and/or did not have a basic understanding of the normal variations and non-specifi c changes of 
the hymen or anus. Because there is such a wide range of non-specifi c fi ndings, it was critical that the 
standard of what was abnormal was not based just on what the examiner was recording or photograph-
ing in cases where the child reported abuse. The absolute diagnosis of post-traumatic anatomical 
changes is dependent on following acute injures to complete healing. Therefore, once research had 
established what was normal and that there was a high degree of normal variation as well as the pres-
ence of non-specifi c fi ndings in the appearance of both vaginal and anal anatomy, research then turned 
to an understanding of how to interpret fi ndings as they healed.. 

 Studies were undertaken to document acute trauma and follow trauma to healing (Bond et al.  1995 ; 
Boos  1999 ; Boos et al.  2003 ; Dowd et al.  1994 ; Finkel  1989 ; Heppenstall-Heger et al.  2003 ; McCann 
et al.  1992 ,  2007a ,  b ). These studies were seeing children and adolescents with acute injuries and then 
following to healing looking for those signs that were different from what had been documented in the 
studies of normal anatomy or established non-specifi c fi ndings. Results of this research indicated that 
trauma heals quickly and in most cases completely. Anal trauma usually heals without any residual. 

 Clearly  acute injuries  to either the genital area or to the anus are evidence of trauma. They are 
easy to see and are completely consistent with trauma regardless of location (Bond et al.  1995 ; Boos 
 1999 ; Boos et al.  2003 ; Dowd et al.  1994 ; Herrmann and Crawford  2002 ). The only question remain-
ing is whether it was accidental or non-accidental. The acute injuries occur anywhere on the 360° of 
the vaginal introitus and hymen and to the anal and peri-anal area. By documenting the acute injuries 
and then following to complete healing, the injuries provide the researcher important information on 
how the genital and anal tissues heal and what fi ndings remain that can be differentiated from normal 
variations and non-specifi c changes. 

 Evaluation of post-traumatic changes that are diagnostic of sexual abuse focused attention on the 
posterior (180°) hymen and fourchette. Research into normal anatomy and non-specifi c fi ndings had 
reported that most of the non-specifi c hymeneal changes (i.e. crescentic hymen, no hymen in a portion 
of the ventral 180°, support bands, deep notches between 9 and 3 clockwise) are normally present in 
the ventral 180° of the hymen. Even when acute injuries were present in the ventral 180°, it was 
impossible to come to the conclusion that after healing these injuries resulted in changes to the hymen 
or perihymeneal tissues that were diagnostic of prior trauma. Any hymeneal variations in the ventral 
180° of the hymen could be a range of non-specifi c fi ndings such as the persistence of a posterior rim 
hymen/crescentic hymen, or congenital notches. 

 However, these studies did show that In trauma to the hymen, the one fi nding (unless surgically 
repaired) that was never found in the normal population and in fact persisted into puberty was a com-
plete transection of the posterior rim of the hymen or a signifi cant deep tear to the hymen and posterior 
fourchette as well as egregious anal tears or burns. Partial hymeneal tears and acute trauma to the 
peri-hymeneal tissues or anal verge usually healed without fi ndings that could be distinguished from 
non-specifi c fi ndings documented in children selected for non-abuse. 

 Questions about anal tone and changes in anal relaxation during examination remain unanswered 
and since tone is hard to document with photographs and thereby come under peer review and scru-
tiny, it remains primarily a subjective fi nding (Heger et al.  2002b ; McCann et al.  1989 ). 
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 Finally with the acceleration of knowledge, photo-documentation, peer review groups, and national 
professional organizations; a system of classifi cation of language and fi ndings emerged (Adams  2011 ; 
Royal College of Paediatrics and Child Health RCPCH  2008 ). The process of classifi cation and 
professional clinical agreements has the ability to evolve over time with access to more research. 
This standardization of research, language and classifi cation schemes supported a more consistent 
level of diagnosis over the past 10–15 years (Adams et al.  2004 ; Berenson et al.  2000 ; Berkoff et al. 
 2008 ; Heger et al.  2002b ). 

 Current consensus of the signifi cance of anatomical fi ndings in the United States was collected and 
published by Joyce Adams in collaboration with members of the Helfer Society. The collective agree-
ment in the signifi cance of the fi ndings included centers of excellence, staffed by the pre-eminent 
child abuse pediatricians in the United States and their positions on various fi ndings are: 

  Non-Specifi c Findings : congenital variations of the hymenal morphology i.e. annular, crescentic 
(posterior rim) redundant, septate or cribiform, micro perforate and imperforate; periurethral or vestibular 
bans; intravaginal ridges or columns; hymenal bumps or mounds; hymenal tags or septal remnants, 
midline avascular area; hymenal notch/cleft in the ventral half of the hymenal rim between 9 and 3 
o’clock supine clockwise; shallow notches/clefts in the posterior rim, external hymenal ridge, the 
smooth area adjacent to the anal verge (anteriorly or posteriorly) i.e. diastasis ani; perianal skin tag, 
changes in pigmentation of either the peri vaginal or peri anal areas; changes in the thickness of the 
hymen (from translucent to thickened); and partial anal dilatation with traction on the buttocks. 

  Medical Conditions:  Changes in vascularity surrounding the hymen, erythema of either the genital 
or anal areas; labial adhesions/fusion (which may break down with minor trauma or during the exami-
nation); transient fragility of the posterior fourchette that may break down during the examination; 
non-specifi c vaginal discharge (culture should be considered); anal fi ssures (superfi cial splits in the 
skin); venous congestion surrounding the anus usually occurring during prolonged position in 
knee-chest position (either prone or supine) during examination. 

  Other Medical/Congenital Findings More Often Misdiagnosed as Abuse:  Urethral prolapse (more 
common in African-American girls); lichen sclerosus (may be present in both girls and boys and present 
as an atropic area surrounding both the vaginal introitus and the anus can break down and present as 
bleeding); non-STI ulcers that may be cause by a wide range of viruses; failure of midline fusion 
(vaginal, perineal, anal), rectal prolapsed; complete dilation of the anal sphincters to less than 2 cm; 
changes in the appearance of the anal folds or exposure of the pectinate line that appears to resemble 
trauma because of the red irregularity of this line; other acute fi ndings such as erythema due to beta 
hemolytic streptococci; and of course accidental acute trauma such as a straddle injury that may be 
misinterpreted as due to sexual abuse (see below; accidental trauma). 

  Findings More Concerning for Abuse : In this category one would need to rely heavily on the history 
from the child and parent. As discussed in the paragraph on the research into the healing patterns of 
acute injury; these signs discussed are those which are found after healing trauma, but are also docu-
mented in research reports from children who selected for non-abuse and examined. They include: 
deep notches or clefts in the posterior 180° of the hymen that extend beyond 50 % of the estimated 
width of the hymen; deep/complete notches or clefts in adolescent girls at the 3 or 9 o’clock positions 
(any deep or complete notches above these landmarks would be impossible to differentiate from non-
specifi c fi ndings or hymeneal variations); marked anal dilatation to greater than 2 cm or more in the 
absence of constipation or other conditions that would impact the ability of the child to maintain 
control of the anal sphincters (note: measuring of the degree of dilatation requires photodocumentation 
with an accurate measuring device visible in the photo); and fi nally those infections that can be 
sexually transmitted, but also have a high prevalence rate through (1) transmission at birth (2) autoin-
oculation or (3) transmission from family members in a non-sexual manner (herpes, condyloma 
accuminata are those most frequently questioned). 
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  Diagnostic of Trauma : It is important to differentiate between accidental and non-accidental trauma 
based on the history from the caretakers; child and other witnesses. 

  Any acute genital or anal injury   should be evaluated as a possible indicator of non-accidental 
trauma . However, injury to the penis, labia minor and majora, posterior fourchette, perineum, and 
anal verge are all consistent with the straddle injury (as well as sexual assault). Penetrating injuries to 
either the hymen or to the anal verge can also be accidental injury if the child falls on an object than 
can penetrate. Findings such as bruising of the hymen, a complete or partial tear of the hymen are 
more likely to be evidence of penetrating trauma as is a perianal laceration (not fi ssure) that extends 
to the anal sphincter. In addition, in girls it is important to remember that the vagina is a potential 
space; the hymen is tissue that is then stretched across the potential space through labial traction 
applied by the examiner, and when traction is released the hymen becomes redundant and may actu-
ally protrude through the labia minor (particularly in thin girls) and be subject to injury to the edges 
if there is a straddle injury to that area. Additionally, acute trauma to a pre-existing condition such as 
lichen sclerosis or a labial fusion/adhesion can result in a break in the skin or adhesion resulting in 
“blood in the underwear” Finally in adolescent girls, consensual sexual activity can result in trauma 
to the hymen as well as the posterior fourchette. History again plays an enormously important role in 
coming to the diagnosis of non-accidental injuries. 

  Non-acute fi ndings that may be diagnosed as caused by non-accidental trauma:  Any scarring of 
the peri-anal area is highly unusual, and previous infections or diseases such as Crohn’s; medical/
surgical interventions or accidental injuries must be ruled out. Changes in the posterior fourchette 
such as labial fusions, linea vestibularis or prior accidental trauma, such as seen in signifi cant 
straddle injuries, must be ruled out before coming to the conclusion that the fi ndings are due to a 
sexual assault. 

  Findings that are indicative of prior penetrating trauma:  The most concerning fi nding of past 
penetrating trauma is a healed complete transection of the hymen between 3 and 9 o’clock (clock-
wise) which is found in either the pre-adolescent or adolescent girl. There is growing consensus 
(Berkoff et al.  2008 ) that this defect in the hymen does not necessarily need to be complete but the 
presence of a deep cleft/notch or defect is equally concerning and not found in girls selected for non- 
abuse. This cleft may be “knife like” and narrow or present with what appears to be a missing segment 
of the hymen that extends to the base and will persist as “missing hymen” from an early age through 
puberty if not repaired at the time of the injury. 

  Follow-up and treatment : The medical professional is responsible not only for treating the injuries 
and infections, but to guarantee that any medical prophylaxis is made available to the child. This 
is particularly important in teenagers when our responsibility extends to verifying immunization 
status for hepatitis B and condyloma accuminata and providing pregnancy prophylaxis. For any 
victim of high risk sexual assault, the medical professional must also provide the appropriate 
information for HIV prophylaxis as well as hepatitis B. It is the usual policy to treat the adolescent 
and adult victim of assault with appropriate antibiotics and screening for any other STIs with a 
planned timeline for follow-up and reassessment. For children, if it is a high risk assault, not only 
should HIV prophylaxis be offered, but baseline values for possible exposures to STI should be 
taken and then retaken at follow up within 3 months. Routine antibiotics for the young child have 
not been the standard of care, but follow-up with cultures or NAATs has been recommended with 
treatment when appropriate. 

 Access to mental health support for both the child and the non-offending family members makes 
this passage through disclosure, evaluation and examination and often involvement with social workers 
and the police less onerous and has been shown to positively impact the long-term emotional outcomes 
(Bernier et al.  1994 ). 
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    Where Do We Go from Here? 

 Over the past two decades the interest in the fi eld of child sexual abuse has shifted from the medical 
diagnosis, assessing normal anatomy, STIs in children and conditions misdiagnosed as abuse to preva-
lence and incidence, prevention, outcomes, mental health interventions and treatment. It is interesting 
to read recent reports that the estimate of the incidence of CSA is actually declining (Finkelhor and 
Jones  2011 ; Jones et al.  2001 ).

    1.    Is sexual abuse declining or have we (professionals and society) become immune to the volume 
of cases; are we more tolerant because of the amount of sexual material we are exposed to in 
the media, the amount of internet sexual contacts and interface? Has the internet increased the 
likelihood that a child may be sexually abused or has the easy access to child pornography on 
line made abuse less likely? Are children less vulnerable because they are more electronically 
savvy, carry phones, and spend hours and hours on electronic devices, making the act of sexually 
assaulting the child less likely and children who are home on their iPads less available? Does the 
access to sexually explicit materials on the internet make children more vulnerable because their 
normal defenses are lowered? These are all questions that need to be addressed by both profes-
sionals and parents.   

   2.    Have new offi cial reporting guidelines impacted the reality of the statistics? I.e. are we reporting 
sexual abuse by strangers as sexual abuse or as negligence and failure to protect on the part of the 
parents?   

   3.    If we were challenged to review all of our cases from 15 to 20 years ago how would we stack up 
against the current state of knowledge in child sexual abuse cases? If there are those languishing 
in jail because of a report or testimony that was provided by the medical professional, should we 
be revisiting this issue with the district attorney and the courts? In some states there are draconian 
sentences for any sexual act against a child, and if the  only  evidence is that provided by the 
medical professional, should these cases be re-evaluated?   

   4.    The evaluation of the genitalia of all children should be routine in all pediatric evaluations. 
If medical professional hold a line against overdiagnosis then no family should be afraid to have 
their child’s genitalia examined or even photographed. It is when there is routine disregard for the 
diagnostic standards established through peer review and national published guidelines, that a 
child’s and thus the parent’s rights to stay together may be impacted.   

   5.    Evaluating research: because it is so diffi cult to access clinical data and document fi ndings in 
children who have not been abused, researchers may be tempted to turn to review articles based 
on “evidence-based research” or meta-analysis of all published research on a particular topic. 
Unfortunately, if the researcher has a particular bent in his/her opinion of what is normal or 
abnormal, they will tend to review and include in the review or meta-analysis article only those 
research products that agree with their hard-held ideas of what is normal and abnormal. For 
example in most of the recent large reviews of children referred for possible sexual abuse 
(Berenson et al.  2000 ; Heger et al.  2002b ) a positive rate for diagnostic fi ndings was under 5 %. 

 Therefore the question is do we include outliers in our case reviews or meta-analysis? Should 
we exclude the outliers such as studies with a positive rate of greater than 80 % of children 
evaluated for possible sexual abuse. Without some extraordinary circumstances in the researcher’s 
center, it is highly unlikely that this rate is consistent with what is currently known about the 
medical/forensic diagnosis of sexual abuse. 

  Common sense should prevail?  When reading and reviewing such a difference in the rates of 
positive examination in one small, but homogenous, population, a reasonable reviewer would 
have to question the validity of a report of greater that 80 % positive fi ndings, when the interna-
tional trend has been drastically lower and most research in this area indicate a rate that is always 
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under 10 %. Research into why studies in different parts of the world vary so greatly would be 
important and in fact, since photodocumentation has become the standard of care it would 
be important, prior to publishing these articles with the astronomically high positive rates, that all 
of the clinical material be reviewed by a panel of experts who should validate this anomalous 
data. Without a critical analysis of research we will continue to have “junk in –junk out.”   

   6.    We obviously need more data on the normal anatomy of girls and boys. I would recommend that 
these studies should be prospective, and when this is done, that ALL of the clinical data, the 
photographs, etc. be gathered and reviewed by experts in the fi eld. This would allow the fi eld to 
be more comfortable with the reliability of the data and make it more likely to be acceptable for 
publication.   

   7.    There needs to be access 24/7 to immediate, appropriate and expert evaluations of children who 
report sexual abuse or of children who present with genital complaints consistent with injury 
which may be accidental or non-accidental. Clearly the ability of the examiner to document 
injuries is dependent on timing. Genital injuries heal quickly and completely, and good assess-
ments and diagnosis appear to be dependent on expeditious evaluations.   

   8.    Independent evaluation of cases involving child pornography would be helpful in understanding 
why examinations are predicted to be less than 5 % abnormal in children who report being 
sexually abused. The fi eld needs a research project by a group of specialists in a federal court house 
who would review cases of child pornography and (1) assign ages to the children and (2) identify 
the various acts perpetrated on the children based on the level of sexual maturation. Results of this 
study would answer that long-standing questions of what sexual acts are performed on children 
at various sexual maturation stages, and since most perpetrators have ongoing access to their 
victims, does it make sense that they would not engage in acts that would result in trauma and 
exposure in the preadolescent child?   

   9.    Impact studies would provide important insight into how we evaluate children, our availability 
and what we do after we have come to the conclusion that a child needs intervention and 
protection, if we were to assess the impact of our interventions and involvement in the lives of 
our patients over the years. Were we in fact therapeutic in the lives of children or did we only 
provide further stress and trauma?   

   10.    Finally, I suggest that we all could get involved with Innocence Projects across the country 
and apply our considerable growth in knowledge and research in reviewing and promoting the 
review of these cases. This of course is a study in courage, but I believe that it would elevate 
what we do today to a new level of science and honesty in the eyes of those who should be 
willing to identify and protect children from those who would do them harm. We should never 
participate in the potential harm of removing a child from protective parents and family, based 
on bad or outdated science.    
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           Background and History 

 From early Greek mythology (Stavrianos et al.  2008 ) to recent sensational headlines (Auburn and 
Grady  2012 ), child abuse fatalities have persisted through ages and cultures. For over 150 years, the 
medical literature has described child abuse fatalities. One of the earliest discussions of fatal child 
abuse was published in 1860 by Ambroise Tardieu, a French Professor of Legal Medicine in Paris. His 
classic paper, reprinted in 2005 (Roche et al.  2005 ) described the autopsy fi ndings of 32 child fatali-
ties of Parisian children – 19 of whom were killed by their parents. 

 Coupled with the descriptions in the literature of child abuse fatalities are calls for prevention. Just 
as Tardieu’s calls for French physicians and society to address child fatalities were ignored, so have 
been recent efforts. In 1995, Donna Shalala, then Secretary of the Department of Health and Human 
Services, called Child Abuse Fatalities “the Nation’s shame” (U.S. Advisory Board  1995 ). Not much 
has been done by our federal government to address the problem in the almost 20 years since that 
publication, except for a recent GAO report recommending improvements in data collection (United 
States GAO  2011 ). Few events challenge our child protection system as much as the death of infants 
and children – whether by violent beatings or shakings, suffocation, deliberate or incidental poison-
ing, or as a result of neglect (either supervisional or emotional). 

 The fi rst challenge in trying to address child abuse fatalities arises from a lack of data on the exact 
number of child abuse deaths in this country. Under ascertainment of child abuse fatalities has been 
recognized since the 1990s (Herman-Giddens et al.  1999 ; Crume et al.  2002 ). Current fatality rates are 
estimates and child death investigations vary from community to community. Without accurate data 
and clear risk factors, prevention remains elusive. This chapter will review the current literature on the 
epidemiology of fatal child abuse, the role of child death investigations in ascertaining the cause of 
death, the causes of child abuse fatalities, and current prevention efforts.  
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    Epidemiology of Fatal Child Maltreatment 

 U.S. data from NCANDS (National Child Abuse and Neglect Data System) report 1,770 cases of 
fatal child maltreatment in 2009 and 1,560 in 2010. These numbers represent 2.3 cases per 100,000 
in 2009 and 2.07 cases per 100,000 in 2010. It is likely that these numbers underestimate the true 
number of child maltreatment fatalities, because not all fatalities are identifi ed as maltreatment, 
and not all identifi ed cases of fatal maltreatment are reported to state child welfare agencies (U.S. 
GAO  2011 ). As many as 50–60 % of child maltreatment deaths may be missed in offi cial reports 
(Crume et al.  2002 ; Herman-Giddens et al.  1999 ). The challenges in identifying all child maltreat-
ment fatalities make it diffi cult to determine trends in maltreatment fatalities over time. While data 
from NCANDS indicate a 46 % increase in fatalities between 1993 and 2007, data from the FBI and 
national vital statistics show an approximate 40 % decline in fatal maltreatment during the same 
time period (Finkelhor and Jones  2012 ). 

 The largest percentage of fatalities occurs among the youngest children. Nearly half (47.7 %) of 
child maltreatment fatalities in the U.S. in 2010 were among infants (<1 year of age), 14 % were 
among 1 year olds, 17 % were among 2–3 year olds, and 11 % were among 4–7 year olds. Neglect 
accounted for the largest proportion of deaths, with 68.1 % of deaths attributable to neglect alone, or 
neglect and another form of maltreatment. Forty-fi ve percent of deaths involved physical abuse, with 
or without another form of maltreatment. 

 Boys are at higher risk of fatal maltreatment than girls (2.5 vs. 1.7 cases per 100,000 in 2010). 
White children make up the largest percentage of maltreatment fatalities (43.6 %); however rates of 
fatal maltreatment are higher among African-American (3.9/100,000), Native American/Alaskan 
Native (1.9/100,000), and Hispanic children (1.9/100,000) compared to whites (1.7/100,000). 

 A number of studies have identifi ed abusive head trauma as the most common cause of fatal mal-
treatment, accounting for 42–45 % of deaths (Collins and Nichols  1999 ; Kajese et al.  2011 ). Asphyxia, 
including drowning, accounts for an additional 22–25 %, and abdomino-throacic trauma accounts for 
approximately 12 % of deaths. Identifi ed triggers include crying, toileting, and general noncompli-
ance (Kajese et al.  2011 ). 

 When examining all maltreatment deaths, mothers are the most frequently identifi ed perpetrator. 
Mothers were solely responsible for 29 % of child maltreatment fatalities in 2010, mother and 
father were jointly responsible for 22 %, and mother and “other” were responsible for 9 %. Fathers 
were solely responsible for 17 % of deaths. Non-parent perpetrators accounted for only 12 % of 
fatalities. One major difference has been noted when looking specifi cally at deaths from physical 
abuse compared to those from all forms of maltreatment. While females, mostly mothers, are the most 
common perpetrator when all forms of fatal maltreatment are considered, males are the primary 
perpetrators of physical abuse fatalities, accounting for about two-third of these deaths (Stiffman et al. 
 2002 ; Schnitzer and Ewigman  2005 ). 

 A number of factors may increase the risk for fatal maltreatment. Data from Missouri child fatali-
ties showed an eightfold increased likelihood of death from maltreatment when an unrelated adult was 
living in the home, and a 4.7-fold increased likelihood of death from maltreatment if the child lived 
with step, foster, or adoptive parents (Stiffman et al.  2002 ). Additional risk factors include teenage 
pregnancy and maternal failure to complete high school (Kajese et al.  2011 ; Schnitzer and Ewigman 
 2005 ), caregiver substance abuse and intimate partner violence in the home (US DHHS  2011 ), late 
prenatal care, poverty, and prior CPS reports (Schnitzer and Ewigman  2005 ). A large number of chil-
dren in the home may be a specifi c risk factor for fatal neglect. In one study comparing deaths from 
neglect to those from abuse, 41 % of families with fatal neglect had fi ve or more members. Families 
with neglect deaths had more children living in the home than those with deaths from abuse (mean of 
3.3 vs. 1.8 children, p <0.001) (Margolin  1990 ). 
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 At least three studies have specifi cally examined fatal maltreatment during the fi rst year of life 
(Paulozzi and Sells  2002 ; Overpeck et al.  1998 ; Herman-Giddens et al.  2003 ). Each of these studies 
identifi ed the fi rst week of life as a particularly high risk period for homicide, with a second peak at 
2–3 months. About 9 % of infant homicides took place during the fi rst week of life; mothers were 
responsible for the vast majority of these fi rst week deaths (Overpeck et al.  1998 ; Herman-Giddens 
et al.  2003 ). Risk factors for infant homicide include mother’s age <15 years, a second child to a teen-
age mother, lack of prenatal care, and less than 12 years of education.  

    Child Death Evaluation 

 As noted above, the actual number of child abuse fatalities in the United States is an estimate, and not an 
exact number. Often death certifi cates do not refl ect the fact that a child died as a result of abuse (Herman-
Giddens et al.  1999 ; Crume et al.  2002 ). To understand why child abuse fatality determination is so 
diffi cult, it is important to fi rst understand the status of cause of death determination in the United States. 
No uniform system for death determination exists in this country as some states have a coroner system, 
others have a medical examiner system, and others have a mixture of both (Fig.  5.1 ). In general, medical 
examiners are forensic pathologists trained in the autopsy and forensic investigations, while coroners are 
elected or appointed offi cials who may or may not be physicians. Currently, there are 2,000 distinct 
jurisdictions for death investigation in the United States, ranging in size from a small county to an entire 
state. Unfortunately, there are only 1,000 forensic pathologists in the United States and even fewer with 
specialized training in pediatric pathology. The subsequent variability that exists in investigation tech-
nique and quality is one reason for a signifi cant underestimate in the 2,000 child abuse fatalities annually 
in the United States.

   Two major efforts have tried to address the issue of inadequate death investigations. The fi rst was the 
development of a standardized child fatality review process (Covington et al.  2005 ). The second and 

  Fig. 5.1    System of death investigation by state (Reproduced from Krugman and Krugman  2007 )       
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more recent was the creation of standardized protocols for child death investigation and corresponding 
database through the Centers for Disease Control. Examples of these protocols for infant death scene 
investigation and autopsy can be found at:    http://www.childdeathreview.org/investigation.htm         and 
  http://www.cdc.gov/SIDS/PDF/SUIDIforms.pdf    .  

    Ideal Process for Child Death Investigation 

 A thorough and complete death investigation of any sudden and unexpected death in a child has three 
stages: scene investigation, autopsy, and collateral history from involved professionals. The scene 
investigation has been made popular recently by television crime shows such as CSI, but it is the stage 
of the investigation that is most likely overlooked or inadequately completed. Many jurisdictions will 
utilize specifi c protocols for infant or childhood scene investigation and use trained homicide detec-
tives to respond to the home or location of death immediately after the child dies. In the ideal situa-
tion, trained police offi cers will respond immediately to the scene of every sudden and unexplained 
child death and conduct a thorough scene investigation, often in conjunction with investigators from 
the medical examiner’s offi ce. The scene investigation should assess where the child was found, who 
the child was with, and what the child was doing at the time of death. In the case of a child found dead 
in a bed or crib, the position in which the child was put to sleep, the position in which the child was 
found, and the presence of other objects in the bed should be documented. The presence of cigarette 
smoke, toxic or illegal substances, or any other evidence should be collected and documented. Blood 
and other body fl uids should be collected for forensic analysis, and photos of the entire scene should 
be taken. 

 The autopsy of a dead child also must be done by a pathologist familiar with causes of child-
hood death. A complete autopsy includes an external examination, internal examination, histologi-
cal examination, toxicological studies, microbiological tests, and metabolic screening for genetic 
conditions. Most infant deaths should include a skeletal survey or CT scan to evaluate for occult 
or healing fractures. Often, crucial organs such as the brain, eyes, or heart need to be sent to patho-
logical specialists for evaluation. 

 Finally, before determining a cause of death, the coroner or medical examiner should evaluate 
the past medical and social history of the child. The past medical history can help elucidate the 
cause of death in circumstances such as children with seizure disorders or cardiac conditions. 
A high risk social situation may lead the examiner to list the cause of death as undermined when a 
defi nitive cause cannot be identifi ed. The term SUDI (Sudden Unexplained Death of Infancy) is 
often used in this situation. Unfortunately, there is not universal agreement on use of the term and 
it varies from locale to locale. In many states, however, this term is used to describe the cause of 
death in infants who died suddenly and unexpectedly, but do not meet the criteria for SIDS because 
of potential social or environmental risk factors. Over the past decade, the rate of SIDS has decreased 
signifi cantly, but the SUDI rate has increased, likely because of the re-classifi cation into the latter 
group of children who used to be called SIDS before thorough investigations were routine (American 
Academy of Pediatrics  2005 ).  

    Child Fatality Review Teams 

 The child fatality review process completes the second part of the cause of death determination for 
children. Child fatality review (CFR) began in the late 1970s. Local teams were founded in Los 
Angeles, Oregon and North Carolina with the goal of better identifying child abuse fatalities 
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(Michigan Public Health Institute  2005a ). In the 1990s, studies from Missouri (Ewigman et al. 
 1993 ), New York (Herman-Giddens et al.  1999 ), and Colorado (Crume et al.  2002 ) demonstrated 
that up to 61 % fatalities due to child abuse were not coded as such on death certifi cates, which arti-
fi cially lowered the true rate of child abuse fatalities in vital statistics records. The CFR process was 
able to better classify the deaths. In 1993, the federal Child Abuse Prevention and Treatment Act 
(CAPTA) required states to include information on child death review in their state program plans. 
In the past decade, CFR teams have been formed in all 50 states and the District of Columbia, and 
many teams focus on determining the cause of all child deaths, not just those secondary to child 
abuse. Many teams will consist of medical, forensic, law enforcement, social services, school, and 
citizen representatives who meet regularly to review all sudden and unexpected child deaths. 

 The CFR process is best understood as a quality control/process improvement system. While there 
is some variation in focus among teams, the majority of teams are a multidisciplinary group that con-
ducts reviews of all unexpected childhood deaths in a community with the purpose of better under-
standing why the child died in order to prevent future deaths. This goal is broader than the original 
teams which only sought to identify fatal child abuse, but the broader goal has helped create process 
improvements in the identifi cation of fatal child abuse. One of the primary objectives of CFR teams is 
to “ensure the accurate identifi cation and uniform, consistent reporting of the cause and manner of 
every child death” (Michigan Public Health Institute  2005b ). By reviewing every unexpected death in 
a locale, each community can ensure that their death investigators are conducting appropriate scene 
investigations and autopsies which are crucial in cause of death determination. Other objectives of 
CFR include improving agency responses to evaluating deaths in general, homicides in particular, and 
protecting other siblings in a family (Michigan Public Health Institute  2005b ). Each of these efforts 
in a community will lead to improved case ascertainment as well as prevention of future deaths from 
fatal child abuse. 

 More information on local and state CFR teams, a “how-to” manual, and further information 
can be accessed at the National MCH Center for Child Death Review’s website at   http://www.
childdeathreview.org    .  

    Causes of Fatal Child Abuse Deaths 

    Abusive Head Trauma 

 Abusive head trauma (AHT) describes a constellation of abusive head injuries to children including 
shaking, shaking with an impact, and direct blows to the head (Christian et al.  2009 ). While some 
controversy exists regarding the exact mechanism of “Shaken Baby Syndrome” multiple publications 
of perpetrator confessions (Starling et al.  2004 ) and comparative studies to accidental injuries 
(Vinchon et al.  2010 ; Bechtel et al.  2004 ) implicate shaking as a mechanism of traumatic brain injury 
in young children. A thorough analysis of the biomechanical controversies of the entity “Shaken Baby 
Syndrome” is beyond the focus of this chapter. AHT as an entity is the most frequent cause of fatal 
child abuse in infants under 1 year old. 

 Estimates for the incidence of AHT vary from 5/100,000 to 41.5/100,000 depending on the defi ni-
tion and methodology (Wirtz and Trent  2008 ; Dias et al.  2005 ). In general, a broader defi nition of 
AHT and younger ages will lead to higher estimates as compared to narrow defi nitions using passive 
surveillance methods, like hospital discharges (Wirtz and Trent  2008 ). Recent publications using 
active prospective surveillance in North Carolina (Keenan  2008 ) and Edinburgh, Scotland (Minns 
et al.  2008 ), and analysis of national inpatient databases (Ellingson et al.  2008 ) place the incidence 
around 20/100,000 births. 
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 Risk factors for AHT can be categorized according to the child, the family and the adult  perpetrator. 
Male children are at higher risk than females. Premature infants and those with disabilities are also at 
higher risk (Herman et al.  2011 ; Starling et al.  1995 ,  2004 ). Young parents, military parents, unstable 
family situations, and lower socioeconomic status are family-related risk factors for AHT (Herman 
et al.  2011 ) while substance abuse, psychiatric disorders or an unreasonable expectation of child 
behavior are adult risk factors (Herman et al.  2011 ; Schnitzer and Ewigman  2005 ). Most often, the 
perpetrator is the baby’s father or mother’s boyfriend, while female babysitters and mothers follow 
(Herman et al.  2011 ; Starling et al.  1995 ). 

 The majority of the cases of AHT occur in young infants between 2 and 6 months of age. The age- 
specifi c incidence overlaps with a slight lag to the peak months of infant crying (Barr et al.  2006 ; Lee 
et al.  2007 ). Coping with a crying infant can be diffi cult, especially for men. Shaking an infant appears 
to be a response to disciplining a child under 2 years of age across many cultures. Parents worldwide 
report using shaking as discipline, with a rate of 2.6 % in North Carolina to 25 % in Chile, and over 
40 % in India slums (Runyan  2008 ). Shaking an infant may provide a positive-feedback loop for care-
givers (Barr and Runyan  2008 ): as shaking quiets the infant and leaves no external marks that could 
be perceived as an unacceptable cultural practice. 

 Infants who die from AHT often present to the hospital in extremis. Recent research has demon-
strated that children who present for medical care with initial Glasgow Coma Scores (GCS) of 5 or 
below had a 58 times greater odds of dying than children with a GCS of 12 or higher (Shein et al. 
 2012 ). The initial presentation of fatal AHT often includes seizures, apnea or coma, while mild AHT 
cases can present with fussiness or vomiting (Herman et al.  2011 ). The intracranial fi ndings most 
often include subdural hemorrhages and subarachnoid hemorrhages, while contusions and other 
parenchymal injuries such as axonal injury can also occur (Herman et al.  2011 ). Secondary injuries 
from hypoxia can lead to cerebral edema or hypoxic-ischemic injuries (Herman et al.  2011 ). The 
overall mortality rate for AHT victims ranges from 11 % to 35.7 % (Shein et al.  2012 ; Chiesa and 
Duhaime  2009 ; Keenan et al.  2003 ) while almost two thirds of victims will have some neurologic 
sequelae (Chiesa and Duhaime  2009 ).  

    Fatal Munchausen’s Syndrome by Proxy 

 Munchausen’s Syndrome by Proxy (MSBP), also referred to as pediatric condition falsifi cation, and 
medical child abuse is a cluster of symptoms that include illness in a child that is either fabricated or 
produced by a caregiver leading to frequent physician or hospital visits for medical treatment. The 
etiology of the symptoms is denied by the perpetrator, and symptoms resolve once the child is removed 
from the perpetrator’s care (Rosenberg  1987 ). 

 Estimates of the incidence of MSBP are diffi cult to ascertain, as the diagnosis can be challenging, 
many cases go undiagnosed, and many are not reported. The best studies have used either prospective 
or retrospective surveillance to identify cases and national census data for population estimates. 
McClure and colleagues calculated a rate of 0.5/100,000 for children <16 years of age, and 2.8/100,000 
for children <1 year of age in the UK and Ireland. These estimates included cases of non-accidental 
poisoning and suffocation (McClure et al.  1996 ). Denny and colleagues ( 2001 ) estimated an incidence 
of 2/100,000 in New Zealand using a survey of all pediatricians in the country. 

 Data on MSBP fatality rates have also been variable. None of the cases in Denny’s study were 
fatal, possibly because he only requested information from pediatricians (Denny et al.  2001 ). 
Rosenberg reported a 9 % fatality rate (Rosenberg  1987 ), and two separate studies found rates of 
approximately 6 % (McClure et al.  1996 ; Sheridan  2003 ). Alexander and colleagues ( 1990 ) cal-
culated a mortality rate of 31 %. However, their sample included fi ve index cases and eight sib-
lings of the index cases. 
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 Fatal MSBP is most often due to poisoning or suffocation. Poisoning or suffocation was identifi ed 
as the cause of death in all cases in the Alexander and McClure series (Alexander et al.  1990 ; McClure 
et al.  1996 ). Two articles examining only cases of smothering both demonstrated high mortality rates; 
18 % in one and 33 % in the other (Rosen et al.  1986 ; Meadow  1999 ). Sheridan’s study did not provide 
data on the cause of death, bud did list patient symptoms. Among the 27 deaths in her series, approxi-
mately half had symptoms of apnea, 22 % had a history of cyanosis, 22 % had vomiting, and 18 % had 
anorexia or feeding problems (Sheridan  2003 ). Case reports of fatal MSBP have typically cited poi-
soning or suffocation as the cause of death (Vennemann et al.  2005 ; Valentine et al.  1997 ; Meadow 
 1993 ; Bartsch et al.  2003 ; Schneider et al.  1996 ). Causes of poisoning have included barbiturates, 
benzodiazepines, ipecac, tricyclic antidepressants, and salt (Vennemann et al.  2005 ; Valentine et al. 
 1997 ; Meadow  1993 ; Bartsch et al.  2003 ; Schneider et al.  1996 ).  

    Suffocation Versus SIDS 

 The determination of an infant suffocation death can be extremely diffi cult to differentiate from 
Sudden Infant Death Syndrome (SIDS). SIDS was fi rst defi ned in the 1970s by consensus statement 
as a diagnosis of exclusion in which a child under the age of 1 year dies with no known cause. The 
vast majority of children who die from SIDS are under 6 months and found in an unsafe sleep posi-
tion, such as prone sleeping. In order to assign SIDS as the cause of death of an infant, a complete and 
thorough death investigation must occur as described above. Unfortunately, because of poor death 
investigations and because suffocating an infant with a pillow can occur despite a completely unre-
markable scene investigation and no fi ndings on autopsy, it is estimated between 1 % and 5 % of SIDS 
cases are actually due to infanticide (American Academy of Pediatrics  2006 ). 

 The confusion and debate among professionals between SIDS and suffocation became an issue 
at the fi rst description of SIDS. The “apnea hypothesis,” in which infants who have recurrent epi-
sodes of apnea later die of SIDS, was one of the fi rst hypotheses for the etiology of SIDS. For 
decades, researchers in a few areas of the country believed that perinatal pneumograms (sleep stud-
ies monitoring heart rates and oxygen levels) could predict future risk of SIDS by identifying 
infants with apnea. Additionally, siblings of SIDS victims were placed on monitors to prevent SIDS 
as there was general acceptance that siblings carried a higher risk of dying from SIDS (Kelly et al. 
 1982 ). Unfortunately, the hypothesis was based primarily on the deaths of infants whose mothers 
were repeatedly suffocating them (Steinschneider  1972 ; Firstman and Talan  1997 ) and the likeli-
hood of infanticide increases as the number of infants in the same family die of SIDS. Many studies 
at the time additionally disproved the apnea hypothesis and risk of sibling deaths (Meadow  1990 ; 
Southall et al.  1982 ; Schechtman et al.  1991 ). 

 Only a thorough death investigation will have the possibility of discriminating death by suffocation 
from SIDS (American Academy of Pediatrics  2006 ). Findings that may suggest suffocation include 
pulmonary intraavleolar hemorrhages on autopsy and a history of oropharyngeal blood (Southall et al. 
 1997 ), but neither is specifi c enough to conclusively diagnose suffocation (Krous et al.  2007 ). The major-
ity of suffocation deaths have no forensic fi ndings in either the scene investigation or autopsy, making 
it challenging to ascertain the cause of death and the exact number of suffocation deaths each year.  

    Fatal Poisoning 

 Poisoning can occur when a child ingests, inhales, or aspirates a toxic substance, or when a toxin is 
injected or absorbed through the skin. Several different types of child maltreatment can lead to death by 
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poisoning. These include neglect, MSBP, severe punishment gone awry, and manslaughter/homicide. 
Poisoning in the context of MSBP has already been discussed. This section will therefore focus on 
neglect, severe punishment, and homicide. 

 Fatal poisoning can be due to neglect in situations where the caregivers’ lack of supervision leads to 
the ingestion of a toxic substance. In the context of poisoning from illegal drugs, the caregivers’ pos-
session and use of illegal substances inherently places the child at risk of harm, and these cases should 
routinely be reported to child protective services. When a mobile child ingests, inhales, or aspirates a 
household product or medication, it may be challenging to determine whether neglect was involved, 
and whether the case should be reported to child protective services. However, fatal poisoning from 
several common household products should raise concern for exposure to illegal drug production (Farst 
et al.  2007 ). For example, pseudophedrine and ephedrine are precursors for methamphetamine produc-
tion. Solvents (e.g. acetone, paint thinner, kerosene), reducing agents (e.g. red phosphorus from match 
strike plates, iodine, ammonia, and lithium), bases (e.g. sodium hydroxide from drain opener, and 
ammonium hydroxide from household cleaners), and acids (e.g. hydrochloric or sulfuric acid) are used 
in the production of methamphetamine (Farst et al.  2007 ). 

 The most frequently reported toxins implicated in fatal poisoning as punishment include pepper, 
salt, and water. Death has been reported in a number of children who were force fed black pepper. The 
cause of death in all cases was aspiration (Henretig et al.  2009 ; Cohle et al.  1988 ). Punishment by 
forced water ingestion may cause hyponatremia, seizures, and cerebral edema (Tilelli and Ophoven 
 1986 ; Dine and McGovern  1982 ; Keating et al.  1991 ), which can be fatal. Force feeding of salt, often 
in conjunction with fl uid restriction may be used as punishment, frequently for enuresis (Baugh et al. 
 1983 ; Dockery  1992 ; Feldman and Robertson  1979 ). 

 Poisoning of children with sedatives to stop crying or keep them quiet may be considered a subset 
of poisoning as punishment. Case reports have included a 3-year old poisoned with diphenhydramine 
for sedation and emesis cessation (Pragst et al.  2006 ) and a 4-year old given haloperidol to punish his 
bad behavior and make him sleep (Satar et al.  2001 ). In other cases, a 10-month old was injected with 
heroin by mother’s boyfriend to keep the infant quiet, and a 1-year old was fed rum and coke to keep 
him quiet (Henretig et al.  2009 ). 

 Parents who choose to commit suicide may decide to kill their children at the same time through 
poisoning or other means. Two case series from Hong Kong described instances of suicide/homi-
cide. Of the 15 total families, there were three child deaths from poisoning. Two of the 14 were 
poisoned, one by coal gas, and another two by carbon monoxide from burning charcoal (Hon  2011 ; 
Lee et al.  2002 ). In these cases, the majority of perpetrators were mothers, who committed suicide 
by jumping from buildings (Hon  2011 ). These cases differ from the poisonings seen in MSBP 
because there is no history of frequent medical visits or unusual or inexplicable illness symptoms. 
A fi nal form of homicide involves the use of children as drug mules – having them ingest drugs for 
surreptitious transport (Beno et al.  2005 ; Traub et al.  2004 ).  

    Fatal Neglect 

 Fatal neglect can encompass a broad range of causes of death. Many involve a lack of supervision, as 
with drowning, falls, leaving a child unattended in a hot vehicle, or burns and suffocation from resi-
dential fi res. Fatal neglect may also occur from poor parental decision making, such as placement of 
an infant in an unsafe sleeping environment, driving with a child while intoxicated, or failure to use a 
car seat or seat belt for the child. A third category of fatal neglect includes medical neglect, in which 
the death could have been prevented with medical intervention. Fatal medical neglect may be the 
result of parental religious beliefs or use of unproven, non-traditional forms of treatment. Finally, 
nutritional neglect may lead to fatal starvation. 
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 Determining whether an unintentional injury death involves neglect can be challenging, particularly 
in instances of lack of supervision and failure to protect. Professionals may be reluctant in these situa-
tions to report to child protective services, believing that the family has already suffered enough, and 
that they don’t want to blame the family for an “accident” (Ewigman et al.  1993 ). Even child fatality 
review teams may have diffi culty labeling a lapse of supervision or failure to protect as neglect because 
of differing defi nitions, lack of standards regarding supervision, and changing norms (Schnitzer et al. 
 2011 ). Therefore, the number and percentage of child deaths involving some degree of neglect are 
probably vastly underestimated. 

 NCANDS data from 2010 indicate about two-thirds of child maltreatment fatalities involve some 
component of neglect (US DHHS  2011 ). About half of these deaths are the result of neglect alone, and 
another half involve neglect and at least one other form of maltreatment. In a 25 year retrospective 
review of fatal neglect in South Carolina, 16 cases of defi nite neglect were identifi ed. Six (24 %) of 
these involved nutritional neglect, with malnutrition, starvation, or dehydration, and four (16 %) 
involved drowning. There were also several cases of toxic ingestions, hyperthermia, hypothermia, 
electrocution, and lack of medical care (Knight and Collins  2005 ). Because this review excluded 
“gray zone” cases, it underestimates the proportion of fatal neglect cases from lack of supervision, 
unsafe sleep environments, and motor vehicle crashes in which children were not properly restrained. 

 Neglect Deaths from Drowning – Drowning deaths may involve neglect in both infants and older 
children. One example is a parent who is bathing an infant or toddler and leaves briefl y to answer the 
telephone, leaving the child unattended. In addition, mobile toddlers and young children have drowned 
from falling into buckets fi lled with water or cleaning solution. Toddlers or preschoolers may drown 
in home swimming pools when safety gates are absent or unsecured. Lapses in supervision, including 
supervision while intoxicated may contribute to drowning in swimming pools as well as natural bod-
ies of water. A 2011 review of 5 years of pediatric drowning deaths in Washington State indicated that 
68 % (21 of 31) of the drowning fatalities in children under 5 years of age involved some degree of 
neglect. While the authors noted that most of the 21 were due to isolated acts of inadequate supervi-
sion, they also indicated that ten of these families had prior CPS referrals (Quan et al.  2011 ). 

 Neglect Deaths from Household Fires – There are a number of different ways in which neglect may 
contribute to child deaths in household fi res. Parents may leave children unattended in a home where 
a fi re starts, leaving the child unable to escape because he is sleeping, is overcome by smoke inhala-
tion, and/or does not know how to escape. An intoxicated adult may be present and unable to help the 
children escape. The fi re may be started by a child with inadequate supervision who has easy access 
to matches or a lighter. In one study of residential fi res in North Carolina, 48 children <18 years died 
in the course of a year – 14 of these died in nine fi res without adult supervision, and seven died in four 
fi res in which one or more surviving adults was impaired by alcohol or other drugs (Marshall et al. 
 1998 ). An epidemiologic study of house fi res in Scotland had similar fi ndings; parental intoxication 
was present in 30 % of 168 fi res with child deaths, and 30 % involved some lapse in supervision 
(Squires and Busuttil  1995 ). 

 Heat Related Deaths – Death from hyperthermia may occur when children are left unattended in 
cars, or when unattended children climb into unlocked cars. There are few studies in the literature 
examining these deaths, in part because there is no specifi c ICD codes to identify these cases (Guard 
and Gallagher  2005 ). One study used news reports to identify 171 deaths over 8 years in children 
≤5 years. The majority of these deaths (125, or 73 %) occurred when parents left children unattended 
in the car, while the remaining cases were instances in which an unsupervised child climbed into an 
unlocked car. Among the 125 cases where children were left in cars, caregivers in about half forgot or 
were unaware of the child in the car. In another 27 % the caregiver deliberately left a child in the car, 
either because he did not want to wake a sleeping child, or because he wanted to restrain a child while 
participating in another activity (Guard and Gallagher  2005 ). 

 Fatal Medical Neglect – Fatal medical neglect may occur when parents deny their children access 
to needed medical care because of religious or cultural beliefs. They may instead opt for prayer, 

5 Fatal Child Abuse



108

laying on of hands, faith healing, or other techniques. Asser and Swan ( 1997 ) published a review of 
religion- motivated medical neglect in which they retrospectively identifi ed 172 child and perinatal 
fatalities over a 20 year period. Child deaths were primarily from infections, diabetes, malignancies, 
congenital heart disease, abdominal surgical disorders, and dehydration. The authors determined that 
140 of the 172 children had at least a 90 % chance of survival, and all but three of the children could 
have benefi tted from medical treatment. 

 The American Academy of Pediatrics has strongly objected to religious treatment in lieu of stan-
dard medical care, stating that children, “have the right to appropriate medical evaluation when it is 
likely that a serious illness, injury, or other medical condition endangers their lives or threatens sub-
stantial harm or suffering. Under such circumstances, parents and other guardians have a responsibil-
ity to seek medical treatment, regardless of their religious beliefs” (AAP  1997 ). Federal laws in the 
United States regarding religious exemptions for medical care have changed several times over the 
past four decades. In 1974, the U.S. Department of Health, Education and Welfare required religious 
exemption laws for states receiving federal child abuse prevention and treatment (CAPTA) funding. 
While this requirement was removed in 1983, many states have opted to maintain their religious 
exemption laws (Sinal et al.  2008 ). 

 Fatal Malnutrition/Starvation – Failure to thrive and malnutrition may occur for a number of rea-
sons, including lack of knowledge of nutritional needs or formula preparation, parental mental health 
or substance abuse, breastfeeding diffi culties, medical problems causing diffi culty feeding, increased 
caloric needs, and/or vomiting and diarrhea. Purposeful withholding of food is uncommon, but may 
occur as a form of punishment or parental rejection (Kellogg and Lukefar  2005 ). Given the nutritional 
and health care resources in developed countries, neglect is likely a contributor to all fatalities with 
malnutrition as the sole cause of death. 

 Children who die from starvation are most often infants and toddlers (Kellogg and Lukefar  2005 ; Knight 
and Collins  2005 ; Berkowitz  2001 ). Published cases provide caretaker histories of minor complaints, sud-
den onset of symptoms, and lack of recognition or acknowledgement of child’s severe symptoms (Kellogg 
and Lukefar  2005 ; Knight and Collins  2005 ). Yet these children all had a lack of subcutaneous fat and signs 
of dehydration at presentation. Autopsy fi ndings included skin tenting, prominent ribs, loss of adipose tis-
sue and poor muscle tone (Knight and Collins  2005 ). Parents in several cases reported that the child had 
just recently eaten, though the children’s stomachs were empty on autopsy. Lack of medical care beyond 
the newborn period was common (Kellogg and Lukefar  2005 ). 

 Determination of the cause of death will naturally rely on autopsy fi ndings, but growth data may 
be helpful in supporting placement decisions for siblings and criminal court proceedings. Growth 
charts will typically show a cessation of weight gain before linear growth and head circumference 
growth stops (Berkowitz  2001 ). If prior growth parameters are available, it may be possible to esti-
mate the length of time without adequate nutrition (Berkowitz  2001 ).   

    Prevention 

 Child abuse fatality prevention uses two general strategies: parent education and home visitation. 
Approaches to parent education (e.g. Parents As Teachers (PAT) and Healthy Families America) pro-
vide new parents with knowledge about parenting and child development with the intention that it will 
reduce the likelihood that a child will be abused in that family (for a review of parent education pro-
grams see the Packard Foundation  Future of Children  report, 1999). These programs are not specifi c 
for child fatality prevention and have mixed success in preventing non-fatal child abuse (Duggan et al. 
 2007 ; Donelan-McCall et al.  2009 ). 

 Thirty fi ve years ago, Gray and colleagues ( 1979 ) identifi ed children at risk of physical abuse and 
neglect by observing the parents’ interaction with their infants prenatally and perinatally. The provision 
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of a lay home visitor to these families reduced the level and severity of physical abuse and neglect. 
These were not controlled studies, but indicated that providing stressed, at-risk parents someone to 
contact could potentially prevent abusive and neglectful situations. While not specifi cally shown to 
reduce childhood mortality, Olds’ home visiting studies using public health nurses intervening with 
high-risk mothers pre- and post-natally have demonstrated signifi cant reductions in rates of child abuse 
reports, subsequent alcohol abuse, criminal behavior and other childhood negative well- being out-
comes in a variety of settings (Olds et al.  1997 ; Donelan-McCall et al.  2009 ). 

 More recent primary preventive strategies that show promise provide education to parents of new-
borns about AHT. Dias in 2005 published an effective strategy that includes providing all parents of 
newborns a pamphlet about AHT and crying, showing parents a video, and having them sign a “com-
mitment statement” to warn any caregiver about the dangers of shaking babies (Dias et al.  2005 ). This 
relatively simple nursery intervention reduced the incidence of AHT in Western NY 61 % compared 
to historical and geographical controls. More recent studies have questioned the effectiveness of the 
video as an intervention (Keenan and Leventhal  2010 ). 

 The CFR process itself may lead to a reduction in child deaths, though these results are not specifi c 
for maltreatment-related fatalities. Work from Georgia (Luallen et al.  1998 ) and Arizona (Rimsza 
et al.  2002 ) have shown a reduction in unintentional deaths. While a decrease in fatal abuse has not 
been demonstrated, the same process of identifying and modifying risk factors may help. Alternatively, 
proper review and well functioning death investigation systems may initially increase the measured 
incidence due to improved classifi cation. 

 Unfortunately, there is no single effective strategy to prevent fatal child abuse deaths. The low 
overall incidence of childhood abuse fatalities coupled with the high prevalence of risk factors for 
fatal child abuse leads to a low predictive value for any individual or combination of risk factors. Any 
intervention needs to reach a large number of individuals in order to prevent one death. It is likely that 
a variety of approaches are needed to prevent child fatalities. Increased provision of effective strate-
gies such as education in the newborn period, new parent support via home visitation, and community 
involvement in assuring healthy families will be the only way to signifi cantly reduce the rates of fatal 
child abuse.     
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           A Multidimensional View of Continuity in Intergenerational 
Transmission of Child Maltreatment 

 Over the past several decades, researchers have reached a relative consensus that while experiencing 
maltreatment in childhood is a risk factor for maltreating one’s own children, this consequence is far 
from an inevitability. Rates of intergenerational transmission of maltreatment (IGTM) range from 
6.7 % to 70 % in the literature. The variability in estimated rates of IGTM mirrors the methodological 
heterogeneity in maltreatment research (e.g., retrospective vs. prospective designs, inconsistent 
maltreatment defi nitions, differing concordance calculation techniques) (see Dixon et al.  2005 ; 
Ertem et al.  2000 , for review; Kaufman and Zigler  1989 ). In the absence of fully prospective investi-
gations of IGTM (i.e., where both parent and child experiences are assessed longitudinally), the most 
comprehensive estimate of the “true” rate of IGTM is ~30 % (Kaufman and Zigler  1989 ). However, 
the marked variability across published estimates remains concerning and suggests the need to 
critically evaluate extant approaches to the conceptualization and investigation of IGTM. 

 In addition to varying estimates of IGTM, research points to an array of mechanisms underlying 
maltreatment continuity and discontinuity across generations. For example, younger parenting and 
parental psychopathology have been implicated in IGTM, whereas, factors supporting desistance of 
maltreatment across generations include supportive relationships, psychotherapy, and capacities for 
meaning making and experiential integration (see Dixon et al.  2005 ; Egeland  1993 ; Egeland et al. 
 2002  for more detailed reviews of risk and protective factors; Egeland et al.  1988 ; Egeland and 
Susman-Stillman  1996 ; Kaufman and Zigler  1993 ). Yet even these risk and protective factors may be 
qualifi ed by individual and contextual characteristics. Indeed, the most consistent fi nding across the 
sizable literature on the manifestations and mechanisms of IGTM is its inconsistency. 

 In this chapter, we apply key concepts from the integrative paradigm of developmental psychopa-
thology to inform a new approach to IGTM research that will simultaneously facilitate greater sensitiv-
ity and specifi city in our understanding of patterns of maltreatment continuity and discontinuity across 
generations. First, we review key models of continuity and discontinuity within the broader framework 
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of developmental psychopathology and highlight the added value of extending this framework to 
IGTM research. Second, we revisit the phenomenology of IGTM with particular emphasis on the infor-
mation provided by instances of persistence and desistence across different forms of maltreatment. 
Third, we suggest a new approach to understanding and investigating mechanisms underlying the etiol-
ogy of IGTM within a developmental psychopathology framework. Fourth, we offer specifi c recom-
mendations for future research on IGTM and discuss implications for ongoing efforts to prevent it.  

    A Multidimensional View of Continuity 

 Developmental psychopathology adopts an organizational view of development, which emphasizes 
the coherence of adaption over time (Rutter and Sroufe  2000 ; Sroufe  1990 ; Sroufe and Rutter  1984 ; 
Werner  1957 ). In this perspective, both continuity and discontinuity in adaptive organization refl ect 
and follow from a fundamentally coherent course of development (Rutter et al.  2006 ; Sroufe  1979 ; 
Sroufe and Jacobvitz  1989 ). As such, both continuous and discontinuous patterns of adaptation are 
worthy of study, and both further our understanding of development broadly. In this chapter, we 
outline a new, multidimensional model of IGTM that is informed by central tenets of organizational 
theory and developmental psychopathology. 

 First, given the reciprocally informative relations between studies of continuity and discontinuity, 
we encourage research focused on processes by which maltreatment persists across generations, as 
well as on those that precipitate discontinuities and “break the cycle.” Patterns of persistence and 
desistence occur within individual development, as well as across individuals and generations (Rutter 
 1989 ). For example, research on parenting practices reveals meaningful continuity and discontinuity 
across the developmental continuum (Pianta et al.  1989a ). Although maternal sensitivity is largely 
stable across development, parenting behavior cannot be explained fully by this continuity. Pianta and 
colleagues ( 1989a ) found that discontinuities in maternal sensitivity were equally important for 
understanding development because they revealed the salience of child and situational factors 
(e.g., marital relationship quality, child gender). As applied to the study of IGTM, we suggest that 
principles of continuity and discontinuity operate across generations, and research must attend not 
only to examples in which the cycle is perpetuated, but also to instances of “lawful discontinuity” 
(Belsky  1993 , p. 416) that break the cycle. 

 Second, the fundamental coherence of development rests at the level of function, despite potential 
variations in form (Rutter  1989 ; Sameroff and Chandler  1975 ; Waddington  1940 ). For example, the 
ability to seek care when distressed in early childhood engenders a capacity to manage distress inde-
pendently in later development such that an apparent transition in form (i.e., dependence to indepen-
dence) belies a fundamental continuity in function (i.e., the capacity to self-regulate in accordance 
with developmentally salient challenges and resources). Similarly, children with histories of avoidant 
attachment can display anger in early development and passivity in later development (Sroufe and 
Jacobvitz  1989 ), yet this is not an example of inconsistency, but rather refl ects changes in the form or 
expression of continuous maladaptation. 

 A central premise of this chapter is that, as with development broadly, we may best understand 
IGTM by attending to the multidimensional nature of continuity in terms of form  and  function. In 
homotypic continuity, both adaptive form and function are continuous, as when a history of child 
physical abuse predicts perpetration of child physical abuse on the next generation. In heterotypic 
continuity, the adaptive form may change while the function remains constant, as when a history of 
child physical abuse predicts perpetration of child emotional abuse on the next generation. This inte-
grated view of IGTM offers a framework within which both types of continuity are appreciated and 
acknowledged, but appropriately distinguished such that information can be gained about persistence 
of form and/or function.  
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    A Multidimensional View of Child Maltreatment 

 It is important to consider possible differences in the form of IGTM continuity because child maltreatment 
represents a constellation of related, yet distinct, experiences. Most forms of maltreatment involve 
acts of commission that infl ict direct harm on a child (i.e., child physical abuse, CPA; child sexual 
abuse, CSA; child emotional abuse, CEA), but others involve acts of omission that deny a child basic 
developmental needs (i.e., child neglect, CN). Even within the broader category of abuse, there are 
important distinctions with respect to the target of injury (e.g., physical injury; attack on sense of self; 
Socolar et al.  1995 ; Toth et al.  1997 ) and developmental effects on particular domains of adaptive 
functioning (e.g., CPA and aggression; CN and impaired social relationships; Briere and Runtz  1990 ; 
Hildyard and Wolfe  2002 ). Individual maltreatment experiences also differ with respect to the severity 
of the event, the identity of the perpetrator, and ages of onset and offset. Despite robust differences 
across individuals’ experiences of child maltreatment, however, researchers often proceed as though 
any childhood adversity at the hands of a caregiver is equivalent. As attention to each of these features 
is appropriately increasing in the maltreatment literature broadly, we believe the study of IGTM will 
particularly benefi t from greater attention to the specifi c implications of maltreatment subtype. 

 Consideration of subtypes remains a challenge in broader maltreatment research as well. Given 
considerable comorbidity across maltreatment experiences (Claussen and Crittenden  1991 ; Higgins 
and McCabe  1999 ; Ney et al.  1994 ), it is often diffi cult to identify unique effects associated with each 
type of exposure. Should one attempt the diffi cult task of obtaining a sample that has experienced a 
single type of maltreatment, the sample would likely differ from typically maltreated children, who 
generally experience multiple subtypes in combination (Claussen and Crittenden  1991 ). Moreover, 
there are statistical challenges to obtaining information about individual subtypes in samples that have 
experienced multiple forms of maltreatment. The dominant homogenized maltreatment model, which 
was largely born out of necessity, has generated useful information about overall patterns of child 
maltreatment. However, a shift toward greater specifi city has begun to establish a new paradigm, one 
in which consideration of individual differences in maltreatment experience is paramount. Studies 
increasingly emphasize the importance of unique effects of single maltreatment types, and, more 
recently, this work has been extended to successfully reveal unique effects of different combinations 
of multiple maltreatment subtypes (Berzenski and Yates  2011 ; Pears et al.  2008 ). As applied to the 
study of IGTM, we suggest that a focus on subtype specifi city will reveal that, just as the experiences 
of subtypes of maltreatment have different correlates and consequences, the continuity of these 
experiences across generations may vary as well.  

    A Multidimensional View of IGTM Phenomenology 

 Adopting a nuanced appreciation for meaningful distinctions across forms of continuity (Rutter  1989 ), 
as well as forms of maltreatment (Briere and Runtz  1990 ), we offer a sensitive and specifi c framework 
to guide future research on IGTM. Thus far, studies of IGTM have classifi ed caregivers as maltreated if 
they experienced one or more of any subtype of abuse or neglect, even when some participants experi-
enced one type of maltreatment and other participants experienced different or multiple types. Likewise, 
researchers typically defi ne maltreatment as continuous across generations if the children of these 
caregivers experience one or more subtypes of abuse or neglect. While aggregated studies have been 
the norm, and were perhaps necessary to establish broad parameter estimates of IGTM, the failure of 
extant research to converge on a coherent model of IGTM suggests that it is time to refi ne our focus. 

 Kaufman and Zigler ( 1989 ) argued that it was  not  important to separately examine subtypes 
(specifi cally CPA, CSA, and CN) in research on IGTM “because the intervention implications of 
these three forms of maltreatment are quite similar” (p. 130). Nearly 25 years ago, this assertion may 
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have been both useful and appropriate. However, in light of new information regarding the specifi city 
of maltreatment experiences, effects, and intervention efforts (e.g., MacMillan et al.  2009 ), the utility 
of this unitary framework has been realized and may, in fact, inhibit progress toward a complete 
understanding of IGTM. We argue that a more precise paradigm will clarify extant research fi ndings 
and reveal previously obscured patterns of continuity and discontinuity. 

 First, greater attention to maltreatment subtypes will contribute to increased clarity in the commu-
nication of research fi ndings. Until recently, the majority of studies on IGTM have been done with 
participants who experienced CPA alone or in combination with other maltreatment subtypes. In fact, 
there are no known studies with aggregated samples of maltreatment that exclude CPA. Indeed, the 
entire literature on rates and mechanisms of IGTM might be more accurately described as a compen-
dium on the intergenerational transmission of CPA. At times, even studies exclusively measuring CPA 
have referred to it simply as ‘abuse,’ with cursory acknowledgment of the specifi c content of the 
experience restricted to the method section (e.g., Pears and Capaldi  2001 ). In other studies, distinct 
types of child maltreatment (e.g., CPA and CEA; CPA and CN) are combined into a homogenous 
construct (i.e., “maltreatment”), even when the heterogeneity of these experiences is acknowledged 
(Berlin et al.  2011 ; Cort et al.  2011 ; Dixon et al.  2005 ; Egeland and Susman-Stillman  1996 ; Hunter 
and Kilstrom  1979 ). Although some studies have investigated the continuity of particular subtypes of 
maltreatment, certain types have been investigated more than others (i.e., CPA and CSA more than 
CEA or CN). Moreover, the fi eld suffers from a lack of integration with respect to information learned 
from these individual studies. Therefore, it is essential to distinguish research studies that represent 
fi ndings specifi c to one type of maltreatment (usually CPA) from those that can be generalized across 
multiple types of maltreatment, and it is equally important to integrate research on other individual 
subtypes into this corpus of work. 

 Second, greater specifi city may clarify the meaning of variability in published rates of IGTM across 
studies and samples. Confounding single and multiple maltreatment experiences may contribute to 
confusion when trying to compare transmission rates across studies. In addition, attempting to compare 
separate studies in which different experiences of maltreatment are treated as equivalent (e.g., one 
study in which participants experienced CPA and CN, and one in which they experienced CPA and 
CEA) may cause fi ndings to appear inconsistent due to methodological, rather than actual, differences. 
Parsing experiences of multiple versus unitary maltreatment, and of different types of maltreatment, 
may uncover previously undiscernable information about each experience and clarify rates of IGTM. 

 Third, type-specifi c investigations may reveal important information about mechanisms by which 
specifi c maltreatment experiences are transmitted. Certain types of maltreatment may be more vulnerable 
to particular mechanisms of transmission than others and/or specifi c mechanisms may operate differently 
in the context of particular maltreatment subtypes. Although it is less common to experience one type of 
maltreatment than multiple types, fi ndings regarding independent subtypes may nevertheless shed light 
on basic developmental processes that underlie the phenomenon of IGTM as a whole. Eventually, this 
understanding may inform discussions of IGTM patterns and suggest how various mechanisms may 
interact in the context of each individual’s unique experiences. Therefore, we will both review literature 
that has homogenized the experience of IGTM and integrate studies of individual subtypes of IGTM to 
elucidate differences and commonalities in the phenomenology and etiology of IGTM. 1  

1   We examine CPA, CSA, CEA, and CN in this chapter. While exposure to domestic violence (DV) is a pernicious form 
of child maltreatment, a vast literature exists on the IGT of DV, the exploration of which is beyond the scope of this 
review. Indeed the entirely separate literature on DV illustrates our concern that research on IGTM has been constrained 
by a lack of integration of research on unitary experiences, and the exclusion of multiply embedded contexts. Moreover, 
we specifi cally examine IGTM in mothers and exclude fathers from this discussion. While there is some research on 
fathers as perpetrators of maltreatment, this extra dimension is ancillary to our main focus on subtypes of maltreatment 
in our current discussion. Therefore, when we discuss type-specifi c transmission of CSA, for example, we will be 
referring to mothers who experienced CSA and their children who have experienced CSA, even though mothers do not 
typically perpetrate this type of maltreatment. 
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 As discussed previously,  homotypic IGTM  occurs when a mother who experienced a particular 
type of maltreatment has a child who experiences the same type of maltreatment (e.g., CPA for the 
mother and for the child).  Heterotypic IGTM  occurs when a mother who experienced a particular type 
of maltreatment has a child who experiences a different type of maltreatment (e.g., CPA for the 
mother and CEA for the child). Despite variation in form, heterotypic IGTM is functionally continuous 
in that both mother and child are maltreated, albeit in different ways. Of note, studies that aggregate 
different subtypes of maltreatment experienced by the mother, the child, or both, preclude identifi ca-
tion of the specifi c form of continuity and thus constitute instances of  undifferentiated IGTM . 

    Homotypic and Heterotypic IGTM 

 Adopting a multidimensional view of continuity when studying IGTM opens several promising ques-
tions: First, is homotypic continuity more prevalent than heterotypic continuity? A few studies have 
examined type-specifi c IGTM to evaluate the hypothesis that homotypic continuity is more common 
than heterotypic continuity. However, these studies have had mixed results, which may be due to their 
varying methodological approaches. For example, some comparisons used control groups or other-
wise accounted for base rates of maltreatment subtypes (Kim  2009 ; Ney  1988 ), yet others did not 
include these directed comparisons, and subsequently reported less evidence for type-specifi c IGTM 
(Pianta et al.  1989b ). While second generation maltreatment is often measured as a composite of 
multiple subtypes, the studies mentioned above, as well as key examples of single subtype investiga-
tions, can begin to shed light on the extent of type-specifi c IGTM for each of the four subtypes of child 
maltreatment examined here. In so doing, we will address a second question about whether particular 
types of maltreatment are more vulnerable to homotypic continuity than others. 

  Child physical abuse . Studies of CPA reveal moderate consistency of transmission rates. Pears and 
Capaldi ( 2001 ) investigated CPA in a sample of at-risk boys and found that 23 % of mothers who had 
experienced CPA had physically abused their sons, while 10 % of mothers who had not experienced 
CPA had physically abused their sons. They concluded that CPA increased the odds of second genera-
tion CPA by a factor of 2. Even more strikingly, Kim ( 2009 ) found that CPA in the fi rst generation 
increased the odds of CPA in the second generation by a factor of 5, with 15.7 % of CPA mothers’ 
children experiencing CPA, compared to 3.6 % of non-CPA mothers. Moreover, Kim was one of only 
a few investigators to compare rates of homotypic CPA transmission to those of heterotypic CPA 
transmission while taking base rates into account. In this sample, 17.6 % of CPA mothers had children 
with histories of CN, which was similar to the 15.7 % rate of homotypic CPA transmission; however, 
when compared to the base rate incidence of CN among  non-CPA  mothers, which was 13 %, CPA in 
the fi rst generation did not signifi cantly increase the likelihood of second generation CN. Taken 
together, these fi ndings suggest that homotypic continuity for CPA is greater than heterotypic continu-
ity, once base rates are taken into account. Pianta and colleagues ( 1989b ) found a very similar 17 % 
homotypic transmission rate of CPA by age 6, but this number was not compared to rates among non- 
CPA mothers. Although Pianta and colleagues ( 1989b ) suggest that their fi ndings did not support 
type-specifi c continuity because the same percentage (17 %) of CPA mothers had children with CN, 
their percentages mirror Kim’s ( 2009 ) fi ndings, and cannot be interpreted fully in the absence of a 
base rate comparison. Additionally, Ney ( 1988 ) found that the correlations between mothers’ CPA and 
CPA in the next generation were comparable to correlations between CPA and CEA in the next gen-
eration, and higher than those between CPA and CN or CSA, which were not signifi cant. However, 
the absence of base rate comparisons limited the author’s ability to interpret these fi ndings with regard 
to the relative magnitude of homotypic versus heterotypic IGTM. On the whole, research suggests 
that there is signifi cant homotypic continuity of CPA (see Ertem et al.  2000 , for review), but variabil-
ity in both methodology (e.g., base rate comparisons) and sampling (e.g., documented vs. reported 
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maltreatment; clinical vs. community samples) precludes any fi rm conclusions regarding specifi c 
rates of IGTM of CPA at this time. 

  Child sexual abuse . Most studies examining the IGTM of CSA do not compare CSA to other forms 
of abuse. Although several studies have published rates of homotypic CSA transmission, fi ndings are 
complicated by the notable discontinuity between victims and perpetrators across generations. While 
male victims of CSA are often studied as potential perpetrators of CSA in the next generation, female 
CSA victims may not perpetrate CSA, but still may have children who experience CSA at the hands 
of their partners or other adults who have access to their children (Glasser et al.  2001 ). Maternal 
behaviors that contribute to CSA in the next generation may be better classifi ed as neglect due to 
failure to protect the child, which makes it diffi cult to talk about type-specifi c CSA transmission 
in consistent terms. As discussed earlier, however, this review focuses on specifi c maltreatment expe-
riences of mothers and their children irrespective of perpetrator identity. Thus, we defi ne instances 
when mothers with a history of CSA have children who experience CSA as homotypic IGTM of CSA. 
This nuanced approach to understanding the IGTM of CSA highlights another advantage of differen-
tiating among subtypes of IGTM, as mechanisms underlying homotypic CSA transmission may differ 
from instances when a formerly victimized parent becomes the direct perpetrator of the same type of 
abuse in the second generation. 

 In general, studies of homotypic CSA transmission put rates between 20 % and 30 % (Beltran  2010 ), 
but it is diffi cult to compare these studies methodologically. Many studies on CSA in particular are ret-
rospective, drawing on samples of sexually abused children and inquiring about the maltreatment history 
of their parents (see Collin-Vezina and Cyr  2003 , for review). This method of IGTM estimation provides 
infl ated rates compared to prospective or quasi-prospective studies. Moreover, as noted previously, these 
studies often do not include control groups with which to look at odds ratios or make base rate compari-
sons. Two studies on samples of sexually abused children have included control groups, and both fi nd 
increased rates of CSA among the children of CSA mothers (57 % compared to 44.7 % of controls, 
Leifer et al.  2004 ; 74 % compared to 25.8 % of controls, Oates et al.  1998 ). Still, even with the inclusion 
of a control group, these studies are not comparable to those adopting quasi-prospective designs to 
investigate other types of maltreatment, as sampling may be inherently biased in retrospective studies. 
One study that recruited families for domestic violence, rather than CSA, found an increased risk of 
CSA of 3.6 times for girls whose mothers had experienced CSA (McCloskey and Bailey  2000 ). Biased 
sampling approaches, such as patients who are currently in therapy (Glasser et al.  2001 ), and the absence 
of prospective designs limit our understanding of CSA transmission. Indeed, some research suggests 
that, though moderate homotypic continuity of CSA may exist, rates may be lower than heterotypic rela-
tions between CSA and physical CN (Ney  1988 ), which may be consistent with the categorization of 
second generation sexual abuse as a “failure to protect” the child on the part of the mother. In sum, rela-
tive to the literature on the IGTM of CPA, less is known about transmission patterns of CSA. 

  Child emotional abuse . There is a very small literature on the IGTM of CEA. This dearth of information 
is particularly concerning amidst increasing evidence that CEA may be the most pernicious form of 
maltreatment (Berzenski and Yates  2010 ,  2011 ; Kent et al.  1999 ; McGee et al.  1997 ; Spertus et al. 
 2003 ; Yates and Wekerle  2009 ). Ney ( 1988 ) found that CEA correlated most strongly with CEA in the 
next generation, with smaller but signifi cant relations with CPA and a non-signifi cant relation with 
emotional CN in the next generation. Perhaps more than any other subtype, research on CEA is com-
plicated by a lack of defi nitional clarity, and an underrepresentation of CEA reports in documented 
maltreatment cases. Therefore, it may be useful to begin studying the IGTM of CEA by examining 
relations between CEA in the fi rst generation and rejecting or verbally hostile parenting in the second 
generation. Studies of this nature provide some support for homotypic transmission of CEA (Whitbeck 
et al.  1992 ), but there is insuffi cient research to determine both whether or not CEA evidences 
higher rates of homotypic continuity, relative to heterotypic transmission patterns (i.e., type-specifi c 
transmission), and the specifi c IGTM rates of each. 
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  Child neglect . As discussed previously, CN differs from other maltreatment types, in that it consists of 
acts of omission, rather than commission. Therefore, the IGTM of CN may differ from other types 
of maltreatment. Failure to protect a child by exposing her/him to other types of maltreatment is one 
area in which CN overlaps with other reported instances of maltreatment, but several other forms of 
neglect exist. CN may take on physical, supervisory, and/or emotional forms, but the fi eld has not yet 
parsed the IGTM of CN across those specifi c categories. Kim ( 2009 ) found that 21.1 % of parents 
who experienced CN had children with CN histories, compared to 9.3 % of parents who did not 
experience CN (an odds ratio of 2.61). Among parents with a history of CN, 9.9 % physically abused 
their children, compared to 5.1 % without such histories (an odds ratio of 2.03). However, although 
both homotypic and heterotypic transmission rates were signifi cant, only mothers’ CN (and not mothers’ 
CPA history) predicted CN in the second generation when other factors (e.g., ethnicity, number of 
children in the household) were controlled. Although they did not report specifi c IGTM rates for CN, 
Pianta and colleagues ( 1989b ) observed that the maltreatment of children whose mothers had a 
history of CN “primarily took the form of neglect” (p. 244). Ney ( 1988 ) found that mothers’ own 
physical CN was most strongly related to physical CN of their own children, and, secondarily, to CSA 
in the next generation. Although these relations are consistent with a model of failure to protect, the 
obtained correlations were not signifi cant. In contrast, Ney ( 1988 ) found that mothers’ own history of 
emotional CN was signifi cantly correlated with their child’s emotional CN, as well as with CEA and, 
to a lesser extent, CPA in the next generation. 

  Summary . Taken together, these fi ndings suggest that type-specifi c transmission of child maltreatment 
does exist, such that homotypic continuity of IGTM is more prevalent than heterotypic continuity of 
IGTM, although the extent and details of this phenomenon remain unclear. In most studies that used 
odds ratios and base rates, the experience of a type of maltreatment was more likely to relate to that 
same type of maltreatment in the second generation (i.e., homotypic IGTM) than to other types 
(i.e., heterotypic IGTM), though other types of maltreatment remain more likely to occur than no 
maltreatment at all. Such instances of type-specifi city (i.e., higher rates of homotypic IGTM relative 
to heterotypic IGTM) were most pronounced in studies of CPA, however, this is also the area in which 
the most studies have been conducted. That said, in cases where CPA and CN were examined in the 
same sample, CPA seemed to evidence more type-specifi c transmission than CN. More studies of 
particular subtypes of maltreatment transmission, within sample comparisons of type-specifi c trans-
mission, and continued comparison and integration of these fi ndings, are essential next steps toward a 
comprehensive and necessarily multidimensional understanding of IGTM.  

    Undifferentiated IGTM 

 Beyond the form of continuity and the relative prevalence of type-specifi c transmission, a third 
question informed by this new framework for understanding IGTM asks whether certain subtypes of 
maternal maltreatment are more vulnerable to IGTM in general than others. Studies measuring undif-
ferentiated IGTM, in which experiences in the second generation are aggregated across type, are best 
suited to address this third question. In one sample of maltreated mothers, for example, mothers who 
had specifi cally experienced CPA had children who had been maltreated 68.1 % of the time, compared 
to 61.7 % of non-CPA mothers, while mothers who had experienced CSA had maltreated children 
71.6 % of the time compared to 59.1 % of non-CSA mothers, and mothers who had experienced CN 
had maltreated children 63.7 % of the time, compared to 64.2 % of non-CN mothers (Zuravin et al. 
 1996 ). Although these rates of undifferentiated IGTM are fairly comparable, the authors note that 
there was a trend for CSA to increase the risk of second generation maltreatment marginally more 
than the other two types of maltreatment. Similarly, Pianta and colleagues ( 1989b ) found a rate of 
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60 % transmission from mothers with a history of CPA to any type of maltreatment by age 6, a 69.2 % 
rate in mothers with a history of CSA, and a 44.4 % rate in mothers with a history of CN. Spieker and 
colleagues ( 1996 ) compared odds ratios in a logistic regression predicting aggregated child maltreat-
ment and found that CPA and CSA had similar weights, with CSA yielding an odds ratio of 2.6 for 
second generation maltreatment, while CPA was slightly lower at 2.3. Lastly, Berlin and colleagues 
( 2011 ) found that 16.7 % of mothers who had experienced CPA had maltreated children, compared 
with 7.1 % of controls, whereas 9.4 % of mothers who had experienced CN had maltreated children, 
which was a non-signifi cant difference compared to 7.7 % of controls with maltreated children. 
Additionally, although Ney ( 1988 ) analyzed subtypes of maltreatment independently, he found higher 
correlations between mothers’ own CPA, CEA, and emotional CN experience and maltreatment of 
their own children, than between mothers’ own history of physical CN or CSA in and maltreatment of 
their children. 

  Summary . Evidence as to whether specifi c types of maltreatment in one generation differ in their 
likelihood of predicting any maltreatment in the next generation remains equivocal. There seems to be 
trend suggesting that CSA may evidence slightly higher rates of undifferentiated continuity, followed 
by CPA, and then CN. This lack of clarity may follow from the varied methodological and defi nitional 
challenges researchers face when studying any particular maltreatment type. Moreover, other aspects 
of the maltreatment experience may affect IGTM rates, and may differ systematically between sub-
types. For example, severity of maltreatment is associated with higher rates of IGTM (Collin-Vezina 
and Cyr  2003 ; Crouch et al.  2001 ; Leifer et al.  2004 ; Spieker et al.  1996 ; Zuravin et al.  1996 ), and 
certain types of maltreatment may average higher severity rates than others. Alternately, certain forms 
of maltreatment may evidence greater comorbidity with other maltreatment types, which, in turn, is 
associated with higher rates of IGTM (Kim  2009 ). Albeit mixed, the extant evidence base highlights 
the need for ongoing research efforts, and illustrates how a multidimensional model of continuity in 
research on IGTM can further these efforts.   

    A Multidimensional View of IGTM Etiology 

 As with rates of transmission, the mechanisms by which maltreatment in the fi rst generation infl u-
ences the prevalence and form of maltreatment in the second generation may vary by subtype. In 
studies that have examined specifi c types of maltreatment, it is possible to examine the mechanisms 
associated with each type to inform an integrated view of if and how these mechanisms may vary 
across different forms of maltreatment. Given the lack of clarity in aggregated research studies, we 
focus our discussion of IGTM etiology on studies of specifi c maltreatment subtypes. Mechanisms of 
IGTM fall into three categories when viewed from the multidimensional perspective: those that are 
specifi c to particular subtypes (e.g., only explain transmission of CPA but not other types of maltreat-
ment), those that appear to be common to all subtypes, and those that are present across multiple types 
of maltreatment but operate differently depending on the subtype. 

    IGTM Mechanisms Specifi c to Subtypes 

 Several mechanisms for IGTM have been identifi ed specifi cally in studies of CPA, including parents’ 
use of and attitudes toward discipline, and the depth of parents’ social networks. Consistency of 
parental discipline in the second generation has been supported as an explanatory mechanism under-
lying the IGTM of CPA, with research suggesting that lower levels of disciplinary consistency are 
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associated with higher rates of homotypic IGTM (Pears and Capaldi  2001 ). Similarly, social learning 
theory and mechanisms suggest that parents’ aggressive behavior toward their children may be a 
learned behavior stemming from observing their own parents’ aggressive disciplinary styles, particularly 
for understanding IGTM in the related domain of corporal punishment (Muller et al.  1995 ). Crouch 
and colleagues ( 2001 ) suggest that social support may infl uence CPA transmission. By assessing 
mothers’ retrospective perceptions of early social support in their own childhood, they determined that 
mothers’ own CPA experiences were associated with less perceived early support, less current social 
support, and increased risk of CPA for their own children. These fi ndings illustrate the power of social 
relationships and are consistent with well supported models of undifferentiated IGTM, which indicate 
that social isolation contributes to IGTM (Berlin et al.  2011 ), whereas stable adult relationships are a 
key factor in breaking the abuse cycle (Egeland et al.  1988 ). 

 Mechanisms that have been specifi cally noted in studies of other types of maltreatment include 
a high rate of substance abuse with homotypic CSA transmission (Leifer et al.  2004 ; McCloskey 
and Bailey  2000 ) and low marital quality with rejecting parenting behaviors in parents who experi-
enced CEA (Belsky et al.  1989 ). However, given the dearth of studies examining transmission of 
specifi c maltreatment types apart from CPA and CSA, it is premature to draw conclusions about 
IGTM mechanisms that are specifi c to particular maltreatment subtypes. These mediators may need 
to be tested in studies focused on other types of IGTM. For example, research on the sequelae of 
CN suggests that it predicts social withdrawal (Hildyard and Wolfe  2002 ) and that social with-
drawal in turn is a risk for perpetrating CN (Coohey  1996 ). Based on these associations, it stands to 
reason that social isolation may be a mediator of CN transmission, but this link has yet to be tested 
directly. Additionally, there may be other as yet unexplored mechanisms of transmission that are 
subtype-specifi c.  

    IGTM Mechanisms Common Across Subtypes 

 Insecure attachment has been implicated in the IGTM of several maltreatment subtypes, including 
CPA and CSA, as well as in studies of undifferentiated continuity (Collin-Vezina and Cyr  2003 ; 
Egeland et al.  2002 ,  1988 ; Leifer et al.  2004 ; Rodriguez and Tucker  2011 ; Zuravin et al.  1996 ). 
Diffi culty forming healthy attachments has been identifi ed as a consequence of multiple types of child 
maltreatment, as each type interferes in some way with the perception of caregivers as reliable sources 
of security. Attachment theory proposes that the nature of the early relationship between the primary 
caregiver and the child infl uences and shapes the child’s construction of beliefs and expectations 
about how s/he will be treated by signifi cant others (Bowlby  1982 ). At an early age, the child con-
structs a cognitive model that best fi ts the reality of her/his experience. This model is maintained 
largely outside of awareness and greatly infl uences how an individual perceives and interprets the 
behavior of others (Weinfi eld et al.  1999 ). A young child who is exposed to sensitive, emotionally 
responsive, and consistent care develops beliefs that others will be available, supportive, and can be 
counted on in times of distress. Physically abused children develop beliefs and expectations that oth-
ers are likely to reject them, will respond in a hostile fashion, and cannot be trusted or counted on for 
support. Neglected children expect others to be unresponsive, unavailable, and/or unwilling to meet 
their needs. Given the pernicious impact of malevolent caregiving on attachment, it is not unexpected 
that insecure and/or disorganized attachment organizations are a shared mechanism underlying IGTM 
across multiple maltreatment types. Diffi culties forming and maintaining positive relationships are 
also implicated in undifferentiated IGTM research (Egeland et al.  1988 ; Leifer et al.  2004 ; 
Lunkenheimer et al.  2006 ) and further support the salience of attachment organization as a subtype- 
general mechanism of IGTM.  
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    IGTM Mechanisms That Operate Differently Depending on Subtype 

 Lastly, common factors have been implicated in the IGTM of multiple types of maltreatment, but these 
same factors may operate in unique ways to foster or hinder the transmission of a particular maltreat-
ment type. For example, parental psychopathology consistently emerges as a probable mechanism of 
transmission in a variety IGTM studies, yet the specifi c infl uence of particular forms of psychopathology 
on the transmission of specifi c maltreatment subtypes may vary. In the case of CPA, both depression and 
posttraumatic stress disorder (PTSD) have been shown to  reduce  the likelihood of IGTM (Pears and 
Capaldi  2001 ). However, regarding CSA, depression and PTSD have been shown to  increase  the likeli-
hood of IGTM (Leifer et al.  2004 ). Evaluating yet another type of psychopathology, research has shown 
that dissociation predicts increased IGTM of  both  CPA and CSA (Collin- Vezina and Cyr  2003 ; Leifer 
et al.  2004 ; Narang and Contreras  2000 ), as well as undifferentiated IGTM (Egeland and Susman-
Stillman  1996 ). Indeed in one instance, when aggregating experiences of CPA and CN in the same study, 
psychopathology did not emerge as a signifi cant mediator of IGTM (Berlin et al.  2011 ). This may refl ect 
effects in opposite directions for CPA and CN simply cancelling each other out. This study is yet another 
indicator that aggregation may obscure important fi ndings specifi c to individual subtypes, and that medi-
ation analyses should be specifi c to both types of maltreatment and types of psychopathology. 

 One possible explanation for this particular discrepancy is that CPA involves a direct act against a 
child, which may be less likely to be carried out if highly symptomatic mothers disengage with the par-
enting task. In contrast, CSA may become more likely in the context of maternal disengagement, which 
may follow from high levels of internalizing problems and is consistent with the previously described 
“failure to protect” model of CSA transmission. This would leave the child vulnerable to CSA by other 
perpetrators, while actually acting as a protective factor against active CPA by the parent. However, it is 
also worth acknowledging that depending on the nature of the analysis it could be that parents who per-
petuate the CSA cycle experience more psychopathology in the aftermath of this occurrence rather than 
before it, due to the diffi culty in dealing with their child having gone through the same experience as 
they had (Oates et al.  1998 ). Furthermore, dissociation, which mediates both types of abuse continuity, 
may be the exception to this disengagement model because it may be indicative of more severe distur-
bances in coherent understanding of the abuse experience and ability to integrate it. This fi nding is 
consistent with research demonstrating both integration of experience, and the related factor of extended 
experience in therapy, are predictors of breaking the abuse cycle (Egeland et al.  2002 ,  1988 ). 

 In addition to factors that differentially increase or decrease the likelihood of IGTM, other factors 
may be universally protective, but differ in the mechanism by which they operate. For example, 
awareness and coherent understanding of one’s childhood experiences, which has been implicated in 
many types of IGTM (Egeland et al.  1988 ), may protect children against maltreatment transmission 
for different reasons depending on the subtype. For CPA transmission, it may be important in helping 
a mother with a history of CPA in her childhood to be more forgiving of her child’s missteps and less 
prone to CPA in disciplinary contexts. Alternatively, for CSA transmission, awareness of one’s own 
past may help a mother identify with her child’s vulnerability and recognize a need for protection 
from potential CSA perpetrators. Once again, more detailed investigations of IGTM pathways, focus-
ing on particular subtypes, are indicated in further understanding these mechanisms. Furthermore, no 
known studies of IGTM of CEA or CN exclusively have been identifi ed. Therefore, discussions of 
mechanisms of transmission in these particular subtypes at this point would be purely speculative.   

    Future Directions and Recommendations 

 Growing evidence suggests there is a signifi cant degree of homotypic IGTM. However, there is a need 
for substantially more evidence from comparative studies, as well as from independent studies of 
specifi c types of maltreatment, to solidify the interpretations offered here. Particularly in the case of 
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CPA, where the most work has been done, a maternal history of CPA appears to be associated with an 
increased risk of CPA in the next generation (i.e., homotypic IGTM), though it is also less robustly 
linked with other types of maltreatment (i.e., heterotypic IGTM). Defi nitional and methodological 
issues pervade all maltreatment research, but the lack of evidence is particularly troublesome in the 
case of CEA and CN. Although we do not propose that IGTM is by any means exclusively homotypic, 
the preponderance of evidence suggests that there is at least a modicum of type-specifi c IGTM such 
that, by and large, rates of homotypic IGTM exceed those of heterotypic IGTM across maltreatment 
subtypes. 

 In terms of undifferentiated IGTM, studies that aggregate maltreatment subtypes in the second 
generation suggest that each subtype of parent’s own maltreatment is more likely to lead to some form 
of maltreatment in the second generation as compared to not being maltreated. Although modest, the 
extant evidence suggests that these rates of undifferentiated IGTM may be most pronounced in 
the wake of parent’s own histories of CPA or CSA, relative to histories of CEA or CN. As discussed 
previously, however, it is possible that this evidentiary base refl ects the relatively greater corpus of 
research on CPA and CSA, relative to that on CEA and CN. 

 Regarding the etiology of IGTM, select mechanisms may be specifi c to particular types of mal-
treatment transmission, such as disciplinary actions and attitudes being uniquely related to CPA trans-
mission. Other mechanisms seem common to all types of maltreatment, such as social and attachment 
diffi culties. Finally, it’s very intriguing that certain mechanisms appear to be universally involved in 
IGTM, but operate differently depending on the specifi c subtype of maltreatment. In particular, some 
forms of psychopathology, such as depression, may be implicated in the transmission of both CPA and 
CSA, but operate very differently in the context of each, with depression  decreasing  rates of CPA 
transmission and  increasing  CSA transmission. The clarity afforded by a multidimensional approach 
to understanding IGTM may counter or clarify the null or inconsistent fi ndings that have been obtained 
in undifferentiated studies of maltreatment (e.g., Berlin et al.  2011 ; Dixon et al.  2005 ). 

 Given the variation in mechanisms of transmission across subtypes, feasibly implementing targeted 
clinical interventions may prove diffi cult. Therefore, attachment, as a mechanism that appears universal, 
is potentially the most promising area in which to effi ciently intervene. Empirical data support an 
association between parents’ cognitive representations of their own childhood relationships and the 
quality of attachment they form with their infants (Zeanah et al.  1993 ). Yet Collins ( 1996 ) and others 
have shown that cognitive models formed based on early relationship experiences may change as the 
individual encounters new relationship experiences. Using relationship-based intervention techniques 
and strategies, a number of promising programs exist that are designed to promote a secure attach-
ment and enhance the quality of the parent-child relationship (for a review, see Sameroff et al.  2004  
and Egeland et al.  2000 ). However, very few attachment-based programs have been implemented and 
evaluated with maltreating parents. One exception is the work of Cicchetti et al. ( 2006 ) at Mt. Hope 
Family Center, where infants and preschoolers were randomly assigned to Psychoeducational Parent 
Training or Child Parent Psychotherapy, and were compared to a group of mothers and infants who 
were receiving treatment-as-usual services in the community. Post-intervention fi ndings indicated that 
the two interventions were equally successful in increasing attachment security, whereas the community 
sample continued to display high rates of attachment insecurity and disorganization (Cicchetti et al. 
 2006 ). Using a new sample of preschool children with histories of maltreatment, these researchers 
evaluated the effects of the two interventions on the child’s cognitive model. The children in the Child 
Parent Psychotherapy condition evidenced a greater decline in maladaptive representations of self and 
mother relative to children in the Psychoeducational intervention and community samples. These 
results differ from those with infants in that only the relationship-based intervention resulted in more 
positive representations of self  and  mother compared to the intervention that focused on parenting 
skills (Toth et al.  2002 ). These fi ndings point to the malleability of representations of self and care-
giver using a relationship-based intervention derived from attachment theory. This broad approach to 
intervention with maltreated children has tremendous implications for preventing maltreatment 
in the next generation. 
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 Although we believe the fi eld is ripe for the adoption of this new multidimensional perspective 
on IGTM, we recognize that this process will be accompanied by many challenges. First and fore-
most, the noted comorbidity of maltreatment types makes subtype-specifi c investigations important, 
but also makes it diffi cult to draw conclusions about specifi c types of maltreatment in isolation. In 
addition, the other features of maltreatment that make individual experiences distinct (e.g., severity, 
perpetrator, chronicity) also deserve attention in this new specifi city-oriented framework. We suggest 
that a paradigm shift toward an emphasis on maltreatment subtype will pave the way for increasingly 
specifi ed investigations and foster our ability to address each and every feature of an individual’s 
experience of IGTM. Similarly, the environmental characteristics that covary with maltreatment 
(e.g., risky neighborhoods, poverty) often persist across generations and contribute to IGTM. As such, 
broader contextual infl uences of risk (and protection) should be integrated into a fully specifi ed model 
of IGTM. Our focus here is on subtypes of maltreatment because they represent the broadest level at 
which we can begin to examine specifi c experiences. However, we support and encourage a more basic 
evolution in how we think about IGTM, as well as greater attention to specifi city wherever appropriate 
and whenever possible. In light of these limitations, we offer recommendations that detail the succes-
sive increments by which this paradigm can be practically applied in research and practice. 

 The multidimensional model of IGTM detailed in this chapter points to several recommendations 
to advance future research on IGTM. First, more work needs to be done on independent subtypes of 
maltreatment, their potential for type-specifi c IGTM, their transmission to composite measures of 
child maltreatment (i.e., undifferentiated IGTM), and mechanisms of transmission that may be specifi c 
to each subtype, general across types, or operate in different ways across types. In particular, CEA and 
CN are virtually untouched areas of study. Despite the diffi culties inherent in measuring these types of 
maltreatment, it is imperative that we attempt to focus more attention on these areas, even if only by 
directing increased attention to related constructs, such as parental rejection (e.g., Belsky et al.  1989 ), 
for the time being. Just as the overall maltreatment literature has acknowledged an increased need for 
research on CEA and CN, so, too, does the literature on IGTM call for their due consideration. 

 Second, studies that already measure several types of maltreatment must put forth greater effort to 
compare them explicitly, rather than simply aggregating or ignoring the existence of subtypes. 
Although aggregation may be appropriate and informative for some analyses, as well as a necessity 
given statistical power considerations, it would be helpful to also include comparative analyses, or at 
least descriptive results, along with more traditional, main-effect models. Providing descriptive infor-
mation when a given study lacks the power to appropriately test differences would nevertheless pro-
vide invaluable information to future meta-analysts who could eventually combine the information 
from several small studies of this type. As these types of comparisons begin to converge on common 
rates of transmission and estimates of homotypic continuity, intervention and prevention efforts can 
be more appropriately allocated and structured. 

 Third, as more evidence becomes available in these areas, it will be necessary to do a more com-
prehensive analysis in which evidence from various studies can be compared and integrated through 
a conceptual review or, ideally, a meta-analysis. The available evidence already provides fertile 
ground for this type of investigation, however, once certain areas (e.g., CEA and CN) are enhanced, a 
meta-analysis of rates and mechanisms of transmission of subtypes will be extraordinarily helpful. 

 Finally, in the absence of one’s ability to do more research in this area, to change one’s methodology, 
and/or to modify the types of maltreatment sampled or measured, we offer a universal recommendation 
to be more careful about how we discuss these constructs and how we frame our interpretations. Part 
of the danger in extant research approaches rests in their lack of clarity about defi nitions of maltreatment. 
In addition to defi nitional clarity, interpretations must be approached carefully. If aggregated maltreat-
ment groups are used, conclusions should not be drawn about single subtypes (e.g., abuse, if abuse 
and neglect are included concurrently). Similarly, in examinations of single subtypes, generalizations 
about mechanisms of transmission of maltreatment broadly should not be made. To the extent that 
we fail to adopt greater specifi city in our dissemination efforts, we risk overlooking important impli-
cations for practice at best or misinforming prevention and intervention efforts at worst. 
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 Despite gaps in extant research on IGTM, and the need for clarity and explication in several 
areas, we believe the fi eld is ready for a more focused and considered program of research on IGTM. 
Indeed, the variability of extant research fi ndings points to the need for a change in perspective and 
approach. In order for the fi eld to progress beyond adding generalized studies with similarly variable 
fi ndings, we need to change our framework, and move towards greater specifi city. From this shift in 
paradigm we will be able to more effectively target intervention and preventive efforts toward appropriate 
avenues and more fully understand the developmental pathways from unique experience to adaptation.     
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        Child maltreatment and poverty are strongly associated with each other, but we lack a comprehensive 
understanding of why and how they are associated. This chapter will overview theories and empirical 
fi ndings relating to poverty and child maltreatment in an attempt to show various ways in which pov-
erty and child maltreatment may be related. It is our central premise that no single explanatory model 
of this relationship exists. There is no “one size fi ts all” way of understanding how poverty and child 
maltreatment relate to each other. Most prominent in its absence is a satisfying and empirically robust 
theory of the causal relationships between poverty and child maltreatment. Causation is an important 
question because understanding causality can provide guidance relating to practice and policy. For 
example, if we had confi dence that the bulk of shared variance between maltreatment and poverty was 
because poverty caused maltreatment, then this would suggest that child welfare intervention and 
policy should focus either on poverty directly (e.g. through poverty alleviation programs) or indirectly 
(e.g. through programs designed to buffer the impact of poverty upon maltreatment risk). On the other 
hand, if individual level factors (such as inability to tolerate stress) or structural factors (such as avail-
ability of key resources) are important in causing both poverty and child maltreatment independently, 
then a logical place to start would be a reduction of those underlying factors, with gains to be expected 
in both poverty and maltreatment. 

 The explicit acknowledgement of the strong relationship between poverty and child maltreatment 
dates back at least a generation, to Leroy Pelton’s seminal 1978 work “Child Abuse and Neglect: The 
Myth of Classlessness.” At that time, there were many reasons for scholars to avoid acknowledging 
that child maltreatment and poverty were related, including a preoccupation with psychodynamic 
causality, an unwillingness to frame child maltreatment as a problem specifi c to the “underclass”, and 
a desire not to engage in socioeconomic victim-blaming (Pelton  1978 ; Drake and Pandey  1996 ). It 
was widely believed at that time that known socioeconomic disparities in offi cial child maltreatment 
rates stemmed from the increased visibility of the poor (Jason  1984 ) or reporting bias (Zellman  1992 ) 
rather than from a higher incidence of actual child maltreatment among the poor. In the past 30 years 
these views have changed substantially, partly due to several large federally funded research programs 
which have addressed the issue, most notably the National Incidence Studies on Child Abuse and 
Neglect (NIS). These data have been supported by a range of cross-sectional studies (Berger  2004 ; 
Drake and Pandey  1996 ), some longitudinal work (e.g. Nikulina et al.  2011 ; Jonson-Reid et al.  2009 ) 
and the increasing availability and quality of administrative child welfare and child well-being data. 
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    Poverty 

  Defi ning Poverty.  Poverty can be variously described. Sometimes people will defi ne poverty at the 
individual or family level. This can be done as a continuous measure (e.g. income per year in dollars) 
or as a dichotomous (yes/no) measure, such as if the family or individual is below the federal poverty 
line or is receiving public assistance or publically funded medical care. Researchers have also exam-
ined individual and family poverty in relation to the level of diffi culty securing material resources 
(Slack et al.  2004 ) and the presence or absence of assets independent of income (Shanks  2011 ). 

 Poverty can also be discussed as a neighborhood variable. Neighborhood poverty is most usefully mea-
sured at the tract or zipcode level (Aron et al.  2010 ; Lery  2009 ) and may represent the percentage of resi-
dents (or families, or children) below the poverty line (e.g. 42 % of families below poverty) or may describe 
their median income (e.g. $23,098 per family per year). Each measure of poverty (individual/family or 
neighborhood) has advantages and disadvantages. For example, if you are interested in understanding 
a family’s ability to afford quality day care, the family level variable may be more important. If you are 
interested in understanding a family’s exposure to environmental risks associated with poverty (e.g. limited 
local resource availability) then the neighborhood measure variable may be of more interest. 

 Poverty is not a stand-alone construct. It is closely associated with a number of other factors, 
including age, education, and family structure. In addition, poverty is not static; people move in and 
out of poverty. This section will briefl y cover some of the key relationships between poverty and other 
factors which bear on child maltreatment. 

  Poverty, Time and Age.  Poverty is a burden carried mainly by the young. 20.7 % of all American 
children are below the poverty level. Similarly, 20.7 % of Americans aged 18–24 are below the poverty 
level, with 14.9 % of people aged 25–34 being below the poverty level. Only 10 % or less of all age 
groups over 45 are in poverty (U.S. Census Bureau  2012  Table 713). From a historical perspective, 
rates of child poverty have formed something of a shallow “U” over the past two decades. The lowest 
rate in the last 30 years was 15.6 % in 2000, while rates in the early 1990s and currently are about 20 %. 

 At the individual level, poverty changes over time. One way to think about the dimension of time 
is to ask the question “how likely is a person to be poor at any time in their lives?” By age 65, more 
than half of all Americans will have spent a year below the poverty line (Rank and Hirschl  1999 ). This 
number is far worse for Blacks, with 84 % spending at least a year in poverty by age 65. While we 
tend to think of “the poor” as a stable group, this is simply not the case, with people moving in and 
out of poverty over time. 

  Poverty and Family Structure.  Family structure is also strongly related to poverty. Among married- 
couple families in 2009, the median income was $71,627. For male householders with no spouse 
present, this drops to $41,501 and the corresponding number for female householders is $29,770, only 
42 % that of married couple families (U.S. Census Bureau  2012 ). 

 All of the above relationships interact with the issue of child maltreatment. In almost every respect, 
those families most at risk for child maltreatment are also disfavored by the demographics of poverty. 

  Poverty and Race.  When considering poverty, there are important complexities attendant to race 
which should be mentioned. Income or below poverty measures will almost always understate 
fi nancial stresses on racial minorities, particularly Blacks. When comparing Black and White fami-
lies of equal income or poverty status, the White families will tend to have much higher assets 
(Shanks  2011 ; Oliver and Shapiro  2006 ) and will generally live in areas with lower neighborhood 
poverty. For example, in the year 2000, 14.6 % of poor white children lived in high poverty neigh-
borhoods – neighborhoods with 40 % childhood poverty or higher. The corresponding fi gures for 
Blacks and Hispanics are 43.5 % and 33.1 %, respectively (Drake and Rank  2009 ). In short, poor 
minority children commonly live in poor areas, while poor white children are far more likely to live 
in middle-class neighborhoods.  
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    Are We Really Sure Poverty and Child Maltreatment Are Associated? 

 Research is consistent in fi ndings that poor children are overrepresented among maltreated children at 
a ratio of 3:1 or higher. There are two major recent efforts to better understand child maltreatment 
using nationally representative samples, the National Incidence Studies (NIS) and the National Study 
on Child and Adolescent Well Being (NSCAW). 

 The fourth National Incidence Study on Child Abuse and Neglect (NIS-4: Sedlak et al.  2010 ) is the 
largest epidemiological study to date designed to measure actual child maltreatment in the United 
States. The NIS identifi es maltreatment both through the use of offi cial reports and also through con-
tacting “sentinels” in the community – individuals such as doctors and teachers who should be aware 
of maltreatment if present. Using the “endangerment” standard, which is not dissimilar from “sub-
stantiated” in child welfare parlance, they found that parents not in the labor force were about three 
times as likely to maltreat their children compared to employed parents (Sedlak et al.  2010 , pp. 5–7). 
Parents categorized as “Low SES” were about fi ve times as likely to maltreat their children as other 
parents (Sedlak et al.  2010 , pp. 5–15). These differences were most pronounced for neglect (a differ-
ence of about seven to one) and less pronounced for physical and sexual abuse (differences of about 
three to one). This fi nding of neglect having more sensitivity to poverty is consistent with other work 
(Coulton et al.  1995 ; Drake and Pandey  1996 ). 

 Unlike the NIS, The National Study on Child and Adolescent Well-Being II (NSCAW II) 
includes only offi cially reported children. Baseline data show that 58.1 % of offi cially reported 
families with in-home biological parents live below the poverty level (Dolan et al.  2011 , p. 10). This 
is a rate about three times as great as the national child poverty rate of about 20 %, consistent with 
the NIS fi ndings. 

 The fi ndings from NIS and NSCAW fi ndings are representative of the general literature. We now 
have access to a wide range of studies using very different methods from very different parts of the 
country, and they are quite consistent in showing a similar maltreatment differential associated with 
poverty. For example, full-population studies using administrative data consistently show about a 
three to one increased risk for poor children compared to nonpoor children (Sabol et al.  2004 ; 
Putnam- Hornstein and Needell  2011 ), and often with higher ratios for neglect than for other kinds 
of maltreatment (Drake and Pandey  1996 ). Recently, birth records have been linked to child abuse 
reporting data with similar fi ndings across several different states. In Alaska, California, Florida 
and Georgia a set of between 5 and 8 perinatal risk factors predicted later maltreatment in early 
childhood. Some of the common factors across sites are highly associated with poverty such as 
maternal age less than 20 years, births to unmarried mothers, being a Medicaid benefi ciary, and a 
history of inadequate prenatal care (Putnam-Hornstein and Needell  2011 ; Wu et al.  2004 ; Zhou 
et al.  2006 ). These effects have been shown to hold within Black, Hispanic and White racial groups 
(Freisthler et al.  2007 ). 

 Greater debate exists as to the relative difference income makes within a disadvantaged popula-
tion. Some studies of families exiting Temporary Assistance for Needy Families (TANF) have found 
somewhat confl icting relationships between income and maltreatment for certain subgroups. For 
example, Nam and colleagues ( 2006 ) found that for women without a prior work history, getting a 
job after TANF actually increased the risk of CPS investigation. Another study found that increased 
earnings through employment after TANF was associated with a decreased likelihood of a report of 
maltreatment controlling for whether or not the exit from TANF was voluntary (Beimers  2009 ). 
A study of TANF applicants found little relationship of income per se to maltreatment, but did fi nd 
an association between hardships experienced due to poverty and maltreatment (Dworsky et al.  2007 ). 
Finally, a study of TANF recipients using an experimental design found that small increases in 
income over a given year were associated with a decrease in likelihood of a screened in report of 
maltreatment (Cancian et al.  2010 ).  
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    The Question of Anti-Poor Bias in Identifying Child Maltreatment 

 Do poor people get reported or investigated more just because they’re poor? While this sounds 
 reasonable, and undoubtedly does happen, research suggests that bias is not the key factor driving the 
overrepresentation of the poor in child welfare caseloads. There is a long history of vignette studies 
which have been consistent in showing no associations or low associations between SES and stated 
intention to report (Turbett and O’Toole  1983 ; Benson et al.  1991 ; Zellman  1992 ). Recent work 
(Laskey et al.  2011 ) has continued this trend, with a randomized large scale vignette study (N = 2,109) 
showing that low SES only slightly increased likelihood of an abuse diagnosis (48 % vs. 43 %) among 
physicians. Among the more powerful associations reported was a one-third higher rate of skeletal 
surveys being ordered by physicians among poor infants with traumatic brain injury, compared to 
nonpoor infants (Wood et al.  2010 ). Increased rates of skeletal surveys could uncover more evidence 
of injury and therefore lead to higher reporting rates. 

 Another way to evaluate the degree to which the SES association with maltreatment may be a 
biased or non-biased measurement is to observe other child well-being indicators which are not sub-
ject to bias in reporting. Chief among these is infant mortality. While national data on infant mortality 
relative to poverty are unavailable, state level data can be located. In Milwaukee, zipcode level analy-
sis suggests that infant mortality rates are about three times higher (18 per 1,000 live births compared 
to 6 per 1,000 live births) when comparing zip codes with median incomes below $30,000 per year to 
zip codes with incomes in the $40,000 per year or higher range (City of Milwaukee Health Department 
 2010 ). In Michigan, infant death rates were about two and a half times higher for children in census 
tracts with 20 % or greater poverty when compared to children in tracts with less than 5 % poverty 
(Michigan Department of Community Health  2010 ). 

 One recent study used a wide range of data sources to address the issue of poverty bias directly 
(Jonson-Reid et al.  2009 ). This study attempted to determine if poor children reported to child welfare 
looked the same across a wide range of characteristics and outcomes as other poor children. If poverty 
alone were suffi cient to cause child welfare system involvement, if poor people were commonly 
reported without valid reason, then one might expect poor children who are reported to child welfare 
and poor children who are not reported to look fairly similar to each other. On the other hand, if the 
child welfare reporting system is capturing families with different levels of need than those who are 
low income but not reported, then you would expect those poor children who are reported to show 
evidence of much higher risk factors and higher numbers of negative outcomes compared to children 
who are never reported. Jonson-Reid and colleagues ( 2009 ) followed three groups of children using 
cross-sector administrative data, with children followed for at least 12 years. The fi rst group (n = 3,337) 
included children who had received Aid to Families with Dependent Children (“AFDC”) or Temporary 
Assistance to Needy Families (“TANF”) and had also had a child abuse or neglect (“CAN”) report, 
the “CAN/AFDC” group. The second group – “AFDC Only” (n = 2,389) included children with a his-
tory of AFDC or TANF but no history of a CAN report. The fi nal group included children with a CAN 
report but no AFDC or TANF history, the “CAN only group” (n = 1,587). Compared to other poor 
children who did not have a CAN report, poor children with CAN reports were more than three times 
more likely to have a status offense, more than twice as likely to have a record of juvenile delinquency, 
almost twice as likely to have emergency room or hospital care for a violent injury, were about one 
and a half times as likely to have emergency room or hospital care for an unintentional head injury or 
fracture, were more than twice as likely to have a record of teen pregnancy and were more than four 
times as likely to receive mental health services. Compared to the CAN only group, the CAN/AFDC 
group was generally at about twice the risk for the above  mentioned indicators. These ratios occurred 
after controlling for child gender, age, disability status, parental age at birth of child, parental sub-
stance abuse history, parental mental health history, and neighborhood income. We believe this study 
shows several things. First, and most importantly, the segment of the impoverished population which 
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is formally identifi ed by child protective services is at dramatically higher risk across a broad range of 
domains than other poor children who are not brought to the attention of CPS. Second, the higher risks 
and worse outcomes found in the CAN/AFDC group compared to the CAN only group demonstrates 
that among maltreated children, poor children seem to be at particularly high risk and to be more 
likely to experience negative outcomes. 

 In interpreting these fi ndings, we are left with a fairly simple question – “can the much higher rates 
of child abuse reporting and identifi cation among the poor be largely explained by bias?” The answer 
appears to be that while some limited bias may exist, there is no evidence suggesting that bias explains 
a large proportion of the observed 3:1 or higher differential between the poor and the non-poor in 
observed or reported child maltreatment. In summary, child maltreatment is clearly associated with 
poverty. The strength of this relationship is well established and remarkable in magnitude. What is not 
well understood at all are the dynamics of this relationship. There are any number of theoretical posi-
tions which could be postulated in explanation of this observed association. The next section will 
overview some of those models and frameworks.  

    Poverty and Child Maltreatment: Frameworks and Theories 

  Poverty:  In the broadest sense, we might break theories of poverty into two classifi cations; the individ-
ual and the structural. These are sometimes linked with conservative and liberal political positions. 
Individual perspectives emphasize psychological constructs such as values, work ethics and other per-
sonal or family characteristics which support economic success, such as the ability to delay gratifi cation 
and the development of pro-social skills. The structural perspective emphasizes social forces which 
directly impact the individual’s capacity to earn. These include the availability of the necessary tools to 
procure a job, especially education. Even given that individuals can gain the skills necessary for employ-
ment, they also require that an open opportunity structure be in place so that qualifi ed individuals can 
fi nd work. As examples, the failure of many inner-city schools and the decline in manufacturing jobs in 
the United States are suggested as structural factors resulting in increased levels of poverty (Rank et al. 
 2003 ). The current mismatch between skill sets held by the unemployed and the large number of unfi lled 
Science, Technology, Engineering and Mathematics (STEM) jobs is another example. 

  Child Maltreatment:  There have been a number of grand theories and a number of specifi c models 
forwarded to explain why child maltreatment occurs. If one looks at theoretical models which have 
historically been used to attempt to understand child maltreatment they are striking in their focus on 
the individual and the family. Stress and coping theories, family systems theories, attachment theories 
and neurobiological explanations are quite common and may be presented with or without much 
emphasis on ecological levels beyond the immediate family. Explanations of maltreatment rooted in 
learning theory or psychodynamic approaches also tend to restrict key constructs to the parent, child 
and that immediate environment, even when acknowledging the importance of poverty (Polansky 
et al.  1972 ). It was, in part, a preoccupation with such theoretical positions which Pelton ( 1978 ) sug-
gested may have caused the earlier tendency to view maltreatment and poverty as unrelated. An opti-
mistic reader might note that these kinds of models are increasingly being embedded in an ecological 
context (e.g. Cicchetti and Valentino  2006 ), and a move towards more comprehensive and environ-
mentally informed understandings of child maltreatment seems to be in progress. While theoretical 
enlightenment may have occurred in this respect, some who conduct research are still struggling with 
this issue “on the ground,” as a few key studies still do not include environmental, or even income 
variables as controls. 

  Neighborhoods, Poverty and Child Maltreatment:  It is well established that a range of social 
problems (crime, infant mortality, school dropout, child maltreatment, etc.…) are “bundled” 
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(Sampson  2004 , p. 107) at the neighborhood level, particularly in areas of concentrated poverty. 
The “why” of this bundling has been approached from a number of different perspectives. 
Frameworks direct us towards which domains should be considered and what perspectives we 
should take when we are attempting to understand child maltreatment in the neighborhood con-
text. Coulton and colleagues ( 2007 ) have identifi ed two distinct traditions used to understand 
neighborhood effects on child maltreatment, the fi rst involves a sociological emphasis on poverty 
and problems in areas of concentrated poverty, while the second begins with individuals and fami-
lies and focuses on child and family development and functioning within the broader environment. 
One could supplement Coulton and colleagues’ two ways of understanding neighborhoods relative 
to child maltreatment by adding an additional general framework for considering poverty and 
child maltreatment structure per se – a more purely economic perspective (Becker  1978 ) empha-
sizing resource availability (services, quality education, good day care, employment opportuni-
ties, etc.…). 

 The fi rst set of perspectives look at neighborhood  context  and emphasize social disorganization, 
collective effi cacy and other mechanisms by which neighborhood structures, norms and behaviors 
may infl uence their members. This is primarily a sociological approach, in which the initial focus is 
on the troubled community. Collective effi cacy and social disorganization theories suggest that some 
communities have fewer social bonds, less ability to effectively meet challenges and little ability to 
exercise social control over members (Sampson  1992 ). Under such models, parents are seen as living 
up to (or down to) local expectations. Values, guidelines and expectations are seen as rooted in the 
community and having general impacts across a range of domains. In addition to values, a community 
with low collective effi cacy lacks practical means to meet needs of its members. These can be formal, 
such as local community support programs which are effective and well integrated into the commu-
nity, or informal, such as the willingness of neighbors to help others in times of need. The idea of 
social capital is similar and related. This idea incorporates aspects of community like collective effi -
cacy but may also include individual factors like norms and values (Uphoff  1999 ). Hypothetically one 
could be poor but have high levels of social capital and have lower risk of untoward outcomes like 
maltreatment. One large cross-sectional study found a protective effect of social capital for neglect 
and psychologically harsh parenting, although the effect of effects associated with receipt of public 
assistance in models of neglect were not fully offset by social capital (Zolotor and Runyan  2006 ). 
Another study linked survey data with national child maltreatment report data and found that both 
poverty at the family and community level as well as social supports were important in explaining risk 
of child maltreatment (Merritt  2009 ). 

 The developmental/ecological perspective begins with a focus on children, families and parents and 
then moves outwards and asks how larger-level structures may impact them. These positions often trace 
back through Belsky ( 1990 ) or Bronfenbrenner ( 1979 ). At their core, these frameworks remind us to 
incorporate multiple levels of environmental infl uences while attempting to understand individuals and 
families. For example, Belsky encourages us to consider individual factors, family factors, community 
factors and cultural factors when attempting to understand child maltreatment. While historically important, 
these distinctions are largely in emphasis and accent. No matter how these frameworks are parsed, the 
subject matter remains the same – we are merely gazing into the same jewel through different facets. 
More complex models of how the community environment infl uences the family and subsequent 
outcomes are now being proposed (Shanks  2011 ) but remain largely untested. 

 In addition, it is possible that there are regional or cultural variations in how these factors infl uence 
the development of maltreating behavior. For example, a multilevel study examining how neighbor-
hood characteristics affect parental corporal punishment and physical abuse in Chicago neighborhoods 
found that immigrant concentration (mostly Latino) at the neighborhood level was associated with 
lower risk for parent-child physical aggression controlling for child gender and age, family’s SES, 
race, age, gender, unemployment, and family composition (Molnar et al.  2003 ). On the other hand, 
Hussey and colleagues ( 2005 ) using the National Longitudinal Study of Adolescent Health found that 
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fi rst generation youth were 1.55 times more likely to experience lack of supervision as children 
compared to native children after controlling for other factors like income and region of residence. 
Finally it appears that the intersection of poverty and race with maltreatment may vary according to 
whether a family resides in an urban or rural area (Schuck  2005 ). 

  Poverty and Parenting:  Poverty is associated with a range of negative parental and family characteristics 
(Leventhal  2000 ) including hostile parenting (Afi fi   2007 ) harsh discipline (Smith and Brooks Gunn 
 1997 ) and lower parental warmth (Brown et al.  1998 ). Poverty and fewer positive parenting practices 
have been shown to be associated with worse executive functioning and lower IQ, an outcome possi-
bly mediated by child stress as measured by cortisol levels (Blair et al.  2011 ; Zalewski et al.  2012 ). 
There is some evidence that the relationship between poverty and maltreatment may be mediated 
(transmitted through) or moderated (changed by) parental and family characteristics. Slack and 
colleagues ( 2004 ) found evidence that good parenting characteristics can reduce the degree to which a 
history of infrequent employment may be associated with neglect. There is some recent longitudinally 
derived evidence that even within poor populations, negative parenting tends to recur within families 
intergenerationally (Kovan et al.  2009 ). 

  Emerging Theoretical Complexity:  There is emerging consensus that the possible pathways between 
poverty and maltreatment may be both very complex and highly individualistic on a case-by- case 
basis. For example, the above cited work (Zalewski et al.  2012 ) suggests that poverty may cause 
parental stress, which may result in neglect or harsh parenting, which may result in stress in a child, 
which may result in specifi c physical reactions, particularly relative to the Hypothalamic-Pituitary- 
Adrenal (HPA) axis, which may result in long term negative cognitive and behavioral effects, which 
could easily feed back into higher risk of maltreatment. Such emerging models have multiple mediating 
constructs (parenting, child physiological response) and also multiple moderating constructs (social 
support, parental impulse control, child vulnerability to stress). The degree to which individuals vary 
in each of these constructs will substantially limit the explanatory power of any simple model. While 
not specifi c to maltreatment, Shanks ( 2011 ) postulates a similarly complex model that focuses on how 
community effects interact with family and individual effects to infl uence child well-being. While the 
empirical linkage between poverty and maltreatment is both robust and remarkable for the ease in 
which it can be scientifi cally determined through a number of different means, the unpacking of how 
that relationship manifests causally will be a daunting scientifi c challenge and is unlikely to result in 
a simple and satisfying “one size fi ts all” set of answers.  

    Poverty, Immigrants and Child Maltreatment 

 Hispanics are an increasingly large proportion of the United States population and are going to remain 
a population comprised largely of recent immigrants for the foreseeable future. As of 2005, the child 
population was 59 % White, 20 % Hispanic, 16 % Black and 5 % Asian. By 2050, it is projected that 
35 % of children in the United States will be Hispanic, only slightly lower than the number of Whites 
(40 %). The percentage of Asians is expected to double, to 10 %, while the proportion of Blacks will 
drop slightly to 14 %. One might expect that this expansion in the Hispanic population will occur 
simultaneously with a higher rate of Hispanics who are not recent immigrants (a generational “aging” 
of the Hispanic population). This effect is not so strong as might be expected, however. The percent-
age of all Hispanics who are fi rst-generation immigrants is currently 40 %, and is anticipated to drop 
only to 33 % by 2050. The percentage of Hispanics who are third generation or higher is expected to 
remain quite stable, moving from 32 % in 2005 to 33 % in 2050 (above fi gures from Passel and Cohn 
 2008 ). In simple terms, while the proportion of children who are Hispanics will continue to increase, 
they will continue to be largely fi rst and second generation. This has implications for the rates of 
maltreatment we might expect in the future. 
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 Currently, Hispanic families are about three times as likely to below the poverty level as White 
families, a ratio not dissimilar from Blacks. Despite this, their offi cial child maltreatment rates are 
roughly the same as Whites, and considerably lower than that of Blacks (USDHHS  2011 ). It is 
unlikely that this is a result of reporting bias, as the roughly 1:1 correspondence between reported 
maltreatment between Hispanics and Whites is mirrored by similarities in infant mortality, low birth 
weight and prematurity (Drake et al.  2011 ), as well as being consistent with NIS-4 estimates (Sedlak 
et al.  2010 ). This has been referred to variously as the “Hispanic Paradox” or the “Healthy Immigrant 
Effect”, sometimes simply as the “epidemiological paradox”. It is has been comprehensively studied 
in the medical literature, especially with respect to perinatal issues, and holds even when controlling 
for a wide range of known risk factors (e.g. Romero et al.  2012 ). Recognition of this paradox is now 
emerging in the child welfare literature (Dettlaff  2012 ). It appears that parental behaviors at least 
partly mediate the relationship between immigration status and lower child maltreatment risk. “At the 
time of their infants’ births, the Spanish-speaking Latina mothers demonstrated higher SES risk, 
whereas the English-speaking Latina and non-Latina Caucasian mothers demonstrated higher psy-
chosocial risk. Three years later, the English-speaking Latina and non-Latina Caucasian mothers 
reported harsher parenting behaviors than the Spanish-speaking Latina mothers” (Martin et al.  2011 , 
p. 64). This is supported by an analysis of data from the National Study of Child and Adolescent 
Wellbeing (NSCAW) which found higher levels of risk among native-born Hispanic mothers com-
pared to foreign born Latino mothers in a child welfare sample (Dettlaff et al.  2009 ). The above fi nd-
ings also suggest a decay of the protection afforded by the healthy immigrant effect the longer a 
family remains in the United States  

    Child Welfare Services and Poverty 

 Modern child protective services were born in the wake of the groundbreaking article “the battered 
child syndrome”, published in the Journal of the American Medical Association in 1962 (Kempe et al. 
 1962 ). It may be worth recalling how the authors of that work conceptualized the etiology of 
maltreatment:

  Psychiatric factors are probably of prime importance in the pathogenesis of the disorder, but our knowledge of 
these factors is limited. Parents who infl ict abuse on their children do not necessarily have psychopathic or socio-
pathic personalities or come from borderline socioeconomic groups, although most published cases have been in 
these categories. In most cases some defect in character structure is probably present; often parents may be 
repeating the type of child care practiced on them in their childhood. (Kempe et al.  1962 ) 

   We see that while the linkage with poverty existed from the beginning of the modern literature, the 
emphasis was squarely on psychological aspects of the perpetrator. One recent commentator notes 
that “The assumption early in the history of the modern child protection system was that the problem 
of child maltreatment was reducible to “syndromes” – in effect, that abusive and neglecting parents 
were either very sick or very evil” (Melton  2005 , p. 11). The early avoidance of a more sociological 
or ecological shading of the issue makes sense as the pioneering works casting child welfare in eco-
logical terms were still over a decade distant. It is with this background that any attempt to understand 
the role of child welfare services relative to poverty must begin. This primary focus on the individual 
continues to the present day, as modern characterizations of child maltreatment treatment or preven-
tion (e.g. USDHHS  2008 ) still cast an overwhelming emphasis on parental factors and interventions 
directly bearing on parental behavior, such as child maltreatment awareness and parenting education. 
Only limited attention is paid to poverty-related issues such as the provision of concrete services. 

 As another example, one of the best online resources, the  California Evidence Based Clearinghouse 
For Child Welfare (n.d. ) cites 35 different topic areas (e.g. parent training, post-permanency services, 
youth transitioning into adulthood) without specifi c mention of socioeconomic factors and their role in 
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maltreatment etiology or treatment. The Clearinghouse lists 21 programs relevant to child maltreatment 
which have been classifi ed as having the highest scientifi c rating of “1,” meaning the intervention is 
“well supported by research evidence.” Of these programs, more than half are responses to specifi ed 
mental health disorders (e.g. depression, substance abuse) and only two programs, both home visiting 
programs (Healthy Families America, Nurse Family Partnership) feature an emphasis on low income 
families. While other interventions can be applied to poverty-related issues (e.g. Multisystemic Therapy) 
the home visiting programs seem to be the current interventions most directly relevant to poverty. 

 Several studies have highlighted the degree to which families that come to the attention of child 
welfare are “multi-problem” families facing many additional barriers beyond poverty (Dworsky et al. 
 2007 ; Small and Kohl  2012 ; Walsh and Mattingly  2012 ). Even among families reported for the fi rst 
time to child protective services, it is clear that many families not only need services but have already 
encountered other service systems for child or caregiver issues (Jonson-Reid et al.  2010 ). Unfortunately, 
in most cases the child protection staff are unaware of these pre-existing services and or needs, lead-
ing to some calling for greater connectivity between data systems to improve response to high risk 
families (Jonson-Reid and Drake  2008 ). It is not known how this might improve the capacity to com-
plete effective case plans for families coming to the attention of child welfare for the fi rst time. 

 Public child welfare is not typically charged with primary prevention, meaning that we do not 
usually consider child welfare intervention in terms of preventing initial maltreatment. Public child 
welfare is also generally not charged with secondary prevention; the provision of services to at-risk 
children. It is most commonly administered as tertiary prevention in expectation of reducing or 
preventing continued or subsequent maltreatment. A potential exception to this can be found in 
differential response (or “alternative response”) systems which may provide services to high risk 
families that may or may not already be engaged in maltreating behaviors (e.g., Loman and Siegel 
 2012 ). Yet another exception can be found in the rare instances in which families who were “screened 
out” at the time of report due to not meeting criteria for abuse or neglect are connected to support 
services (Jonson-Reid et al.  2010 ; Loman et al.  2009 ; Waldfogel  2009 ). There is some indication that 
services directly addressing  poverty for families where this is risk, reduce the later risk of maltreat-
ment (Loman et al.  2009 ). In a school-based family support program, there was indication that the 
provision of case management and in-home family services reduced later reports of maltreatment 
(Jonson-Reid et al.  2010 ). 

 For families facing other barriers in addition to poverty such as adult mental health needs (Small 
and Kohl  2012 ), it seems likely that services would only be effective for those families where there is 
fi t between the need and services. Lower income families may face signifi cant barriers to accessing 
such services which may in turn result in reduction in the apparent effect of child welfare services 
since these services are dependent upon services provided by other organizations. Findings regarding 
the impact of family support child welfare services (the lowest intensity provided to families consid-
ered at lower risk) are at an early stage, although there are some studies suggesting positive effects of 
low intensity child welfare involvement (Jonson-Reid et al.  2010 ).  

    Child Welfare Policy and Poverty 

 Should poverty per se, manifesting in inability to provide children with basic necessities, be consid-
ered maltreatment? A number of states (e.g. Missouri, North Carolina) have legislated that situations 
due to poverty alone cannot be suffi cient grounds for a fi nding of child maltreatment. From a different 
perspective, it has been posited that children living in conditions in which their basic needs are not met 
in a country with signifi cant resources could be considered neglect at the societal level (Dubowitz 
et al.  1993 ). Certainly, not all poor children are at risk of maltreatment. As Jonson-Reid and col-
leagues ( 2009 ) point out, low income children reported for maltreatment appear to face worse 
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challenges than similarly poor children who never come to the attention of CPS. A range of other 
known relationships, such as the Hispanic Paradox discussed earlier, also support the view that 
poverty in and of itself, is not the sole driver of maltreating behavior. 

 On the other hand, poverty is certainly not a desirable state for families at best and appears to be 
one of the prime factors in the development of abusive or neglecting behaviors at worst. With some 
exceptions (Duva and Metzger  2010 ) relatively little attention has been paid to understanding eco-
nomic intervention as compared to parenting, mental health or other family functioning approaches, 
and much of that attention has been in governmental websites or the grey literature, forums aimed 
more squarely at practitioners and policy makers. A few researchers have directly called for improved 
provision of material supports to prevent maltreatment. For example, Courtney and colleagues ( 2005 ) 
found that after welfare reform there was an increased overlap between 1999 TANF applicants and 
child welfare as compared to 1996 AFDC applicants and child welfare, raising concerns that more 
concrete supports for persons newly entering the workforce were needed. To our knowledge no stud-
ies specifi c to employment support and maltreatment prevention exist. There are interesting emerging 
fi ndings suggesting that the provision of concrete supports can have preventive impacts. A study of 
TANF recipients found that small increases in income over a given year were associated with a 
decrease in likelihood of a screened in report of maltreatment (Cancian et al.  2010 ). Some evidence 
from an evaluation of differential response in Minnesota suggests a positive impact on the provision 
of material assistance for lower risk families (Loman and Siegel,  2004 ). 

 Outside child welfare, home visitation has been widely supported as a means to prevent child abuse 
and neglect. Despite recent federal funding initiatives promoting home visitation, many promising 
home visitation programs and many key client populations have not been well studied (Daro and 
Dodge  2010 ; Paulsell et al.  2011 ). While nurse home visiting has been described as a well-researched 
intervention ( California Evidence Based Clearinghouse For Child Welfare n.d. ) most research has 
focused on models that target fi rst-time mothers or programs that begin during the prenatal period. 
This makes it diffi cult to translate them directly to public child welfare settings, which are not primary 
prevention agencies. Results of past evaluations of nurse home visitation programs’ effi cacy in pre-
venting child abuse range include positive, negative and inconclusive results (Duggan et al.  2000 , 
 2007 ; LeCroy and Krysik  2011 ). While nurse home visiting models have typically targeted low income 
populations (Olds et al.  1999 ) the common restriction to fi rst-time mothers or prenatal enrollment 
may exclude some of the highest risk populations that do not seek prenatal care within a given time 
frame (Katz et al.  2011 ) or experience depression after a signifi cant duration of poverty and subse-
quent births (Abrams and Curran  2009 ). Few to scale versions of nurse home visiting target the level 
of risk faced by child welfare. An exception to this is the Nurses for Newborns model in Missouri. 
While not yet supported by randomized trial, a recent evaluation suggested that in rural areas the rates 
of child abuse and neglect reports were higher for families with screened out reports without NFN 
than families with screened out reports with NFN (Lanier et al.  2012 ). 

 A shift toward addressing the relationship between poverty and child maltreatment will require a 
shift toward thinking about the creation of a universal safety net suffi cient to promote genuine child 
well-being. As many authors point out, services to low income families are siloed despite vast over-
laps in the populations served, systems often provide only cursory services, and concerted efforts to 
monitor how the various systems do or do not interact to produce outcomes is non-existent in most 
areas (Courtney et al.  2008 ; Jonson-Reid and Drake  2008 ; Jonson-Reid  2011 ). MacMillan and col-
leagues ( 2009 ) point out that despite the promise and theoretical appeal of prevention programs at the 
community level that include a safety net for families, rigorous evaluations to help guide policy in this 
regard do not exist. There are two avenues for supporting improved policy in this regard. One is to 
build the infrastructure that rewards collaboration and tracks outcomes for multi-system families. This 
would allow for more accurate assessment of costs and savings for various policy and large scale 
program initiatives. Second, we could build on the small number of studies that address the promise of 
material supports. While there have been recent calls for studies on the impact of supportive housing 
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(Administration for Children and Families  2012 ), these are generally directed towards  families already 
engaged in child welfare and are arguably too narrow and not suffi ciently preventative. Perhaps a 
similar approach could be used to encourage large scale, rigorously evaluated approaches to address-
ing poverty at the family and/or community levels as maltreatment prevention. Further existing well-
supported longitudinal studies like the Panel Study of Income Dynamics could be augmented so that 
links to community variables and child maltreatment outcomes (for example, child maltreatment 
reporting data) are included.  

    Macroeconomic Factors and Child Maltreatment 

 Scholars have long sought to understand to understand the association between macroeconomic 
 factors, particularly unemployment, and child maltreatment. At the cross-sectional level, it is well 
established that neighborhood unemployment predicts child maltreatment reports (Freistler et al. 
 2004 ; Krishnan and Morrison  1995 ). This effect has been found separately both for male unemploy-
ment (Gillham et al.  1998 ) and for female labor force participation (Ernst  2000 ). What is less clear are 
temporal relationships between macroeconomic factors and child maltreatment rates over time. 
Finkelhor and Jones ( 2006 ) suggested that economic improvement in the 1990s may have contributed 
to the decline of abuse during that period. Early work from Colorado used longitudinal tracking of 
unemployment rates and child physical abuse reports, fi nding a strong link between unemployment 
and physical abuse, but not sexual abuse reports (Krugman et al.  1986 ). There has recently been a 
renewed interest in this area attendant to an unfortunate but scientifi cally useful natural experiment; 
the great recession. 

  Child Maltreatment Rates Over Time: General Findings.  Our understanding of child maltreatment 
and poverty is strongly infl uenced by our understanding of child maltreatment as it fl uctuates over 
time. By comparing changes in observed rates to known macroeconomic conditions, we can gain 
insight about possible relationships between the two. Unfortunately, this is not a straightforward exercise. 
Finkelhor and Jones ( 2006 ,  2009 ) have compared rates of physical and sexual abuse from national 
report (NCANDS) data to crime data from the National Crime Victimization Survey and found similar 
levels of decline in child abuse and juvenile criminal victimization (e.g. assault, robbery) during 
the 1992–2004 period, with most of these indicators dropping by about half. They did not note a 
corresponding drop in child neglect over the same period. They discuss a number of possible mecha-
nisms for this decline, but favor three in particular; economic improvements during the 1990s, larger 
numbers of available change agents (helping professionals) and improved psychopharmacology. 
Their fi ndings were recently supported by fi ndings from the third and fourth waves of the National 
Incidence Studies, which also showed that maltreatment rates had declined between 1993 and 2006 
(Sedlak et al.  2010 ). In summary, Finkelhor and Jones’s work ( 2012 ) strongly indicates a drop in child 
sexual abuse, may indicate a drop in child physical abuse and does not provide evidence supporting a 
drop in child neglect. 

 When looking at national data, using substantiated cases or “victims” rather than raw report 
numbers may be problematic. According to national report data, in 1995, 36.7 % of the 2,723,001 
investigated children were classed as “Substantiated” or “Indicated”. In 2010, that number, including 
the new category of “Alternative Response Victim” had dropped to 23.7 % (USDHHS  1996 ; USDHHS 
 2011 ) of the 3,604,100 children who received a response. This probably refl ects a tightening of criteria 
for substantiation and the increase in Alternative Response services, in which a substantiation 
decision is generally not made. Individual state substantiation levels (e.g. Missouri) clearly show 
how substantiation rates can drop dramatically after implementation of an Alternative Response track. 
In any case, the likelihood that substantiation criteria change over time makes comparison of substan-
tiated or “victim” level data somewhat questionable. Other sources, such as raw reporting rates, or 
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medical diagnostic data can also be subject to variability over time, as public awareness changes or 
medical professionals become more aware of or likely to provide a given diagnosis. Even given these 
weaknesses, we feel that reporting rates do provide a useful touchstone for understanding maltreat-
ment rates over time. 

  The Great Recession and National Data.  The National Child Abuse Data System (NCANDS) pro-
vides information on offi cial child maltreatment reports. The simplest metric, reports with a disposi-
tion, has remained fl at during the great recession so far. In 2010, there were 3.3 million referrals made, 
involving about 5.9 million children (USDHHS  2011 ). In 2006, there were 3.3 million referrals made, 
involving approximately 6.0 million children. Given the slight increase in child population during this 
timeframe, this may represent a slight decline in total reports. NCANDS also shows a decrease in 
child abuse victimization (essentially reports which are screened in and offi cially determined to be 
maltreatment) from 11.0 per 1,000 to 9.2 per 1,000 during the 2006–2010 timeframe (USDHHS 
 2011 ). The number of offi cially reported unique child fatalities during the immediate pre-recession 
period was 2.00/100,000 children in 2006, and 2.28 in 2007. The recession period numbers are simi-
lar, moving from 2.28 in 2007 to 2.32 in 2009 and down again to 2.07 in 2010. 

 It is possible, however, that the above numbers may mask larger changes in specifi c forms of abuse. 
Given the fi ndings in the area of nonaccidental head trauma, we might expect that physical abuse 
would be increasing. This, however, is not the case. In 2006, 16.0 % of victims were found to suffer 
physical abuse, compared to 8.8 % for sexual abuse and 64.1 % for neglect in 2006 (USDHHS  2007 ). 
In 2010, 17.6 % of victims classifi ed as suffering from physical abuse, 9.2 % for sexual abuse, while 
78.3 % were reported for neglect (USDHHS  2011 ). The victimization type measure is overlapping, 
and the number of victimization types per victim increased from 1.14 in 2006 to 1.26 in 2010, refl ect-
ing a general trend for cases to be classifi ed under more than one category. Despite this, it is evident 
that no large changes have occurred in the proportionalities of the different kinds of maltreatment 
among offi cial victims. 

 Another possibility is that younger children may be more at risk during times of economic down-
turn. This might explain how fi ndings of increased trauma among young children may be occurring in 
the face of stable overall maltreatment reporting rates. In 2006, 38.6 % of all victims were between 
the ages of 0 and 3. In 2010, this number dropped slightly to 34.0 % of all victims, contrary to what 
might be expected. 

 Some state level analyses are also available. Millett and colleagues ( 2011 ) tracked all seven states 
for which recent economic and child maltreatment data were available covering the period of the great 
recession; Arizona, California, Massachusetts, Missouri, North Carolina, Oregon and Wisconsin. 
Unemployment rates, labor force participation, and food stamp usage were compared to child mal-
treatment reports. In all cases, unemployment and food stamp use increased markedly during the 
period of the recession. In no state, however, did child abuse rates show an appreciable increase. 
Neither bivariate analyses, empirical growth plots nor regression analyses showed any relationship 
between these economic indicators and maltreatment reports in any state. 

  The Great Recession and Hospital Data.  Several very recent studies have looked at rates of various 
kinds of brain injury relative to the great recession. Huang and colleagues ( 2011 ) looked at all traumas 
to children 0–2 years old in a single Level I pediatric trauma center. They tracked rates of “all trau-
mas,” “accidental head traumas” and “nonaccidental head traumas” during pre-recession (12/2001–
11/2007) and recession (12/07 -6/10) periods. They found slight nonsignifi cant declines in monthly 
overall trauma rates when comparing pre-recession and recession periods (6.4 vs. 5.8 per month). 
They also found a slight reduction in accidental head trauma (2.0 vs. 1.9 per month). Conversely, they 
found a statistically signifi cant doubling of nonaccidental head traumas when comparing the pre-
recession and recession periods (0.7 vs. 1.4). 

 Berger and colleagues ( 2011 ) tracked rates of Abusive Head Trauma (formerly “Shaken Baby 
Syndrome”) which was verifi ed by hospital child protection teams in children under 5 years of age. 
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They split their data into pre-recession (1/2004 through 11/2007) and recession (12/2007 through 
6/2009) periods. They studied three geographical areas, including a Pennsylvania region, an Ohio 
region and a region based around Seattle. This study found no association between rates of Abusive 
Head Trauma and unemployment rates, even when those rates were lagged. Rates of Abusive Head 
Trauma were between 25 % higher (Ohio region) and 140 % higher (Pennsylvania region). The Seattle 
region showed a 108 % increase in Abusive Head Trauma, despite three being virtually no change in 
the unemployment rates in that region (5.4 % vs. 5.6 %). If accurate, these fi ndings suggest that one 
devastating but numerically small subset of physical abuse, Abusive Head Trauma, may be increasing, 
but that that increase is not linked to unemployment rates. 

 Wood and colleagues ( 2012 ) looked at data from 38 hospitals, linking them to macroeconomic 
indicators for the Metropolitan Statistical Areas in which each hospital was located. Interpretation of 
their fi ndings is complicated, as they did not report physical abuse rates based on population, but 
reported physical abuse rates as a percentage of all hospital admissions, during a time in which total 
hospital admissions declined. They reported small increases in child physical abuse admission rates 
(as a proportion of all hospital admissions) and high risk TBI rates (as a proportion of all hospital 
admissions) in hospitals located in Metropolitan Statistical Areas with high foreclosure rates (Wood 
et al.  2012 , pp. e360–e361). Counterintuitively, a “clear relationship between unemployment and 
physical abuse was not found” (Wood et al.  2012 , p. 362). Of even greater interest, an examination of 
their data (fi gure 2, page e361) shows that rates of child abuse admissions and high risk TBI actually 
declined since the beginning of the great recession. 

 Another team (Leventhal and Gaither  2012 ) used data from the Kids Inpatient Database, most recently 
sampled from 44 states and 4,121 hospitals, tracking serious injuries due to physical abuse. They found 
that measured incidence estimates for 1997, 2000, 2003, 2006 and 2009 were generally fl at, with a small 
increase in reports for children 0–18 years (6.1 per 100,000 vs. 6.4 per 100,000) from 2006 to 2009. The 
rate for children less than 1 year of age moved from 57.5 per 100,000 in 2006 to 62.3 in 2009. This last 
statistic is somewhat misleading, however, as the less than 1 year of age rate for 2002 was 62.1, virtually 
identical to the 2009 fi gure, the trend in the 2003–2009 period being essentially a shallow “v”. 

  Summary of Differences in Magnitude of Macroeconomic Effects in Hospital Data.  Huang and 
colleagues ( 2011 ) found a doubling of nonaccidental head trauma (but not of other kinds of trauma) 
at a single site, a very large difference when comparing the 6 years prior to and two and a half years 
following the great recession. Berger and colleagues ( 2011 ) looked at three hospitals, fi nding increases 
in Abusive Head Trauma (“Shaken Baby Syndrome”) ranging from low (+25 %) to very large 
(+140 %) when comparing the 3 years prior to and following the onset of the great recession. Wood 
and colleagues ( 2012 ), using data from 38 hospitals, found very small increases (<10 %) in child 
physical abuse and high risk TBI rates associated with mortgage delinquency and foreclosure rates 
and, contrary to the other studies, found declines in child abuse admission rates between the start of 
the great recession and the end of 2009. Finally, as stated above, Leventhal and Gaither ( 2012 ), with 
by far the largest sample, found no large changes in serious physical abuse injuries in the 1997–2009 
timeframe. Overall, the hospital-based data for severe injuries caused by physical child abuse do not 
yet show a consistent pattern of escalation during the great recession.  

    Summary 

 There are things we know for certain about poverty and child maltreatment. We know that actual 
(i.e. not simply offi cially reported) child maltreatment and poverty are related. We know that offi cially 
reported child maltreatment and poverty are related. We know that this relationship is not largely due 
to an anti-poor bias in reporting or identifi cation. We know that the relationship between poverty and 
maltreatment occurs within all racial and ethnic groups, but we know that immigrants do far better than 
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non-immigrants across child well-being measures, probably including child maltreatment. We know 
that Black children are not only more likely to be poor compared to Whites, but look even worse off 
when fi nancial assets and chances of living in areas of concentrated poverty are considered. We are 
reasonably sure that poverty is more strongly related to neglect than to abuse, particularly sexual abuse. 

 There are things we know we need to understand better. Many of these are critically important. 
Chief among these is the matter of causality. The general domains of poverty, community, individual 
characteristics, parenting and maltreatment are clearly related, but we have yet to develop a convincing, 
comprehensive and generally useful causal model. Frameworks, such as provided by Bronfenbrenner 
and Belsky, are a step in the right direction, as they guide us toward relevant constructs. We still lack 
an understanding of the order, magnitude and valence of relationships between elements of these 
domains. For example, it has been commonly suggested that that poverty may cause stress which may 
cause maltreatment (Drake and Pandey  1996 ). Poverty may also degrade collective effi cacy (Sampson 
and Morenoff  2004 ), resulting in a range of negative outcomes, including maltreatment. The mecha-
nisms of intergenerational effects are not well understood, with recent work suggesting that epigenetic 
effects may play a far more powerful role than previously imagined (Roth et al.  2008 ). In the absence 
of a sound causal understanding, it is diffi cult to generate services which will fi t the needs of maltreating 
families in poverty. To date, the only serious attempts to deal directly with poverty and maltreatment in 
combination seem to be from states and counties which offer concrete child welfare services and 
through home visiting programs. This is terribly inadequate. 

 Finally, there are undoubtedly key parts of the poverty/maltreatment puzzle that we remain igno-
rant of. For example, the whole perspective of epigenetics, that environment can cause lasting changes 
to how genes are expressed is very new. Researchers who attempted to understand, for example, 
intergenerational effects within low income communities simply did not have this perspective available 
to them. There are undoubtedly important discoveries to be made and perspectives to be found which 
will be useful to future researchers, practitioners and policy makers. More direct attention paid to the 
issue of poverty and maltreatment is needed to hasten this. 

 Policy and practice are now lagging science in this area. While we have acknowledged that child 
maltreatment and poverty are co-occurring and interrelated, the majority of evidence-based practices 
remain narrowly psychological, generally skill-based in nature. Modifi cation of existing programs to 
acknowledge the problems faced by the poor is warranted. Generation of new programs specifi cally 
addressing the poverty-related problems encountered by these families may be useful. 

 We do not mean the tone of this concluding section to be negative or unhopeful. Looking back two 
or three decades, we see that most child welfare researchers, practitioners and policy makers were in 
a state of denial regarding the increased risk of maltreatment among poor children. There has been a 
powerful and positive historical shift in recognition of the problem. This has been accompanied by an 
explosion of frameworks and theoretical perspectives relating to neighborhood and other environmen-
tal conditions and dynamics. Increasingly, empirical research in the area of child welfare incorporates 
socioeconomic controls, something long overdue. Given this clear and marked progress, we may have 
reason to hope that a chapter such as this, written 10 or 20 years from now, will be able to provide 
more certain science and more guidance for poverty and policy.     
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        The overrepresentation of children of color in the child welfare system has long represented a prominent 
concern in the fi eld of child welfare. Commonly referred to as  disproportionality,  this phenomenon has 
most signifi cantly affected Black children, with data from 2010 indicating that Black children repre-
sented 29 % of children in foster care, although they represented only 14.5 % of children in the general 
population (United States Department of Health and Human Services  2011 ; United States Census 
Bureau  2012 ). 1  This overrepresentation of Black children has been observed in the child welfare system 
for more than 40 years (Billingsley and Giovannoni  1972 ), yet persists as a national concern, and has led 
to questions regarding the fairness of child welfare policies and practices and whether those policies and 
practices unfairly disadvantage children of color. 

 Although the presence of racial disproportionality in the child welfare system has been well 
documented, research has been less successful in identifying the explanatory factors associated with 
this phenomenon. At issue is whether the observed levels of overrepresentation result from a form of 
racial bias within child welfare systems or from differing levels of need among children and families 
of color. Recent critiques of efforts to address disproportionality have brought increased attention to 
this issue, particularly concerning observed disparities in the incidence of maltreatment and the 
subsequent need for intervention. Bartholet ( 2009 ), in her paper  The Racial Disproportionality 
Movement in Child Welfare: False Facts and Dangerous Directions,  contended that the observed 
differences in the representation of Black children in the child welfare system occur because Black 
children are in fact maltreated at higher rates than children of other races, and thus should be placed 
into foster care at higher rates than other children. She contended that higher rates of maltreatment in 
Black families are to be expected because Black children are more likely to be exposed to many of the 
risk factors associated with maltreatment, including poverty, substance abuse, and single parenting. 

 These claims were initially met with resistance, as prior research, most notably the federally funded 
National Incidence Studies of Child Abuse and Neglect (NIS), conducted in 1980 (NIS-1), 1986 
(NIS-2), and 1993 (NIS-3), had consistently shown no signifi cant differences in the actual incidence 
of maltreatment across children of different racial groups (Sedlak  1991 ; Sedlak and Broadhurst  1996 ; 
Sedlak and Schultz  2005 ). However, fi ndings from the recently released NIS-4 (Sedlak et al.  2010b ) 

1   Disproportionality has also been observed among Native American/Alaska Native children at the national level. As of 
2010, Native American/Alaska Native children represented 1.9 % of children in foster care and 0.9 % of children in the 
general population (Summers et al.  2012 ). However, the body of research on disproportionality, as well as the current 
debate concerning the appropriate response to disproportionality, has focused primarily on Black children. 
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found for the fi rst time that rates of maltreatment for Black children were signifi cantly higher than 
those for White or Hispanic children. In supplemental analyses of these race differences, the authors 
concluded that these observed differences were the result of greater precision of the NIS-4 estimates, 
as well as an increased disparity in income between Black and White families since the NIS-3 (Sedlak 
et al.  2010a ). 

 The discussion raised by Bartholet and the subsequent fi ndings of the NIS-4 have led to calls to 
reevaluate efforts to address disproportionality, particularly those efforts that have focused on reduc-
ing bias within child welfare systems, with critics suggesting that it is not bias, but rather dispropor-
tionate need, that results in disproportionality (e.g., Drake et al.  2011 ). Yet others contend that racial 
bias still plays a role in contributing to disproportionality, despite differences in rates of maltreatment 
(e.g., Dettlaff et al.  2011 ; Rivaux et al.  2008 ). 

 The body of research that has emerged over the past several years and the resulting critiques of 
efforts to address disproportionality have ignited a debate within the child welfare fi eld that has 
elicited strong feelings from many involved, with most scholars aligning themselves with one side 
or the other, while those in child welfare agencies and educational environments are left questioning 
the meaning of these new research fi ndings and how to proceed with efforts to address this issue. 
This chapter will address this debate and discuss how the understanding of disproportionality has 
evolved over time. The chapter will propose recommendations for addressing disproportionality and 
disparities in child welfare systems based on current evidence that allows for the acknowledgement 
of differing risk and rates of maltreatment, while also acknowledging the potential for racial bias to 
exacerbate these differences, resulting in further harm and disparate outcomes for Black children. 

    Defi ning and Identifying Disproportionality and Disparities 

 The terms disproportionality and disparities have held numerous defi nitions in the child welfare litera-
ture devoted to this topic. The concept of disproportionality in child welfare grew from efforts in the 
juvenile justice system to measure and understand disproportionate minority contact and arose out of 
growing awareness and acknowledgement that children of different races were represented in the 
child welfare system at different rates (Derezotes and Poertner  2005 ). The initial identifi cation and 
use of the term disproportionality was intended to document this phenomenon and to acknowledge the 
need to better understand why this was occurring (Derezotes and Poertner  2005 ). However, as the use 
of the terms disproportionality and disparities have evolved over time, they have taken on connota-
tions that denote a problem resulting from racial bias or differential treatment of children of color. 
Yet the presence of disproportionality and disparities in the child welfare system is not indicative of 
either a problem or of racial bias in the absence of evidence to support this. Understanding the 
meaning of these terms and what they mean for child welfare systems is an important component in 
developing an appropriate response to address them.  

    Disproportionality 

 The term disproportionality refers to the state of being out of proportion. It describes a condition that 
exists when the proportion of people of a certain race or ethnicity in a target population differs from 
the proportion of people of the same group in a reference population. In the context of the child 
welfare system, disproportionality is most commonly used to describe a condition when the propor-
tion of one group in the child welfare population (i.e., children in foster care) is either proportionately 
larger (overrepresented) or smaller (underrepresented) than the proportion of the same group in the 
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general child population. Although this comparison of children in foster care to children in the general 
population is the most common use of the term, disproportionality can also exist at other decision 
points (e.g., substantiated maltreatment investigations). 2  In and of itself, overrepresentation in the 
child welfare system is not a problem, as representation in this system should be based on need. Thus, 
the presence of disproportionality is not indicative of either a problem or of bias, in the absence of data 
that addresses its causes. A caveat to this is whether what is perceived as need is infl uenced by bias. 
This will be addressed later in the chapter. 

 As stated previously, data from 2010 show that Black children represented 29 % of children in 
foster care, although they represented only 14.5 % of children in the general population, indicating a 
disproportionality ratio of 2.0. 3  This represents a decrease in disproportionality since 2000 when 
Black children represented 38 % of children in foster care and 16 % of the child population, a ratio of 
2.5 (Summers et al.  2012 ). In addition to overrepresentation at the national level, Black children have 
historically been overrepresented at the state level. In 2000, Black children were overrepresented in 
all 50 states with disproportionality ratios ranging from 1.1 (Massachusetts) to 8.3 (Wisconsin). 
Disproportionality ratios were greater than 2.0 in 41 states. As of 2010, Black children were overrep-
resented in 46 states, with ratios ranging from 1.1 (Mississippi) to 5.3 (Wyoming). Ratios exceeded 
2.0 in only 30 states, a decrease of 11 states. Disproportionality ratios decreased in all but fi ve states, 
while four states (Alaska, Hawaii, Maine, and Oregon) showed no evidence of disproportionality for 
Black children (Summers et al.  2012 ). These data indicate that disproportionality has largely declined 
at both the national level and the state level over the past decade.  

    Disparity 

 While disproportionality refers to the state of being out of proportion, disparity refers to a state of 
being unequal. In the child welfare system, disparity is typically used to describe unequal outcomes 
experienced by one racial or ethnic group when compared to  another  racial or ethnic group (in contrast, 
disproportionality compares the proportion of one racial/ethnic group in the child welfare system to 
the  same  racial/ethnic group in the population). Disparities can occur at every decision-making point 
in the child welfare system, including the initial report that brings children to the attention of the 
system, acceptance of reports for investigation, substantiation of maltreatment, entries into substitute 
care, and exits from substitute care. For example, if the rate of Black children being reported to the 
child welfare system in a state differed considerably when compared to the rate of White children 
being reported to the same system, this would denote a disparity. Ultimately, disparities that occur in 
both entries to the system and exits from the system produce disproportionality. Thus, understanding 
where disparities exist and why they are occurring is essential to understanding disproportionality. 
However, similar to disproportionality, the presence of a disparity at a given decision-making point is 
not an indicator of bias or of disparate treatment in the absence of data that identifi es the explanatory 
factors contributing to the disparity. However, even these data may be subject to caution depending on 
which alternative factors are included in the analyses. 

 Over the past two decades, a considerable number of studies have identifi ed disparities at various 
decision-making points along the child welfare service delivery pathway. These include the initial 
report of alleged maltreatment (Fluke et al.  2003 ; Lu et al.  2004 ), acceptance for investigation (Gryzlak 
et al.  2005 ; Zuravin et al.  1995 ), substantiation of alleged maltreatment (Ards et al.  2003 ; Rolock and 

2   Additionally, the reference population can be either the general child population or the population of children that 
experience a particular event (e.g., investigated reports of maltreatment). 
3   The disproportionality ratio for Black children is calculated by dividing the percentage of Black children in substitute 
care for a given year by the percentage of Black children in the child population (under 18) in the same year. 
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Testa  2005 ), placement into out-of-home care (Rivaux et al.  2008 ; Wulczyn and Lery  2007 ), and 
exits from care (Hill  2005 ; Lu et al.  2004 ). Several studies have examined factors that may explain 
these disparities and fi ndings have been mixed regarding the role of race. Some studies have found 
that race is a signifi cant factor at various decision-making points (e.g., Hill  2005 ; Lu et al.  2004 ; 
Rivaux et al.  2008 ), while others have found no signifi cant effect for race when controlling for other 
factors (e.g., Goerge and Lee  2005 ; Harris et al.  2005 ). Still others have found that it is a combination 
of race with other factors that results in observed disparities (e.g., type of abuse by race – Gryzlak 
et al.  2005 ; severity of injury by race – Sedlak and Schultz  2005 ; family structure by race – Harris 
and Courtney  2003 ). 

 While the existence of racial disproportionality and disparities in the child welfare system has 
been well established, of concern to the fi eld are the explanatory factors that underlie them, as these 
are the issues that must be understood in order to develop appropriate responses, as well as shape 
policy. The remainder of this chapter will consider the evolving understanding of disproportionality 
from its early identifi cation in the child welfare system to the shifting dialogue that has occurred in 
recent years to shape the current understanding of this phenomenon.  

    Early Understandings of Disproportionality 

 The overrepresentation of Black children in the child welfare system was fi rst brought to national atten-
tion by Billingsley and Giovannoni ( 1972 ) in their seminal publication,  Children of the Storm: Black 
Children and American Child Welfare.  Prior to the 1950s, Black children were largely excluded from 
child welfare systems, as the bulk of agencies providing child welfare services were created to serve 
poor White immigrants (Hogan and Siu  1988 ). Yet as changes in migration patterns occurred among 
Blacks during the 1950s and 1960s, both from rural to urban areas and from the South to the North, 
along with an increased focus on integration and decreasing poverty rates among White children, the 
involvement of Black children in the child welfare system grew steadily (Billingsley and Giovannoni 
 1972 ; Hogan and Siu  1988 ). By the end of the 1970s, a number of studies had identifi ed that Black chil-
dren had emerged as the most overrepresented group in this system (e.g., Close  1983 ; Magura  1979 ; 
Shyne and Schroeder  1978 ). As awareness of this overrepresentation grew throughout the 1980s and 
1990s, this led to increasing calls for states to develop responses to address this issue, leading to several 
states passing legislation mandating system responses in the mid-2000s (e.g., Michigan Department of 
Human Services and Skillman Foundation  2006 ; Texas Health and Human Services Commission  2006 ), 
as well as national efforts to assist in these responses (e.g., Casey Family Programs  2009 ). 

 Among most scholars, there has always been acknowledgment that different levels of representa-
tion in the child welfare system can be driven by different levels of need and that Black families may 
be particularly vulnerable to many of the risk factors associated with child welfare system involve-
ment. Yet regardless of the reasons disproportionality exists, it is a concern for a number of reasons, 
primary among these being the consequences to children and families that can result from placement 
in out-of-home care. Multiple studies have documented that children who are removed from their 
homes experience not only signifi cant trauma but also are more likely than other children to experi-
ence negative outcomes as adults, including low educational attainment, homelessness, poverty, 
unemployment, unplanned pregnancies, mental health disorders, and involvement in the criminal 
justice system (Courtney et al.  2010 ,  2001 ; Pecora et al.  2003 ). Although it is unclear whether these 
negative outcomes can be attributed to children’s placement in foster care or to their abusive family 
backgrounds, recent research by Doyle ( 2007 ) suggests that outcomes for children at the margin of 
placement (i.e., cases where child protection investigators may disagree about the recommendation 
for removal) are better for children who remain in their homes, with children removed from their 
homes experiencing higher delinquency rates, higher teen birth rates, and lower earnings. 
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 But in addition, for Black families, overrepresentation in the child welfare system not only separates 
parents from children, but also contributes to feelings of anger, hostility, and distrust of governmental 
systems (Roberts  2008 ). In addition to individual and family consequences, the disproportionate 
involvement of Blacks in the child welfare system and the resulting negative outcomes can serve to 
perpetuate many of the oppressive conditions and negative stereotypes that have historically affected 
the Black population (Roberts  2002 ). When combined with the disproportionate involvement of Black 
children in other systems, the persistent overrepresentation of Black children in the child welfare 
system was viewed by many as a concern that warranted further investigation and understanding. 

 However, as awareness of disproportionality increased, fi ndings from the National Incidence Studies 
of Child Abuse and Neglect (NIS) were increasingly used to frame the issue as a problem resulting 
from racism and/or discrimination against Black children. The NIS is a mandated effort of the U.S. 
Department of Health and Human Services and has been conducted at varying intervals since 1978. 
The goal of the NIS is to provide estimates of the incidence of child abuse and neglect in the United 
States and to report changes in incidence over time. In contrast to  offi cial  rates of maltreatment, which 
are determined by substantiated investigations of abuse or neglect conducted by child protective 
services (CPS) agencies, the NIS attempts to estimate the  actual  incidence of maltreatment in the 
United States by collecting data from community professionals in sentinel agencies, in addition to data 
from CPS. Thus, the NIS estimates include children in the offi cial CPS statistics and those who are not. 
The NIS employs two standards in identifying maltreatment – the Harm Standard, which requires that 
an incident resulted in demonstrable harm to a child, and the Endangerment Standard, which includes 
children who have not yet been harmed but were believed to be endangered as a result of maltreatment. 
This latter category includes cases that were substantiated by a CPS agency (Sedlak et al.  2010b ). 

 Prior to the release of NIS-4 in 2010, the NIS had been conducted on three occasions – NIS-1 in 
1979 and 1980, NIS-2 in 1986, and NIS-3 in 1993. These prior studies had consistently found no 
signifi cant differences in  actual  rates of maltreatment between Black children and children of other 
races. Specifi cally, NIS-3 reported:

  No signifi cant or marginal racial differences in the incidence of maltreatment were found either within the NIS-3 
data or in the comparison of changes since the NIS-2. This was true for both the Harm Standard and the 
Endangerment Standard fi ndings. It is interesting to note that this is also the case in the NIS-2. That is, there were 
no signifi cant race differences in any category for either standard, and none of the changes between the NIS-1 
and the NIS-2 were modifi ed by child’s race. (Sedlak and Broadhurst  1996 , pp. 4.28–4.29) 

   The report went on to state:

  The NIS fi ndings suggest that the different races receive differential attention somewhere during the process of 
referral, investigation, and service allocation, and that the differential representation of minorities in the child 
welfare population does not derive from inherent differences in the rates at which they are abused or neglected 
(pp. 8–7). 

   Thus, both the fi ndings from the NIS data and the conclusions drawn in the NIS-3 fi nal report 
suggest rather unequivocally that there are no racial differences in the incidence of maltreatment and 
that any differential rates of representation for children of color are not the result of differences in 
rates of maltreatment. The report even raises the issue of “differential attention” as a factor that can 
explain the overrepresentation of minority children. 

 Following the release of the NIS-3 report in 1996, these fi ndings began to be used by some as 
evidence of racial bias within the child welfare system. For example, using data from the National 
Data Archive on Child Abuse and Neglect (NCANDS), Morton ( 1999 ) found that Black children were 
involved in substantiated cases of maltreatment at a rate that was disproportionate to their percentage 
in the population in 40 states for which data were available. In his discussion of these fi ndings, Morton 
cited the NIS-3, stating, “This…directly contradicts the apparent higher incidence rate suggested by 
founded allegations of child maltreatment. How could the reported incidence based on founded alle-
gations be so signifi cantly out of proportion, given the NIS-3 fi ndings?” (p. 25). Given the lack of 
racial differences found in the NIS-3, he later states, “As a result, one could argue that there should be 
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proportional racial representation throughout the system. If proportional representation does not exist, 
a strong argument is created for the existence of differential treatment by race” (p. 26). Similarly, in a 
paper published the same year, Yegidis and Morton ( 1999 ) wrote:

  All three National Incidence Studies (NIS) conducted by the Department of Health and Human Services con-
cluded that there are no signifi cant or marginal differences in the incidence of child maltreatment based on race. 
Since incidence is measured in rates per thousand, this means that all groups should be represented in the child 
welfare system consistent with their proportion of the population as a whole. If not, then a basis for the presump-
tion of bias exists (p. 1). 

   This use of the NIS-3 fi ndings persisted throughout the next decade, with many additional studies 
comparing the lack of racial differences in rates of maltreatment as found in the NIS-3 with the consistent 
overrepresentation of Black children in the child welfare system as evidence of a growing problem.  

    Responses Associated with the NIS Findings 

 One of the fi rst studies to examine the apparent contradiction of the NIS fi ndings with the observed 
overrepresentation of Black children in the child welfare system was an examination of NIS-1 data by 
Ards et al. ( 1998 ) to determine the extent to which sample selection bias contributed to the fi nding that 
no racial differences were present in the incidence of maltreatment. Their analyses concluded that this 
apparent contradiction may exist due to four factors: (1) reporting rates differed by race, (2) reporting 
rates differed by type of maltreatment, (3) the NIS design excluded certain categories of reporters, and 
(4) the cases most likely to be addressed by CPS agencies may have differed from the maltreatment 
categories used by the NIS. A major fi nding from this study was the determination that sample selec-
tion bias resulting from the exclusion of family, friends, and neighbors as report sources altered the 
interpretation of fi ndings regarding maltreatment reports for Black children, but not for White chil-
dren. Thus, the authors cautioned the interpretation of the NIS fi ndings, stating “before the fi nding of 
no racial difference in child maltreatment is accepted unequivocally in the child maltreatment litera-
ture, additional attention must be paid to the design features of the NIS study that leave ambiguous the 
question of racial disparities in child maltreatment” (p. 113). 

 Additionally, in response to Morton’s ( 1999 ) article suggesting that the overrepresentation of 
Black children was related to higher rates of substantiation in cases involving Black children, Ards 
et al. ( 1999 ) analyzed data from the 1993, 1994, and 1995 NCANDS to test the hypothesis that sub-
stantiation rates would be higher in states with larger percentages of Black victims, if the premise was 
true that cases involving Black children were more likely to be substantiated than cases involving 
White children. However, they did not fi nd a positive relationship between the two, rejecting the 
hypothesis that race infl uenced substantiation. Additionally, Ards et al. ( 1999 ) re-examined data from 
NIS-1 to determine whether racial differences existed in substantiation rates among CPS cases and 
whether differences existed in substantiated and unsubstantiated cases in reviewer ratings of whether 
cases were “very probable” or whether there was “insuffi cient evidence.” Their results found no racial 
differences in either comparison, concluding that these fi ndings may “rule out Morton’s hypothesis 
that black child maltreatment cases are disproportionately substantiated” (p. 1212). In addressing the 
importance of this issue and the factors contributing to disproportionality, the authors concluded:

  The policy implications of this debate are profound. If we are to believe the NIS data, we should focus our 
resources on combating racial bias in reporting, substantiation, and case openings. And, there is every reason to 
believe that the potential exists for racial bias in the child protective services. However, if this racial bias is not 
the cause of the overrepresentation of black children among abused children, then we should look elsewhere to 
confront the disparities that we observe. We are concerned that too little attention has been paid to the structural 
factors that may contribute to underlying racial differences in abuse (pp. 1212–1214). 

   Further critiques emerged concerning the validity of the NIS-3 fi ndings concerning the lack of 
racial differences in the incidence of maltreatment. Specifi cally, Barth ( 2005 ) raised additional 
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concerns regarding the potential for sample selection bias due to the exclusion of friends and kin 
among the community sentinels trained to identify maltreatment, as was previously identifi ed by Ards 
et al. ( 1998 ). Barth also expressed concern regarding an oversampling of referrals from suburban 
communities due to fl awed procedures in urban communities that were present in the NIS design. 
While some acknowledged the validity of these concerns (e.g., Chibnall et al.  2003 ; Wulczyn  2003 ), 
others challenged these critiques, contending that these concerns would not substantively change the 
fi ndings produced by the NIS (Hill  2006 ). Ultimately, despite these critiques, most contended that the 
NIS-3 data were the most reliable and defi nitive source of data on the national incidence of maltreat-
ment that were available (Barth  2005 ; Hill  2006 ).  

    Subsequent Prevailing Theories Regarding Disproportionality 

 Despite being acknowledged since the 1970s, signifi cant national attention concerning racial dispro-
portionality did not occur until the early 2000s, following the publication of the NIS-3, which resulted 
in several prominent calls for action due to the suggestion of racial bias given the inconsistency 
between the NIS-3 fi ndings and Black children’s involvement in child welfare systems. This led to 
a considerable increase in studies examining disproportionality and in attempts to explain this 
phenomenon. By the mid-2000s, several scholars had proposed theories, based on available evidence, 
explaining the existence of racial disproportionality. Hines et al. ( 2004 ) reviewed the existing literature 
and proposed four potential factors that were likely interrelated: (1) parent and family risk factors, 
(2) social factors including poverty and community risks, (3) race and class biases in the child welfare 
system, and (4) the impact of child welfare policies such as the Multi-Ethnic Placement Act (MEPA) 
and the Adoption and Safe Families Act (ASFA) on children of color. Barth ( 2005 ) also proposed four 
models for explaining disproportionality: (1) differential need resulting from differential risk (although 
it was acknowledged that this did not fi t well with the NIS-3), (2) racial bias that affects decision- 
making in child welfare agencies, (3) placement dynamics, including the increasing use of kinship 
care, which may result in longer lengths of stay, and (4) the multiplicative model, which suggests that 
the three prior factors are all at play and interact to produce disproportionality. Similarly, fi ndings 
from a Government Accountability Offi ce (GAO) ( 2007 ) study examining disproportionality 
concluded that there were three major contributing factors to this phenomenon: (1) higher rates of 
poverty among Black families and the resulting risks, (2) bias and cultural misunderstandings in child 
welfare systems, and (3) longer stays in foster care due to diffi culty in recruiting adoptive parents and 
the greater reliance on kinship care in cases with Black children. Thus, in much of the literature, there 
was consistent awareness that disproportionality was a complex phenomenon that likely resulted from 
multiple factors, including those within families, within communities, and within the system. 

 Yet, the notion of racial bias as the primary contributor to disproportionality, particularly in light 
of the NIS-3 fi ndings, propelled much of the dialogue, to the point where the two phenomena – racial 
bias and disproportionality – appeared synonymous. For example, a policy brief published by  Casey 
Family Programs (n.d.)  in the mid-2000s stated that the existence of racial disproportionality, defi ned 
as the overrepresentation of children of color in the foster care system, is “an indicator that the 
child welfare system is not functioning fairly or equitably” (p. 1). No acknowledgement of any other 
potential explanations was provided. This prevailing notion was also apparent in many of the scholarly 
publications written prior to 2010. For example, in the introductory article of a special issue on racial 
disproportionality published by the Child Welfare League of America, Cross ( 2008 ) states,

  The real culprit appears to be our own desire to do good and to protect children from perceived threats and our 
unwillingness to come to terms with our own fears, deeply ingrained prejudices, and dangerous ignorance of 
those who are different from us. These factors cumulatively add up to an unintended race or culture bias that 
pervades the fi eld and exponentially compounds the problem of disproportionality at every decision point in the 
system (p. 12). 
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       Emergence of Disparity as a More Useful Indicator 

 By the mid-2000s, concerns had been raised regarding the ways in which disproportionality was being 
measured and the subsequent interpretations of those measures. Ards et al. ( 2003 ) used data from 
Minnesota in 2000 to examine rates of substantiation within the state. First, the authors found that 
statewide rates of disproportionality were infl ated due to a failure to disaggregate counties with large 
populations of children of color from counties with small populations, suggesting caution when using 
statewide rates of disproportionality to drive policy considerations when those statistics included data 
from widely dispersed geographical areas. But secondly, the study highlighted the value of using a 
conditional population as the denominator to calculate disproportionality by showing the difference 
between substantiation-to-population disproportionality (i.e., the percentage of Black children in 
substantiated cases compared to the percentage of Black children in the child population) and 
substantiation- to-report disproportionality (i.e., the percentage of Black children in substantiated 
cases compared to the percentage of Black children in reports of alleged maltreatment). While rates 
of substantiation-to-population disproportionality for Blacks revealed some of the highest dispropor-
tionality rates in the nation, the substantiation-to-report statistic showed virtually no presence of dis-
proportionality. The logic of using a conditional population as the reference population was that not 
all children in the general population are at risk of the occurrence under examination – in this exam-
ple, a substantiated investigation. Only children who are involved in a report of alleged maltreatment 
can be involved in a substantiated case of maltreatment, thus selecting reports of alleged maltreatment 
as the base population eliminates bias that may have occurred in prior events or decisions. While there 
may be scenarios where the use of the population denominator is more appropriate, this marked one 
of the fi rst studies to document a potential limitation in calculating disproportionality statistics using 
the general population as the reference group, particularly when those statistics are used to drive 
policy considerations. 

 Along with growing awareness of the limitations of the general population as a reference group, the 
concept of  disparity  began to emerge as a potentially useful indicator in identifying and understanding 
racial differences in the child welfare system. Despite considerable use in other fi elds including 
juvenile justice and public health, the measurement of disparity in child welfare was not commonly 
used prior to the last decade. Fluke et al. ( 2003 ) were among the fi rst to calculate a measure of disparity 
in investigated and substantiated reports and to discuss how this measure differed from dispropor-
tionality. Using NDCANS data from fi ve states, Fluke et al. calculated a disparity index for Black, 
Asian, Hispanic, and Native American children to represent the odds of those children being involved 
in investigated or substantiated reports  in comparison to  White children (the reference group). This 
differed considerably from the disproportionality measure, which compared children of each racial 
category to that same group’s representation in the general population. 

 Others have since addressed the limitations of the disproportionality measure as a means of 
identifying and understanding racial differences (Myers  2011 ; Shaw et al.  2008 ). These include challenges 
in assessing changes over time, as disproportionality is dependent on the size of a given population as 
a proportion of the total population, which may also increase or decrease over time, as well as a bias 
toward showing no effect when the racial group of interest is a large proportion of the population. 
These methodological limitations, combined with increased awareness of the limitations of the 
general population as a reference category, have largely shifted focus from the identifi cation of 
disproportionality to the identifi cation of disparity and the use of decision-point analyses, which 
calculate disparity at various decision-points along the child welfare pathway by using a prior 
decision point (rather than the general population) as the reference category. 4   

4   A more thorough description of the utility of decision-point analyses and the differences between population-based and 
decision-based denominators can be found in Fluke et al. ( 2011 ). 
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    Shifting Dialogue 

 While advances were being made in ways to understand and measure disproportionality and disparity 
among researchers and scholars, the prevailing notion of disproportionality and disparities as prob-
lems resulting from racial bias remained among most within the fi eld. This was evident in many of the 
state-level initiatives designed to respond to disproportionality in their child welfare systems. For 
example, following a legislative mandate to address disproportionality in the Texas child welfare 
system, a priority in the state’s response was the provision of a training entitled  Undoing Racism  for 
administrators, front-line staff, and community stakeholders (James et al.  2008 ).  Undoing Racism  is a 
two-and-a-half-day workshop conducted by the People’s Institute for Survival and Beyond that is 
designed to educate and empower participants to “undo” the structures of racism that hinder racial 
equality and to become effective organizers for change. The philosophy of the People’s Institute states 
that racism is “the single most critical barrier to building effective coalitions for social change,” and 
that racism “can be undone only if people understand what it is, where it comes from, how it func-
tions, and why it is perpetuated” (PISAB  2006 ). As of 2010, over 2,000 staff and external stakeholders 
had participated in the  Undoing Racism  workshop (Baumann et al.  2010 ). According to a policy 
report released by the Alliance for Racial Equity in Child Welfare ( 2009 ), at least 7 other states – 
including California, Florida, Illinois, Indiana, Massachusetts, Minnesota, and Washington – have 
used either  Undoing Racism  or  Knowing Who You Are,  a curriculum developed by Casey Family 
Programs highlighting the importance of understanding and addressing racial identity, as key ele-
ments in their overall strategies to address disproportionality. 

 Yet the dialogue concerning disproportionality shifted considerably following the publication of 
Bartholet’s paper in 2009. In this paper, Bartholet critiqued the assertion that disproportionality was 
caused by racial discrimination or systemic biases in decision-making, stating that those making this 
assertion were overly relying on statistics from the NIS to justify their position, and ignoring evidence 
to the contrary. She presented multiple critiques of the NIS data, and stated that the commonly cited 
assertion that these data showed no evidence of racial differences in maltreatment had been effectively 
debunked. The paper then drew upon multiple studies that documented the increased exposure among 
Black families to predictors of child maltreatment, including poverty, unemployment, single- 
parenting, substance abuse, and disadvantaged neighborhoods, to make the claim that Black children 
were overrepresented in the child welfare system not because of racial bias, but because maltreatment 
rates were higher among Black families. Thus, overrepresentation was not only to be expected but 
also appropriate. 

 But in addition to presenting an argument that overrepresentation was the result of a higher inci-
dence of maltreatment rather than bias or discrimination, Bartholet ( 2009 ) directly criticized the 
emphasis among child welfare systems that focused almost exclusively on addressing racial bias 
while ignoring other potential causes, stating, “Focus on the claimed racism of child welfare workers 
puts attention on a non-problem, while ignoring the real problems of the black community – the soci-
etal legacy of racial injustice and the miserable socio-economic conditions that characterize too many 
black lives” (p. 878). Of greatest concern, she further contended that this emphasis on racial bias and 
the goal of reducing the number of removals of Black children would ultimately result in harm to 
those children, stating,

  If black children are in fact subject to serious maltreatment by their parents at higher rates than white children, 
it is in their interest to be removed at higher rates than white children. If the child welfare system is wrongfully 
found discriminatory, and, as a result, stops removing black children at serious risk for ongoing maltreatment, 
the children will suffer immediate and dangerous consequences (p. 874). 

   Rather than focusing their efforts on addressing racial bias, Bartholet suggested that child welfare 
systems’ efforts should be directed toward reducing maltreatment rates among Black children by 
expanding prevention programs, and through greater attention, both among child welfare systems and 
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the larger society, to reducing the underlying social problems experienced by many Black families 
that increase their risk exposure. 

 For many in the child welfare fi eld, the attention that this paper drew led to their fi rst exposure to 
the critiques of the NIS data, which had persisted as the driving force behind claims of racial bias, 
along with the possibility of those claims not being true. But although this paper served to raise the 
dialogue and challenge some previously held beliefs, many continued to hold the belief that there 
were no racial differences in maltreatment, in the absence of solid evidence documenting those differ-
ences. This changed in 2010, following the long-awaited publication of the NIS-4 (Sedlak et al. 
 2010b ). NIS-4 collected data in 2005 and 2006, and sampled considerably more counties, as well as 
more CPS and sentinel agencies, than in previous versions of the study, which resulted in more precise 
estimates (i.e., smaller standard errors) than in prior versions. Specifi cally, NIS-4 sampled 122 coun-
ties, in contrast to 42 counties sampled in NIS-3, and 29 counties sampled in NIS-2 (Sedlak  1991 ; 
Sedlak and Broadhurst  1996 ; Sedlak et al.  2010 ). And for the fi rst time, fi ndings from the NIS-4 
showed that rates of maltreatment for Black children were signifi cantly higher than those for White or 
Hispanic children in several maltreatment categories. While there were differences according to mal-
treatment type, results of the NIS-4 found that Black children experienced signifi cantly higher rates 
of overall maltreatment, overall abuse, physical abuse, and serious harm from their maltreatment 
(Sedlak et al.  2010b ). This was found under both the Harm Standard and the Endangerment Standard 
used by the NIS-4. The authors also noted that although the NIS-4 found a general decline in rates of 
maltreatment since the NIS-3, that decline was not consistent across racial groups. Rather, maltreat-
ment rates for White children decreased more or increased less than maltreatment rates for Black 
children across several maltreatment categories (Sedlak et al.  2010b ). 

 In supplemental analyses of these observed race differences, the authors concluded that these dif-
ferences were partly the result of the greater precision of the NIS-4 estimates, as well as an increased 
gap in income between Black and White families since the NIS-3 (Sedlak et al.  2010a ). While the 
percentage of Black children living in the lowest income households increased, some interesting 
patterns also emerged among certain abuse types concerning the relationship between maltreatment, 
race, and socioeconomic status that may also explain some of the observed differences in maltreatment 
rates. While Black children were found to be at signifi cantly greater risk of experiencing physical 
abuse than White children, this difference was not present among low-income households. Rather, the 
racial difference was present among non-low income households. This same pattern was observed in 
the overall maltreatment and emotional maltreatment categories under the Endangerment Standard 
(Sedlak et al.  2010a ). 

 While these fi ndings were initially a surprise to some, Drake and Jonson-Reid ( 2011 ) pointed out 
that racial differences in maltreatment were in fact present in both the NIS-2 and NIS-3. In their 
review of the prior fi ndings, they stated, “Although not signifi cantly different, the NIS-2 and NIS-3 
race point estimates were consistent with each other and with the NIS-4, both in general magnitude 
and valence. Black children were 87 % more likely than White children to be victims of maltreatment 
in the NIS-2, 51 % more likely in the NIS-3, and 73 % more likely in the NIS-4” (p. 17). They point 
out that the failure to achieve statistical signifi cance in the prior versions of the NIS was not evidence 
of a lack of racial differences. Rather, large confi dence intervals in both the NIS-2 and NIS-3 pre-
vented the differences that were present in the race estimates from achieving statistical signifi cance. 

 The combination of the Bartholet paper, which rejected the claims of the prior NIS fi ndings, along 
with data from the NIS-4 which documented signifi cant racial differences in rates of child maltreatment 
(and the likelihood of misinterpretations of the prior NIS data), substantively changed the discourse 
concerning racial disproportionality and disparities in the United States. The logic that had previously 
been used to support the notion that the overrepresentation of Black children was an indicator of bias 
in the child welfare system could no longer be applied, as the best and most current evidence now 
indicated that Black children experienced maltreatment at rates greater than children of other races. 
The Bartholet paper and the NIS-4 also brought renewed focus to the relationship between poverty 
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and maltreatment, and the likelihood that greater exposure to poverty among Black families was a 
signifi cant contributor to their overrepresentation in the child welfare system. This was further 
demonstrated in a study conducted by Drake et al. ( 2011 ) that received considerable attention upon 
release. Entitled,  Racial Bias in Child Protection? A Comparison of Competing Explanations Using 
National Data,  Drake and colleagues used national data to compare disproportionality ratios of child 
maltreatment from child welfare agencies to disproportionality ratios of other public health outcomes, 
including infant mortality, low birth weight, and premature birth. This comparison was based on the 
assertion that these outcomes are sensitive to the same risk factors, particularly poverty. Yet, while 
child maltreatment as measured by child welfare agencies may be subject to bias, the latter public 
health outcomes are not. Thus, if disproportionality ratios of maltreatment were considerably higher 
than disproportionality ratios of the other public health outcomes, that would indicate the presence of 
bias in the measurement of maltreatment. However, if the disproportionality ratios were similar, this 
would indicate that it is risk, rather than bias, that drives the disproportionality observed among all of 
the outcomes. Results indicated that the disproportionality ratios for negative outcomes for Black 
children compared to White children ranged from 1.79 to 2.97. The disproportionality ratio for overall 
maltreatment was 1.84, while the disproportionality ratio for poverty was 2.87. As the disproportion-
ality ratio for child maltreatment was consistent with other negative outcomes, the authors concluded 
that risk, rather than bias, contributes to those negative outcomes across categories. While the authors 
did not dismiss the possibility of bias entering into the measurement of maltreatment, they concluded 
that their fi ndings demonstrated that the disproportionately higher rates of poverty among Black 
families was the primary factor contributing to disproportionately higher rates of negative health 
outcomes, including maltreatment, among Black children. 

 Since the publication of the Drake et al. ( 2011 ) study, several additional studies have shown a 
relationship between poverty and maltreatment among Black families, and have found that when 
controlling for the effects of poverty, race is not a signifi cant factor in the observed racial differences 
(e.g., Laskey et al.  2012 ; Needell and Putnam-Hornstein  2012 ). Combined with the NIS-4 fi ndings 
on racial differences in maltreatment, as well as the role of poverty, many have called for a funda-
mental shift in both the discourse on disproportionality and in the ways in which child welfare sys-
tems respond to disproportionality (e.g., Bartholet  2011 ; Bartholet et al.  2011 ; Drake et al.  2011 ). 
These calls have advocated for responses that emphasize the role of poverty in contributing to dis-
proportionality and a focus on prevention programs targeted to disadvantaged Black communities as 
well as broader responses that address the underlying social conditions that contribute to dispropor-
tionately negative outcomes among Black families. Simultaneously, these authors have called for the 
reevaluation of responses that have focused solely on anti-racism or cultural competence training, 
particularly when evidence does not warrant its continued focus.  

    Poverty and Emerging Evidence of Racial Bias 

 Although poverty does not cause maltreatment, a large body of research developed over the past two 
decades has documented that maltreatment occurs disproportionately among poor families (e.g., Drake 
et al.  2009 ; Drake and Pandey  1996 ; Freisthler et al.  2007 ). This was confi rmed in the most recent 
NIS-4, which found that children in low socioeconomic status households experienced some form of 
maltreatment at a rate more than fi ve times the rate of other children (Sedlak et al.  2010b ). However, 
because of the absence of racial differences in maltreatment in prior versions of the NIS, the relation-
ship between poverty and the overrepresentation of Black children in the child welfare system had 
often been rejected (e.g., Morton  1999 ; Yegidis and Morton  1999 ). 

 Yet while fi ndings from the NIS-4, as well as subsequent studies, have supported the initial argu-
ments made by Bartholet ( 2009 ), they do not completely explain the presence of disproportionality 
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and disparities in the child welfare system, nor do they suffi ciently explain away the possibility of 
racial bias playing a role in their existence. The bulk of studies that have examined disproportionality 
and disparities over the past two decades have not included measures of income in their attempts to 
identify the factors contributing to those disparities. A small number of studies have included measures 
of community poverty in their analyses (e.g., Ards et al.  2003 ; Goerge and Lee  2005 ), while others 
have included measures such as employment status of parents (e.g., Drake  1996 ; Hill  2005 ) or receipt 
of public benefi ts (e.g., Goerge and Lee  2005 ; Needell and Putnam-Hornstein  2012 ) as proxies for 
poverty. However, few previous studies have attempted to control for the effects of family income on 
observed disproportionality and disparities. Given the strong relationship between poverty and 
maltreatment, this has limited the conclusions that can be drawn regarding the role of race as a 
contributing factor. However, a recently emerging body of research has begun to examine various 
child welfare decision points, while controlling for family income as well as risk of maltreatment, in 
attempts to isolate the effects of race and its contribution to racial disparities. 

 Using data from the Texas child welfare system, Rivaux et al. ( 2008 ) examined two related decision 
points –the decision to provide services to families, and among those in need of services, the decision 
to remove a child from home in lieu of providing in-home services. To control for poverty, the authors 
used measures of family household income gathered by caseworkers as part of the maltreatment inves-
tigation, and to control for risk of maltreatment, the authors used a risk score constructed by summing 
the scores of risk scales completed by caseworkers as part of their assessment. Additional covariates 
included family and child characteristics, region of the state, type of reporter, and type of maltreatment. 
After controlling for both poverty and risk, the results indicated that race was a signifi cant predictor of 
both the decision to provide services and the decision to remove children from the home. Specifi cally, 
Black children were 20 % more likely to be involved in cases in which services were provided com-
pared to White children. Among those in need of services, Black children were 77 % more likely to 
be removed and placed into foster care in lieu of receiving services in their home when compared to 
White children. 

 The inclusion of risk in this study, in addition to family income, allowed for an important interpre-
tation to be made regarding the role of race as a factor contributing to these outcomes. In the child 
welfare system, decisions to remove children and place them in foster care are primarily based on the 
assessment of risk of future maltreatment. When risk is too great to warrant the provision of services 
within the home, removal is deemed necessary. Thus by holding both risk and income constant, the 
emergence of race as a signifi cant predictor of removal indicates that the race of the child infl uenced 
the decisions made regarding that child, suggesting that racial bias in decision-making remains an 
important factor in contributing to racial disparities. 

 The authors of this study also identifi ed an interesting relationship between race, income, and risk. 
As would be expected, results of this study found that lower income was associated with higher per-
ceptions of risk. However, among cases opened for services and in which children were removed, 
Blacks were assessed as having  lower  risk than White families. The authors suggested that rather than 
race directly infl uencing the assessment of risk, the observed disparities may be better explained by 
differences in the  decision threshold  caseworkers use when making decisions to remove a child or 
provide services, with the threshold higher for Whites than for Blacks. Building from the prior work 
of Dalgleish ( 2003 ,  2006 ), who used a signal detection framework (Tanner and Swets  1954 ) to develop 
a model of assessment and decision-making, the authors argued that while individuals’ assessments of 
risk can be similar, their decision thresholds might differ. Factors infl uencing the assessment are those 
associated with the current situation or case (e.g., income), while factors infl uencing the decision 
threshold are those from the decision makers’ history or experience. In other words, the authors sug-
gested that although income is a factor that infl uences risk assessment, it is not a factor that infl uences 
the decision threshold. Rather, the threshold is infl uenced by factors associated with the decision- 
maker, such as their perceptions of race. Thus, their fi ndings suggested that although Black families 
were assessed as having lower risk, there was a different threshold for taking action (i.e., removal 
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or service provision) for Blacks than for Whites, with Black children removed at a lower risk thresh-
old than White children. 

 Following this study, Dettlaff et al. ( 2011 ) used the same data to examine the substantiation decision. 
However, to further examine the relationship between race, risk, and income, two separate logistic 
regression models were analyzed. The fi rst model controlled for income in testing the relationship 
between race and substantiation, while the second model controlled for both income and risk. In the 
fi rst model, controlling for income and other covariates, race was not a signifi cant predictor of the 
substantiation decision. Rather, income was the stronger explanatory factor with the lowest income 
category (less than $10,150) nearly twice as likely as the highest income category ($40,550 and 
greater) to predict substantiation. This fi nding added support to the theory that it is the disproportion-
ately high number of Black children living in poverty and the associated risks, rather than their race 
itself, which contributes to the observed disparities. However, when caseworkers’ assessment of risk 
was included in the second model, the role of income and race as explanatory factors changed consid-
erably. When controlling for both income and risk, race signifi cantly predicted the substantiation 
decision, with Black children 15 % more likely to be involved in a substantiated report compared to 
White children. 

 These results provided further support to the theory developed by Rivaux et al. ( 2008 ) of differ-
ences in decision-making thresholds. Similar to the prior study, lower income was associated with 
higher risk, while Black families in both substantiated and unsubstantiated cases were assessed by 
caseworkers as having lower risk than White families. Yet when controlling for risk, it was not poverty 
that signifi cantly predicted substantiation, but rather race that emerged as the signifi cant predictor. 
Again, this suggested that although income may infl uence the assessment of risk, it is not a factor that 
infl uences their decision to act. Rather, the fi ndings suggested that there are racial differences in the 
threshold used by caseworkers in making the substantiation decision. Specifi cally, the decision thresh-
old for substantiation is higher for Whites than it is for Blacks. 

 While the results of these studies have provided important evidence concerning the potential for 
race and racial bias to impact decision-making in child welfare, and thus the overrepresentation of 
Black children, it is important to note that other studies using different sources of data have not 
found a relationship between race and observed disparities after controlling for measures of poverty 
(e.g., Laskey et al.  2012 ; Needell and Putnam-Hornstein  2012 ). However, this emerging line of 
research has highlighted the need for continued research that includes measures of income and risk 
in attempts to understand the explanatory factors contributing to disproportionality and disparities.  

    Current and Emerging Understandings of Disproportionality 
and Disparities 

 In their extensive recent review and analysis of the body of research on racial disproportionality and 
disparities in child welfare, Fluke et al. ( 2011 ) provided four explanations of these phenomena based 
on the most current available evidence: (1) disproportionate need resulting from differential risk that 
exists due to the disproportionate number of children and families of color living in poverty, as well 
as other risk factors associated with child maltreatment; (2) racial bias and discrimination, which may 
be present at the individual level among child welfare staff and community and mandated reporters, 
as well as institutional racism which may be inherent in the policies and practices of child welfare 
agencies; (3) child welfare system factors, including a lack of resources to adequately address the 
needs of children and families of color, as well as the characteristics of child welfare agency staff, and 
(4) geographical context, including neighborhood effects such as concentrated poverty on maltreat-
ment rates, as well as other community contextual factors that may contribute to differential rates of 
maltreatment or placement outcomes. 
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 The similarity of these explanatory factors to those that had been posited prior to the shifting 
dialogue resulting from the Bartholet article and the fi ndings of the NIS-4 suggests that, despite new 
research fi ndings on racial differences in maltreatment and the role of poverty, racial disproportional-
ity and disparities are complex phenomena that are likely caused by multiple factors that each warrant 
attention and consideration by child welfare systems. Although current evidence strongly indicates 
that poverty and associated risk factors are signifi cant contributors to the disproportionality and 
disparities that exist in child welfare, they are not the sole explanatory factors. While it can be debated 
which factors contribute  most  to the resulting disproportionality and disparities, a more holistic 
approach may be to acknowledge the relative contribution of each and to support the continued explo-
ration and understanding of these phenomena. 

 As stated at the beginning of this chapter, the existence of racial disproportionality and disparities 
in the child welfare system is not under debate. Yet, over the past two decades, disproportionality and 
disparities have become value-laden terms that are synonymous with racial bias and/or racial dis-
crimination. As a result, disproportionality has come to be viewed as a problem that is unjust and 
needs to be rectifi ed. However, by describing disproportionality as a problem, with no consideration 
for the multiple factors that may be involved, it is inferred that the solution to disproportionality is 
proportionate representation. Yet, there is no empirical argument or evidence to suggest that propor-
tional representation is an appropriate goal. This is not to suggest that disproportionality should not 
continue to be studied and addressed by child welfare systems. However, it is important to distinguish 
between disproportionality that results from racial bias and disproportionality that results from dif-
ferential risk and need. While the former is a problem, the latter is an appropriate system response. 
Thus, a simplistic policy goal of reducing or eliminating disproportionality is neither suitable nor 
justifi able. Rather, a goal should be to reduce and eliminate disproportionality that is caused by racial 
bias. This should be accompanied by research that documents where and to what extent bias exists in 
the decision-making process in order to develop appropriate strategies to address it. 

 Similarly, it is clear that a general strategy by child welfare systems that focuses solely on efforts to 
reduce racial bias or improve cultural competence neglects many of the important issues that contribute 
to this problem. However, at the other end of this debate, critiques that contend that efforts to address 
racial bias should be abandoned are similarly misguided. Failure to acknowledge the potential for racial 
bias to infl uence decision-making in child welfare simply creates an environment in which bias, preju-
dice, and stereotypes remain unchecked. Multiple studies from the fi eld of neuroscience have con-
fi rmed the pervasiveness of implicit racial biases that can impact decision-making (e.g., Amodio and 
Devine  2006 ; Maroney  2009 ; Navarrete et al.  2009 ). Additional studies have documented that uncon-
scious or implicit biases can impact both decision-making and memory retention (e.g., Blair et al. 
 2004 ; Eberhardt et al.  2006 ; Pittinsky et al.  2006 ). Until evidence exists that child welfare practitioners 
are somehow immune to the effects of this bias, efforts to address racial bias remain warranted. 

 At the same time, this does not mean that disproportionality that results from disproportionate need 
is not also a problem that warrants concern. First, interventions to address disproportionality should 
focus on the prevention of maltreatment and the reduction of maltreatment-related risk factors. But 
beyond this, addressing the underlying social conditions that contribute to disproportionate need 
should be a priority not only for the child welfare system, but also for the communities in which dis-
advantaged children of color reside, and the broader society that is concerned about racial inequities. 
Yet, this is a problem that requires vastly different strategies and collaboration with external systems 
and stakeholders to produce an effective response. In addition to prevention programs, child welfare 
systems need to engage with community partners in the development of programs that provide sup-
port for poor families who struggle to meet the needs of their children in impoverished and disadvan-
taged communities. Families living in these communities struggle to provide care for their children 
and have few, if any, community resources available. A concentrated effort by child welfare agencies 
and other community stakeholders to address these issues may facilitate children being maintained in 
their homes and reducing disproportionality. 
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 In considering this type of response, it is important to emphasize that disproportionality and 
disparities cannot be addressed without substantive changes within children welfare systems and in 
how they have historically responded to children and families. Few successful models for engaging in 
community partnerships exist and barriers are immense; yet, child welfare systems must recognize 
that disproportionality is not a problem that can be addressed in isolation. The safety, permanency, 
and well-being of children are community responsibilities. This includes community members, com-
munity service providers, law enforcement, the courts, schools, local government, and other commu-
nity stakeholders. To be successful, a strategic plan for community engagement must be developed 
through a coalition of child welfare administrators and community stakeholders that emphasizes 
developing and utilizing support systems within the community to monitor the safety of children and 
providing services to reduce risk while maintaining children in their homes. Where resources do not 
exist in communities for strengthening families and protecting children, child welfare agencies need 
to work with community leaders to develop them. 

 Beyond the commitment of child welfare agencies, communities must be willing to not only part-
ner with child welfare agencies but also acknowledge their own role in contributing to the problem. 
Many communities lack the resources necessary to safely maintain children in their homes and will 
need to work in partnership with child welfare agencies to develop those resources. Yet, the burden 
is on the child welfare system to begin the process of engagement to facilitate these partnerships. 
In doing so, child welfare agencies need to recognize the barriers that exist to community engage-
ment. These include fear, distrust, and a perception of child welfare agencies as harmful within many 
communities of color. Overcoming these barriers will require a longstanding commitment that begins 
with efforts to promote healing and a change in those perceptions. 

 Finally, the current debate concerning the appropriate response to disproportionality has called 
increased attention to the need to use data appropriately to identify the presence of disproportionality 
and disparities and to understand the explanatory factors behind them. Inaccurate or inappropriate use 
of indicators can not only create misleading information but also undermine efforts to address these 
phenomena. Much additional research is needed that examines the extent to which observed dispari-
ties result from differential need and the extent to which they result from bias. Yet, given the strong 
relationship between poverty and maltreatment, any effort to understand the source of observed dis-
parities must include an examination of poverty as an explanatory factor, as well as other sociodemo-
graphic characteristics, before conclusions regarding the role of bias can be made. Studies that are 
unable to include measures of income need to acknowledge the considerable limitation this creates 
and express caution in the interpretation of fi ndings. Similarly, researchers and child welfare admin-
istrators need to be cautious in their interpretation of prior studies that did not include measures of 
poverty, particularly when they are used in the development of policy and programs designed to 
address disproportionality.  

    Disproportionality and Latino Children 

 While the large body of research examining disproportionality and disparities has focused on Black 
children, there is growing awareness of the need to better understand these issues as they affect Latino 
children. At the national level, Latino children have historically been underrepresented in the child 
welfare system. As of 2010, Latino children represented 18.3 % of children in foster care, while they 
represented 20.1 % of children in the general population, a disproportionality ratio of 0.9 (Summers 
et al.  2012 ). However, this emphasis on national statistics has obscured signifi cant statewide differ-
ences in which Latino children are overrepresented in some states while underrepresented in others. 
In 2010, Latino children were overrepresented in six states, with the greatest overrepresentation 
occurring in Maine, where they were represented in foster care at a proportion more than double their 
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share of the general population. It is also important to note that within certain states that have 
proportional representation at the state level, there can be considerable overrepresentation at the 
regional level. For example, in California, Latino children are slightly underrepresented at the state 
level, yet in Santa Clara county, one of the largest counties in the state, they are signifi cantly over-
represented, with Latino children comprising 64.5 % of children in care, although they represent only 
39 % of the child population (Needell et al.  2012 ). 

 At the same time that overrepresentation is a concern in certain states and jurisdictions, there is 
growing concern regarding the underrepresentation of Latino children in others. Of the 42 states in 
which Latino children were underrepresented in 2010, 17 states had considerably high rates of under-
representation, where Latino children were represented at a proportion less than half their percentage 
in the general population. Although underrepresentation may be viewed positively, it may also indi-
cate that Latino children in need of intervention are not being properly identifi ed. This is a particular 
concern for children in immigrant families, where more than 80 % of young children live with at least 
one non-citizen parent (Capps et al.  2004 ). These parents are likely to be particularly fearful of contact 
with the child welfare system, and are likely to avoid contact with other social service systems due to 
concerns over their immigration status (Capps et al.  2004 ). Thus, children in immigrant families may 
be less likely to come into contact with many of the social service systems that serve as mandated 
reporters to child welfare agencies. 

 This issue is complicated by the lack of information available on the number of Latino children in 
immigrant families who enter the child welfare system, as this data is not collected at the state or 
national levels. Thus, their representation in the system and how their involvement differs from 
children in U.S. born families is unknown. However, data from the Texas child welfare system in 2005 
found that although Latino children were slightly underrepresented at the state level, Latino children 
of U.S. born parents were overrepresented, while immigrant children and U.S.-born children of immi-
grants were both considerably underrepresented, resulting in an overall appearance of underrepresen-
tation (Vericker et al.  2007 ). Specifi cally, immigrant Latino children represented 7 % of children in 
Texas, yet they represented only 1 % of children in care. Children of immigrants represented nearly 
20 % of all children in Texas, yet they represented only 8 % of children in care. Conversely, Latino 
children of U.S.-born parents represented only 22 % of all children in Texas, but made up 33 % of 
children in substitute care. Recent data from California has produced similar fi ndings, with Latino 
children of U.S. born parents considerably more likely to enter foster care than children of Latino 
immigrants (Needell and Putnam-Hornstein  2012 ). 

 Although these data suggest that Latino children in immigrant families are less likely to enter sub-
stitute care, and thus may contribute to overall rates of underrepresentation, the reasons for this are 
unclear. While the previously mentioned concerns due to immigration status may be a factor, data 
from the National Survey of Child and Adolescent Well-being (NSCAW) suggest that there may be 
differences in the presence of risk factors in immigrant Latino families that may account for some of 
these differences. These data show that children of Latino immigrants are signifi cantly less likely than 
children of U.S. born Latinos to live in homes with many of the risk factors associated with child 
maltreatment including active drug abuse, poor parenting skills, recent histories of arrest, and high 
family stress (Dettlaff et al.  2009 ). These data also identifi ed a number of protective factors that are 
more likely to be present in immigrant families than in U.S. born Latino families. Thus, underrepre-
sentation among Latino immigrant children may be the result of strengths that mitigate risk that are 
less likely to be present in U.S.-born families. 

 Ultimately, both overrepresentation and underrepresentation have implications for the safety and 
well-being of Latino children. Research concerning the factors contributing to both overrepresenta-
tion and underrepresentation is very limited, although some studies have documented disparities at 
certain entry and exit points that may contribute to disproportionality (Ards et al.  2003 ; Church et al. 
 2005 ; Osterling and Han  2011 ). However, much additional research is needed to enhance the under-
standing of disproportionality and disparities affecting Latino children. Although research has begun 
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to address some of these issues, the body of research addressing Latino children’s experiences in this 
system is in its infancy.  

    Conclusion 

 Racial disproportionality and disparities in the child welfare system are not caused by a single factor. 
As a result, efforts to address disproportionality and disparities need to address the complexity of 
factors that contribute to these phenomena, including racial bias, poverty, and disproportionate need. 
Future research, as well as efforts by child welfare systems, should continue to examine the impact of 
racial bias on decision-making and to identify strategies to reduce and eliminate this effect. At the 
same time, child welfare systems need to work collaboratively with communities affected by dispro-
portionality to develop programs that respond to the underlying social conditions within communities 
that contribute to disproportionate need. Further research documenting these partnerships and their 
outcomes is needed to facilitate broader systems change that improves outcomes for children of color, 
their families, and communities.     
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           Introduction 

 Children with disabilities or special health care needs are at increased risk for child maltreatment. 
There are multifaceted sets of factors that place these children at an increased risk for maltreatment. 
First, the very existence of a disability or special need in a child that diminishes his or her ability to 
communicate, react, and meet parental or societal expectations can make some children more vulner-
able. Second, the unexpected realization of new parents that a child of theirs may never reach the full 
potential of their nondisabled peers may be particularly devastating to some. Finally, the increased 
care giving needs that a health condition or a disability may require is likely to add stress to a family 
setting which may also increase risk for maltreatment (Garbarino et al.  1987 ). 

 The Federal Maternal and Child Health Bureau (MCHB) defi nes children with special health care 
needs as “ those who have or are at increased risk for a chronic physical ,  developmental ,  behavioral , 
 or emotional condition and who also require health and related services of at type or amount beyond 
that required by children generally  (McPherson et al.  1998 , p. 18).” The defi nition broadly includes 
children who have a chronic physical, developmental, behavioral or emotional condition and who also 
require services and supports beyond what is needed by routinely developing children (McPherson 
et al.  1998 ). The defi nition also includes children with a variety of needs beyond typical physical 
health care, including early intervention services, special education and related services, mental health 
and substance abuse services, as well as some community based social supports. A conservative esti-
mate of children with chronic conditions of varying severity in the US is 10–13 million (Newacheck 
et al.  1998 ). Most recently, the 2005–6 National Survey of Children with Special Health Care Needs 
(NS-CSHCN) shows that an estimated 14 % of US children and adolescents (birth through age 
17 years) who have special health care needs and an estimated 22 % of US households that include at 
least one child or adolescent with such a need (USDHHS  2007 ). 
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 Child maltreatment along with its synonym, child abuse and neglect has diverse medical, 
 developmental, psychosocial, and legal consequences. There are a wide range of situations such as 
caregiver acts of commission or omission that have injurious effects on the child’s physical, develop-
mental, and psychosocial well-being. Clinicians are aware that the presence of disabilities in a child 
could be (1) a  risk factor  for child maltreatment to occur, or (2) a  result  of child maltreatment that has 
occurred. The broad categories of child maltreatment are physical abuse, sexual abuse, emotional/
psychological abuse, and neglect, while neglect is subcategorized into the areas of physical, supervi-
sional, educational, and emotional/psychological abuse (see Chaps. 2–5). 

 It is important that professionals who care for children with special health care needs also work 
with families and supporting community agencies to help ensure the health and safety of the children. 
Clinicians should anticipate possible abuse, mitigate risk factors, promote protective factors, and 
address any treatment needs that arise. A key guiding principle in the area of disabilities and special 
health care needs is collaboration across disciplines and agencies to meet the essential needs of chil-
dren and their families. Collaborative decision making remains an ideal way to assure the safety and 
health of all children, regardless of their developmental path. 

 This chapter explores factors that place children with special health care needs at risk for child 
maltreatment and addresses the emerging epidemiologic research that characterizes the extent of this 
risk. The chapter concludes with practical clinical applications for this information.  

    Background 

 Early clinical studies suggesting the association between children with special health care needs and 
the risk for and incidence of child maltreatment were the start of an evolving body of literature on the 
topic. Several subsequent large scale epidemiological studies carefully explored the association of 
child maltreatment among children with special health care needs. See Table  9.1 .

   Hershkowitz and colleagues ( 2007 ) studied abuse characteristics reported by a large sample of 
children with disabilities. They found there were more children with disabilities who were alleged 
victims of sexual abuse than who were typically developing children and that disabled children were 
more likely to delay disclosure of abuse than their typically developing counterparts. The study sample 
children reported more serious offences and more repeated sexual abuse incidents than the typically 
developing children. The authors recommended that criminal justice agencies and social welfare 
professionals should have an increased awareness of the possibility of the occurrence of child abuse 
when dealing with children with disabilities. 

 Jaudes and Mackey-Bilaverb ( 2008 ) examined the relationship between young children with chronic 
health conditions and the risk of maltreatment by studying claims of Medicaid enrollment data. The 
study found that in their study sample of children ages birth to 3 years old, 11.7 % were maltreated 
(abused or neglected). Of that group, children diagnosed with behavioral or mental health conditions 
were 1.95 times more likely to be victims of child abuse or neglect than normally developing children. 
The study found that children who both experienced abuse or neglect before age 3 and had a behavioral 
health condition were 10 times more likely to be maltreated again. Study fi ndings suggest that profes-
sionals who work with children with chronic health conditions be aware of the increased incidence of 
abuse in this population be better able to identify abuse, and then intervene to protect of these children. 

 A review of studies published between 1996 and 2009 on the relationship of disabled children to 
child abuse and child protection found that disabled children are signifi cantly more likely than their 
normally developed peers to experience child abuse (Stalker and McArthur  2012 ). Studies also found 
that there may be an under-reporting of the true extent of maltreatment, as well as a highly disproportionate 
relationship between children with disabilities, and especially child neglect. The authors suggest a 
compromised response of professionals to the abuse of disabled children (Stalker and McArthur  2012 ). 
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   Table 9.1    Early clinical studies and topical reviews   

 Source  Description  Findings 

 Hunter et al. ( 1978 )  255 infants discharged to their parents 
from UNC NICU between May 1975 
and June, 1976 

 3.9 % were reported for maltreatment 
during the ensuing year (0.5 % 
expected) 

 Maltreated Infants: 
  Were less mature at birth 
  Had more congenital defects 

 Glaser and Bentovim ( 1979 )  175 children discussed at Hospital for Sick 
Children (London) weekly maltreatment 
meeting between 1973 and 1977 

 38 % had pre-existing disability 
 Acts of omission – most frequent form 

of maltreatment in disability group 
 Rate of abuse increases with child’s age 

 Diamond and Jaudes ( 1983 )  86 children with cerebral palsy seen 
at LaRabida Children’s Hospital 

 11 % suffered maltreatment following 
diagnosis 

 22 % viewed as at risk for maltreatment. 
 Hergenroeder et al. ( 1985 )  40 children discharged from Children’s 

Hospital of Pittsburgh between July, 
1976 and June, 1978 and diagnosed 
as having been maltreated 

 Compared to 40 controls from 
ambulatory clinics 

 Incidence of prematurity 2.5 times 
higher in study group 

 Higher number of second or later births. 
 Ammerman et al. ( 1989 )  150 children with disabilities admitted for 

neuropsychiatric treatment at Western 
Psychiatric Institute (Pittsburgh) 

 39 % exhibited past or current evidence 
for maltreatment with 28 % being 
rated as defi nite or probable. 

 Higher rate of institutional care, more 
siblings in family and less likely 
to be profoundly mentally retarded. 

 Sullivan et al. ( 1991 )  482 (274 male and 208 female) children 
with disabilities and documented 
maltreatment who were evaluated 
at Boys Town National Research 
Hospital (Omaha) 

 Over half of the children had communi-
cation related disability 

 Boys in residential setting had a high 
rate of sexual abuse compared to 
girls and the general population. 

 White et al. ( 1987 )  Review which explores theoretical, 
defi nitional, and methodologic issues 

 Focus on: 
  Family and situational factors 
  Child factors 
 Focus on: 
  Studies support but do not confi rm 

linkages between children with 
disabilities and risk of maltreatment. 

 Tharinger et al. ( 1990 )  Review explores issue of vulnerability 
to sexual abuse in children (and adults) 
who are intellectually impaired 

 Focus on professional response 
  Better training needed in identifi ca-

tion, evaluation and treatment 
 Reasons for vulnerability 
  Lifelong caregivers 
  Institutional 
  Judgement 
  Sexual 

    Conceptual Models 

 Conceptual models provide a framework for people to understand factors and dynamics that cause 
certain phenomena to occur. Children with disabilities or special health care needs may be at greater 
risk for maltreatment due to reasons that include diffi cult behaviors and social inabilities that can 
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cause increased stress in their caregiving environment. The human ecology or socio-ecological 
model developed by Urie Bronfenbrenner ( 1977 ) is a paradigm that outlines factors that place 
people at risk for child abuse and neglect (See Fig.  9.1 ). The model defi nes child development in 
the context of an interacting, dynamic system that includes individual child development, caregiv-
ers, the child’s family and relationships within the care giving environment (micro system), the 
community in which the child and family exist, external forces applied to the system (exosystem), 
and sociocultural values that overlay the community and its families (macro system) (Bronfenbrenner 
 1977 ). Garbarino ( 1977 ) showed how the nature of the roles of the parent and child, family relation-
ships, social stress, and social and cultural values interact related to child abuse and neglect (Belsky 
 1980 ; Justice et al.  1985 ).

   From a practical perspective, the prevention of violence and child maltreatment requires that peo-
ple fi rst understand what causes or infl uences dysfunctional interactions that may, in turn, result in 
violence within families and caregiving environments. The four system levels of the social-ecological 
model (individual, relationship, community, and society) consider how factors may interact in the 
system levels to then put individuals and families at higher risk for violence and child maltreatment 
(Dahlberg and Krug  2002 ). The Centers for Disease Control (CDC) ( 2009 ) uses the social-ecological 
model as a prevention strategy to identify risk factors that may cause violence in a family or human 
environment. Prevention strategies in the form of developmentally appropriate interventions to address 
each level of the model are more likely to sustain prevention efforts over time than any single inter-
vention (CDC  2009 ). 

 Ray Helfer ( 1973 ,  1987 ), a pediatrician and luminary in the early fi eld of child maltreatment, 
described a clinical and developmental perspective based on the principles of the ecological model 
as a way to understand the etiology of child maltreatment. The Helfer approach identifi es factors 
that describe the child and caregiver events, triggers and stressors that may occur in the child’s 
environment that can result in risk for injury, actual injury, or neglect. Although, there are no justi-
fi cations to infl ict injury on a child, the Helfer model identifi es factors that may underlie the risk for 
injury including characteristics of a child that may predispose the occurrence of child maltreatment 
(Helfer  1973 ,  1987 ). 

 Table  9.2  shows caregiver factors, child factors, and environmental factors associated with poten-
tial child abuse or neglect. Specifi c factors associated with risk for abuse or neglect include prematu-
rity and disabilities (Breslau et al.  1982 ; White et al.  1987 ; Garbarino et al.  1987 ). For example, a 
premature infant may be at higher risk for maltreatment due to medical fragility, increased stress 
associated from the level of medical care that prematurity requires, or decreased bonding between 
child and parent (Sameroff and Abbe  1978 ). Caregiver factors suggest that physically, developmen-
tally, and mentally challenged children are at increased risk due to the high demand that their special 
needs place on the caregiver (Frisch and Rhodes  1982 ; Gabarino et al.  1987 ). The special needs of 

  Fig. 9.1    Ecological Model for Understanding Violence: The Socio-Ecological Model considers the complex interplay 
between an individual, his/her caregiving relationships, the community in which the individual and caregivers live, and 
their societal values and priorities (CDC  2009 )       
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children cause increased stress, fewer satisfactory interactions between child and caregivers, and 
fewer support systems from family and non-family members.

   The special health care needs of a child may be an essential factor in the complicated set of 
circumstances that predisposes a child to maltreatment. Physical limitations that impair the child’s 
functioning at an independent or expected level may place the child at risk, while behavioral or 
cognitive limitations that affect a child’s capacity for emotional restraint or appropriate develop-
ment further place the child at risk (Sullivan and Knutson  1998 ). Children with special health care 
needs typically have a heightened dependence upon caregivers, while their diffi culties in commu-
nication and comprehension make them less able to seek protection from maltreatment when it 
does occur. 

 Children with disabilities and special health care needs may be at higher risk for possible sexual 
abuse and exploitation. It is easier for a perpetrator to disguise sexual maltreatment, and the child may 
be less likely to verbalize abuse or be believed by caregivers if abusive interactions are disclosed. 
Children with disabilities and special health care needs are often helped by multiple caregivers 
(whether familial, therapeutic, or educational), which in turn further increases the number of people 
with access to the child. Increased access of caregivers offers increased opportunities for potential 
harm to these children (Sobsey  1994 ). 

 Child maltreatment may also result in the development of permanent or temporary disabilities, which 
can then precipitate further abuse (Jaudes and Diamond  1985 ). A previously normally developing child 
with abusive head trauma (AHT) is an example of how child abuse creates a long term disability (Frasier 
 2008 ). AHT is one of the most devastating forms of physical child abuse and is a preventable major 
public health problem. The outcomes for maltreatment infl icted neurotrauma are often more devastating 
than other causes of childhood head injuries such as accidental trauma or falls. Approximately 7–30 % 
of infants who are victims of AHT die, 30–50 % have signifi cant cognitive or neurologic defi cits, while 
30 % have a chance of recovery with continued risk of long-term neurologic sequela (Frasier  2008 ). 
Ongoing neurologic problems include cognitive and behavioral disturbances, developmental delay, 
motor and visual defi cits, and/or learning defi cits.  

   Table 9.2    Factors associated with potential abuse or neglect (Helfer  1973 )   

 Component  Examples 

 Caregiver factors  Personal history 
 Personality style 
 Psychological functioning 
 Expectations of the child 
 Ability to nurture and assist the child’s developmental progress 
 Rearing practices modeled during the parents’ own upbringing 
 Degree of social isolation characteristic of the parent (i.e. his or her ability 

to ask for and receive help from other individuals in the social network) 
 Support of the caregiver’s partner in assisting with the parenting role 
 Ability to deal with internal and external diffi culty and coping strategies 

 Child factors  Prematurity and disability 
 Poor bonding with caregiver 
 Medical fragility 
 Level of medical care of premature children 
 Special needs of physically and mentally disabled children 
 Child perceived as “diffi cult” 

 Environmental factors  Poverty 
 Signifi cant life events 
 Caregiver-child interaction patterns 
 Caregiver role confl icts 
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    Stress 

 Stress is a subjective phenomenon that varies from one person to another. Situations that cause stress 
to one individual may or may not be stressful to another. The internal anxiety and stressors related to 
the perception of an inability to meet external demands is often a factor in the occurrence of abusive 
interactions (Selye  1956 ; Gabarino et al.  1987 ). Caregiver stress and frustration are often factors in 
child maltreatment (Straus and Kantor  1987 ). Individual or collective coping strategies may mitigate 
the amount of stress experienced in a given situation. Environmental factors that may increase the 
incidence of maltreatment include inadequate economic resources, limited community and social sup-
ports, and stressful interactions between the child and the caregiver(s). 

 The most common stressors related to child maltreatment are associated with poverty. Poverty- 
related stressors include signifi cant life events, caregiver-child interaction patterns, and caregiver role 
confl icts (Justice and Justice  1976 ; Straus and Kantor  1987 ). The health care provider can identify 
child specifi c and environmental factors that may place the child at increased risk for injury, provide 
the caregiver with ongoing anticipatory guidance related to these stressors, and make appropriate 
referrals to needed support and resources for the caregivers.  

    Discipline and Corporal Punishment 

 Caregiver use of corporal punishment is a risk factor for physical abuse among children with special 
health care needs, as well as routinely developing children. Corporal punishment is allowed in pub-
lic schools of 21 states in the United States, and can include examples such as physical striking a 
child, making the child do humiliating activities such as cleaning or repetitive tasks, or physical 
exercise inconsistent with the child’s abilities, to name a few (Sullivan  2009 ). Though, consistent 
limit setting and developmentally appropriate discipline is a normal aspect of child rearing (Berger 
et al.  1988 ; Straus  1987 ), discipline becomes maltreatment when the correction causes bodily or 
psychological harm. Uncontrolled punishment that results in clinical fi ndings such as ecchymosis, 
muscle injury, hematomas, fractures, intracranial bleeds, and death is grounds for the health care 
provider to report such fi ndings to child protective services and law enforcement agencies (Straus 
et al.  1980 ). The American Academy of Pediatrics’ (AAP) Committee on Psychosocial Aspects 
of Child and Family Health ( 1998 ) states the potential deleterious side effects and the “limited 
effectiveness” and recommends offering guidance to families on effective discipline that includes 
“consideration of the parent–child relationship, reinforcement of desired behaviors, and the conse-
quences for negative behaviors” (p. 723). Despite little support for the effectiveness of corporal 
punishment over non- physical forms of discipline (Gershoff  2008 ; McCormick  1992 ) it remains a 
socially acceptable form of punishment among many caregivers, despite the known negative out-
comes (Socolar and Stein  1995 ). 

 The behavioral challenges of children with disabilities may add higher levels of concern and frustra-
tion to the caregiver, and increase the possibility of physical abuse or corporal punishment. Caregivers 
may fi nd that the child’s challenging behavioral characteristics of noncompliance, aggressive behav-
iors, or communication problems do not respond well to more traditional means of correction or disci-
pline (Hibbard et al.  2007 ). Knutson and colleagues ( 2004 ) found that mothers of children with 
profound hearing impairments were more likely to use physical discipline for concerning behaviors 
than those with children having normal hearing. The increased frustration of caregivers of children with 
communication problems may be due to a perception that the child intentionally fails to respond to 
verbal guidance (Hibbard et al  2007 ). 
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 The use of restraints and aversive interventions are still practiced in homes and institutions, and 
considered by some as necessary to modify a child’s behavior, and even benefi cial to the wellbeing of 
children with disabilities (Sullivan  2009 ). Aversive techniques may involve unpleasant or painful 
stimuli as the means to change an unacceptable or inappropriate behavior that usual disciplinary input 
does not affect (Hibbard et al.  2007 ). Restraint measures include practices such as prolonged seclu-
sion, tie downs, or therapeutic holding. The Autism National Committee condemns the widespread 
use of restraints and supports the belief that using restraints restricts the civil and human rights of 
people with disabilities. There are a number of restraint-related deaths of children and adults and 
incidents of Post-traumatic stress disorder among persons subjected to the systematic use of restraints 
[from: Autism National Committee. Position on Restraints. Web site   http://www.autcom.org/articles/
Position4.html    ; accessed 8/12/12]. The Autism National Committee called for legislative changes to 
limit the use of restraints on children and adults with disabilities to brief, emergency situations involv-
ing serious threat of injury to the person with disabilities or to others. 

 The socio-ecological model helps explain factors that put children with special health care needs 
at increased risk for experiencing child maltreatment in the context of interactions among and between 
family members, and within the community and society in which they live. Garbarino and colleagues 
( 1987 ) explored the ecological view as to why children with disabilities and special health care needs 
would be at increased risk for child maltreatment and found that the following circumstances may 
contribute to the increased risk:

 –    Characteristics that make a child unacceptable or diffi cult to care for,  
 –   Increased caregiver stress,  
 –   Caregiver vulnerabilities and lack of coping strategies,  
 –   A deteriorating pattern of interaction between caregiver and child, and  
 –   Cultural beliefs, such as reliance upon corporal punishment, that foster attitudes or actions condu-

cive to abuse.      

    Epidemiology 

 With information drawn from clinical studies and reviews, and insights drawn from the socio- 
ecological model related to the risk of child maltreatment among children with special health care 
needs, we now turn attention to larger population based studies examining the quantitative data avail-
able to characterize that risk. 

 The epidemiologic exploration of the connection between the presence of special health care 
needs and the risk for experiencing child maltreatment depends largely on the defi nitions used and 
the study samples (Sullivan  2009 ). This is true for many public health issues and is particularly chal-
lenging for studies involving children with special health care needs and/or disabilities since defi ni-
tions vary widely and not all researchers use the highly inclusive Federal MCHB defi nition. Estimates 
of risk for abuse and prevalence and incidence of child maltreatment among children with special 
health care needs may vary depending on the defi nition of special needs and the construction of the 
study sample. Five pivotal data sources help frame the epidemiology of child maltreatment among 
children with special health care needs and/or disabilities. The fi ve sources which use population 
level data include: (1) the annual reports of counted cases reported to child protective services that 
are compiled and reported nationally, (2) the congressionally mandated 1993 NCAAN report (Crosse 
et al.  1993 ), (3) two large scale studies conducted in Nebraska by Sullivan and Knutson, (4) the 2008 
National Survey of Children’s Exposure to Violence, and (5) The Fourth National Incidence Study 
(NIS-4) (Sedak et al.  2010 ).
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    1.    NCANDS: Counting (National Child Abuse and Neglect Data System) 
 NCANDS compiles yearly statistics of the child maltreatment reports to child protective  services 
across the nation. Since 2003, the NCANDS reports include information on the presence of 
disabilities, although not all states reliably provide that level of data. For example, of the 754,000 
victims of substantiated child maltreatment in 2010, 35 states provided data on the presen  ce or 
absence of a disability in the 355,435 cases in those 35 states. 56,238 children among the 355,435 
victims of child maltreatment had at least one disability (which represents 15.8 % of the case in 
those 35 disability reporting states). Specifi c disabilities reported included global cognitive 
 problems, emotional disturbances, visual or hearing diffi culties, a variety of learning disabilities, 
physical challenges, behavioral problems, or some other disabling condition (USDHHS  2010a ). 
Table  9.3  lists 5 years of available data from NCANDS on child maltreatment among children with 
disabilities:

       2.    NCCAN 1993 Report (Crosse et al.  1993 ) 
 The US Congress through the Child Abuse and Prevention, Adoption, and Family Services Act of 
1988 mandated that the National Center on Child Abuse and Neglect (NCCAN) conduct a study of 
the incidence of child maltreatment among children with disabilities. Crosse and colleagues ( 1993 ) 
completed the NCCAN study that provided data on the incidence of abuse among children with 
disabilities using a nationally representative sample of US children. The study determined that the 
estimated incidence of maltreatment among children with disabilities was approximately 1.7 times 
greater than the estimated incidence in children without disabilities. The increased risk included all 
forms of maltreatment. The 1993 NCCAN study support the notion that there is a link between 
disabilities and maltreatment. The study found:

•    The incidence of maltreatment (number of children maltreated annually per 1,000 children) 
among children with disabilities was 1.7 times higher than the incidence of maltreatment for 
children without disabilities.  

•   Child Protective Service (CPS) caseworkers reported that disabilities led to or contributed to 
child maltreatment in 47 % of the maltreated children with disabilities.  

•   CPS caseworkers reported that a disability led to or contributed to maltreatment in 67 % of the 
children with a serious emotional disturbance, 76 % of those with a physical health problem, 
and 59 % of hyperactive children.  

•   The incidence of physical abuse among maltreated children with disabilities was 9 per 1,000, a 
rate 2.1 times the rate for maltreated children without disabilities.  

•   Among maltreated children with disabilities, the incidence of physical neglect was 12 per 1,000, 
a rate 1.6 times the rate for maltreated children without disabilities.  

•   The incidence of emotional neglect among maltreated children with disabilities was 2.8 times 
as great as for maltreated children without disabilities.    

•  The study’s foremost methodologic limitation was its reliance on child protective services 
(CPS) workers to assess the presence or absence of disabilities among the children. Most 
CPS determinations were based on opinion rather than data derived from physicians or other 
professionals trained to diagnose disabilities. Also, the study was limited to cases of intrafa-
milial abuse identifi ed through CPS agencies. Abuse perpetrated by extrafamilial entities 
such as residential facilities are underrepresented which could of signifi cant importance 
considering that children with special health care needs are likely served in these extrafamil-
ial settings (See Table  9.4 ).

       3.    Nebraska Studies (Sullivan and Knutson  1998 ,  2000 ) 
 The fi rst Sullivan and Knutson ( 1998 ) study electronically merged the databases of hospitals 
(or Boys Town National Research Hospital), Nebraska central registry, and law enforcement 
records of children who were patients of Boys Town National Research Hospital. They compared 
data of children with no records of maltreatment in any of those agencies to determine associations 
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between disabilities and maltreatment. The study, which used professionally based diagnoses of 
disabilities and evidence of substantiated maltreatment from CPS and law enforcement records, 
found a twofold disability rate among maltreated children (Sullivan and Knuston  1998 ). Study 
findings showed neglect as the most prevalent form of maltreatment, followed by physical 
and sexual abuse. A little more than half of the maltreated study sample endured multiple forms 
of maltreatment. More girls than boys were victims of sexual abuse, but no gender relationship 
was determined for neglect or physical abuse. The study provided a more comprehensive and 
inclusive breadth of data that offers evidence for the association between child maltreatment 
and disabilities. 

 Demographic perpetrator data from the Sullivan and Knuston ( 1998 ) study is noteworthy. 
Approximately 98.8 % of children were neglected by family members, with less than 1 % of 
neglect cases perpetrated by nonfamily members. Stepparents were the most frequent perpetrators 
of the intrafamilial neglect. Female parents, whether biological or stepparents, were involved in 

   Table 9.3    NCANDS data 2006 to 2009 (USDHHS  2008 ,  2009 ,  2010a ,  b ,  2011 )   

 Report  2010  2009  2008  2007  2006 

 Estimated overall number of child maltreatment victims 
(with and without disabilities) 

 754,000  762,000  772,000  794,000  905,000 

 Number of states reporting on child’s disability status  35  42  22  42  44 
 Number of child victims in reporting states 

(with and without disabilities) 
 355,435  484,076  218,165  567,614  678,558 

 Number of child victims with disability in reporting states  56,238  53,514  32,712  45,836  52,194 
 Percent of child victims with disability in reporting states  15.8  11.1  15.0  8.1  7.7 
 Disability sub groups (see Appendix  I ) 

 Behavior problem 
 Total  14,023  14,202  11,586  17,494  20,500 
 Percent  3.9  2.9  5.3  3.1  3.0 
 States reporting  31  36  22  37  38 

 Emotionally disturbed 
 Total  11,201  9,928  8,126  10,547  12,898 
 Percent  3.2  2.1  3.7  1.9  1.9 
 States reporting  35  42  22  42  44 

 Learning disability 
 Total  5,213  5,011  3,244  4,951  5,683 
 Percent  1.5  1.0  1.5  0.9  0.8 
 States reporting  32  38  20  39  39 

 Mental retardation 
 Total  2,036  2,100  1,708  2,587  3,194 
 Percent  0.6  0.4  0.8  0.5  0.5 
 States reporting  34  41  22  40  43 

 Other medical condition 
 Total  18,603  17,062  13,513  17,315  18,093 
 Percent  5.2  3.5  6.2  3.1  2.7 
 States reporting  34  41  22  41  41 

 Physically disabled 
 Total  2,893  3,273  1,230  1,937  2,532 
 Percent  0.8  0.7  0.6  0.3  0.4 
 States reporting  32  37  21  41  42 

 Visually or hearing impaired 
 Total  2,269  1,938  1,368  1,969  2,367 
 Percent  0.6  0.4  0.6  0.3  0.3 
 States reporting  32  37  22  39  41 
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69 % of the cases. Family members accounted for the vast majority of perpetrators of physical 
abuse, with the proportion of male and female approximately equal in both samples. Study fi ndings 
showed that extra familial perpetrators of physical abuse included most often baby sitters, parental 
paramours (live-in), and peers, with less than 1 % committed by school personnel. Approximately 
53–55 % of sexual abuse was committed by intrafamilial perpetrators. Parents committed 71 % of 
the intrafamilial sexual abuse, with siblings committing the remaining 29 %. Approximately 
92.4 % of sexual abuse perpetrators were known to the child victim prior to the abuse, and 82 % of 
the sexual abuse perpetrators were male (Sullivan and Knuston  1998 ). 

 Sullivan and Knutson ( 2000 ) later studied a school-based population and reported that 
children with disabilities were 3.4 times more likely to be maltreated than their nondisabled 
peers. The fi ndings showed the risk for physical abuse among children with a physical disability 
was approximately 1.2 times that of nondisabled children, while the risk for physical abuse among 
children with disabilities such as mental retardation or speech and language impairments ranged 
from 2 to 7.3 times that of nondisabled children (Sullivan and Knuston  2000 ). The study suggests 
that professionals working with children with disabilities in school based populations should 
increase their vigilance of the possibility of the increased incidence of abuse in this population. 
See Table  9.5  below:

       4.    2008 National Survey of Children’s Exposure Violence (Turner et al.  2011 ) 
 This study used a nationally representative sample of 4,046 children aged 2–17 years of age to 
examine the association between several different types of disability and exposure to several forms 
of victimization. (Turner et al.  2011 ). The types of violence/victimization included child maltreat-
ment, sexual victimization, peer assault and bullying and property crimes and the four types of 
disabilities were included, namely, physical disability, internalizing disorders, attention related 
disorders, and developmental/learning disorders. The authors addressed at the “macro level” the 
risk for these forms of violence among those children and adolescents with disabilities and then 
drilled down to the “micro level” to explore the associations among specifi c disabilities and 
specifi c types of violence. Overall, children with any disability reported signifi cantly higher rates 

   Table 9.4    Summary NCCAN study (Crosse et al.  1993 )   

 Data collection 

 Results  Limitations 

 February-April, 1991 (initial) 

 June-August, 1991 (follow-up) 

 Nationally representative 
sample 

 14 % of children whose maltreatment was 
substantiated had a suspected disability 

 Relied on “suspected” assessment 
of disability by CPS case worker 

 1,249 cases of maltreatment 
(substantiated) 

 9 % of children in general population have 
a disability (7–10 %) 

 Disability designation not as certain 
as those made by a health care 
professional 

 1,834 children who were 
maltreated 

 Ratio = 1.57  Case worker is best source of 
information on disability 
in maltreatment cases  257 children with disabilities 

 Recommendations 

 CPS risk assessment should include disabilities 
 CPS case workers should be educated on: 
  Disability/maltreatment relationship, and 
  Identifying disabilities and appropriate referrals in these cases 
 Professional education needed 
 State and federal data systems should include information on disabilities 
 Prevention efforts needed 
 More research needed 

  From: Crosse et al. ( 1993 )  
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of all forms of victimization compared to children without a disability. However, children with 
 specifi c disabilities displayed varying patterns of the victimization for which they were most at 
risk. Regarding child maltreatment, children with physical disabilities, internalizing disorders, and 
attentional disorders reported elevated levels of maltreatment while children with developmental 
and learning disorders did not report signifi cantly higher rates of child maltreatment. Statistical 
analysis looked at a number of other factors such as living in a single- or two-parent household, 
presence or absence of mother or father having psychological disorders, and socio economic status 
which further refi ned the risk for child maltreatment. The most notable limitation to the was that 
children with severe disabilities were likely underrepresented because children aged 10 through 
17 years of age were likely to be excluded because they were unable to complete the required 
interview. Nonetheless, the authors bring an increased awareness of the complexity inherent in 
trying to assess the level of increased risk for child maltreatment among children with disabilities 
and special health care needs and call attention to the value in exploring specifi c types of disabilities 
as we seek to assess the risks (Turner et al.  2011 ).   

   5.    The Fourth National Incidence Study of Child Abuse and Neglect (NIS-4) Report to Congress 
 The Fourth National Incidence Study of Child Abuse and Neglect (NIS-4) Report to Congress is 
the most recent national incidence study of child maltreatment mandated by the US Congress in 
the Keeping Children and Families Safe Act of 2003 (P.L. 108-36). NIS-4 is the fi rst report in this 
series to collect information on confi rmed disabilities and used data from the Offi ce of Special 
Education for the incidence of disabilities among children. The report states that readers should 
view the initial results in the NIS series with caution as the relationship of disability status with risk 
for maltreatment were minimum estimates. 

 The NIS used a different methodology than that used by the yearly counting of cases reported to 
CPS, and instead viewed maltreated children investigated by CPS agencies as representing only the 

    Table 9.5    Nebraska Studies Data (Sullivan and Knutson  1998 ,  2000 )   

 Data collection  Results  Limitations 

 1998 Hospital-based study 
(Sullivan and Knutson  1998 ) 

 Maltreatment among children with disabilities 
was 2× greater than maltreatment among 
those without disabilities (p. 281) 

 Electronic merger of data- bases of 
children who had been hospitalized 

 Disabilities associated with longer durations 
of maltreatment (p. 283 & 285) 

 Intrafamilial sexual abuse more likely 
in children with communication 
disabilities (p. 283) 

 2000 School-based study 
(Sullivan and Knutson  2000 ) 

 Children with disabilities: 31 % maltreatment 
rate 

 Analyses under represent 
young children and 
severely disabled 
children (p. 1267) 

 Electronic merger of data-bases 
of school records with central 
registry, foster care review board 
and police databases. 

 Children without disabilities: 9 % 
maltreatment rate (p. 1268) 

 Child with disability is 3.4 times more likely 
to be maltreated than child without 
disability (p. 1265 & 68) 

 Children who were both maltreated and 
disabled missed more school days than 
children who were neither (p. 1267) 

 Children with disabilities 3.88 times more 
likely to be emotionally abused than 
children without disabilties (p. 1266) 

 Lowest academic achievement scores found 
in children both maltreated and disabled 
(p. 1267) 
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“tip of the iceberg” (U.S. Department of Health and Human Services  2009 ). Children investigated 
by CPS are included along with maltreated children who are identifi ed by professionals in a wide 
range of agencies in representative communities, and gathered from a nationally representative 
sample of 122 counties. CPS agencies in these counties provided data about all children in cases 
they accepted for investigation during 1 of 2 reference periods (September 4, 2005 through December 
3, 2005, or February 4, 2006 through May 3, 2006). Additionally, professionals in these same 
counties served as NIS-4 sentinels and reported data about maltreated children identifi ed by the 
following organizations: elementary and secondary public schools; public health departments; 
public housing authorities; short-stay general and children’s hospitals; state, county, and municipal 
police/sheriff departments; licensed daycare centers; juvenile probation departments; voluntary 
social services and mental health agencies; shelters for runaway and homeless youth; and shelters 
for victims of domestic violence. 

 The results of the 2010 NIS-4 report were challenging to interpret with regard to the risk of dis-
abilities for child maltreatment (Sedlak et al.  2010 ). Contrary to the fi ndings of the 1993 NCAAN 
study and the Sullivan and Knutson ( 1998 ,  2000 ) epidemiologic studies, the NIS-4 did not show a 
consistent overall increased risk posed by disability. The harm standard in the NIS-4 was more 
clear cut set of defi nitions for child maltreatment than used in previous studies. The NIS-4 found: 
(1) a signifi cantly lower incidence of physical abuse among children with disabilities compared to 
those without disabilities; (2) no signifi cant difference in incidence comparing children with dis-
ability to those without for sexual abuse, physical neglect, educational neglect, emotional abuse 
and the other category of maltreatment; (3) a signifi cantly higher incidence of emotional neglect 
for children with disabilities compared to those without; and (4) a signifi cantly higher risk for seri-
ous harm for children with disabilities compared to those without disabilities (See Table  9.6 ).
   In summary, there is an emerging and more detailed understanding of the risk of child maltreatment 
among children with special health care needs. This shows that the overall increased risk suggested 
by clinical studies needs to be further refi ned to factor in specifi c categories of disabilities and 
types of abuse in order to be more fully understood. The initial conclusion that children with 
disabilities are at increased risk for child maltreatment appears to be true, but specifi c forms of 
abuse may be more likely among children with specifi c categories of disabilities or special needs. 
Over time, we can expect to further characterize this risk in a more targeted and accurate manner 
as more research is done on these more nuanced associations.    

      Policy and Research Issues 

 Children with disabilities and special health care needs are at risk for exposure to violence including 
child maltreatment. An adequate response requires services including medical intervention, special 
education, appropriate communication, sensitive law enforcement interactions, and tailored mental 
health interventions for this special population. Furthermore, professionals across all of these 
disciplines and agencies must know about prevention approaches as well. 

 In order to further enhance the evidence and our understanding surrounding the risk for child 
maltreatment among children and adolescents with disabilities and special health care needs, addi-
tional attention will need to be given to some very basic health services research fundamentals. As the 
literature cited above demonstrates, defi nitions of who is in the population need to be agreed upon and 
standardized so that the data collected will be comparable from study to study and across serving 
agencies. In addition, provisions must be made within our various agencies and across systems 
to actually collect data on the presence of a disability or special health care need among victims of 
violence, including child maltreatment, if we are to more fully understand the risk faced by these 
children and adolescents. Once rigorous data is collected and analyzed, this information can be shared 
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broadly with researchers, clinicians and ultimately policy makers to educate professionals about how 
best to serve this population and to continuously improve service provision to them at the point of care. 

 From a research and policy making perspective, what becomes clear when one examines and then 
tries to apply the fi ndings from several decades of academic literature in the areas of disabilities and 
child maltreatment is that the initial generic clinical impression of an overarching increased risk for 
maltreatment among those children with disabilities and special health care needs must be further 
refi ned and become more specifi c to account for various forms of disabilities and different types of 
violence. In the words of Turner and colleagues ( 2011 ):

  “Not all forms of disability are associated with equivalent levels of risk. Similarly, it is benefi cial to consider 
many different forms of victimizations since the level of risk will also differ by the type of victimization. This 
kind of more differentiated analysis provides a clearer understanding of the nature of the problem. Thus, fi nding 
variations in the effects of disability on different types of victimization more accurately delineates the risk for 
disabled children and can provide clues concerning mechanisms that place disabled children at risk.” (p. 281) 

   Sullivan ( 2009 ) calls our attention to a number of research issues in her comprehensive review of 
50 papers related to studying children with disabilities who are exposed to a broad range of types of 
violence (including child maltreatment). First, she reminds us that children and youth with disabilities 
were included as a specifi c subpopulation in Healthy People 2010 for the fi rst time since the 1979 
inception of this important national health promotion and disease prevention agenda. This is important 
since having children with disabilities and special health care needs identifi ed in this authoritative 
process will open up opportunities to encourage inclusion of this population in sample development 
and data collection efforts across a wide number of research projects and health services evaluation 
efforts. Second, she counsels investigators to move past the concern over multiple defi nitional frame-
works which has become a barrier to research and instead, while working to standardize defi nitions, 
to continue doing valid and reliable studies by adopting and consistently adhering to an appropriate 
paradigm through a given research protocol. Third, she challenges disability and violence researchers 
to move beyond an overreliance on telephone surveys for incidence data since that introduces con-
founders into methodology (e.g., people with hearing impairments or cognitive disabilities may not be 
able to fully participate). Instead, researchers working with policy makers and regulatory agencies 

    Table 9.6    The Fourth National Incidence Study of Child Abuse and Neglect (NIS-4) Report to Congress (Sedlak 
et al.  2010 )   

 Results (statistically signifi cant)  Limitations 

 Data collection: 
9/4/2005 to 12/3/2005 
and 2/4/2006 to 5/3/2006 

  Physical abuse   The NIS-4 incidence rates for children with 
disabilities are minimum estimates since 
this study only pertains to children living 
in household settings where as the 
population statistics upon which the 
denominator is calculated comes from the 
Offi ce of Special Education and 
Rehabilitation services which uses a larger 
population of children living in both 
household and outside of household 
settings. (See footnote 51.) 

 Children with confi rmed 
disability had lower rate 
(3.1/1,000) vs. children 
without disability (4.2/1,000) 

  Emotional neglect  
 Children with confi rmed 

disability had a higher rate 
(4.7/1,000) vs. children 
without a disability 
(2.3/1,000) 

  Risk for serious injury  
 Children with a confi rmed 

disability were more likely 
(8.8/1,000) to experience 
serious harm/injury vs. 
children without a disability 
(5.8/1,000) (See Tables  9.5  
and  9.6 .) 
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need to develop creative opportunities to link data sets while respecting privacy rights in order to have 
precise and accurate data bases come together upon which health services research can be conducted. 
Finally, fourth, Sullivan ( 2009 ) plainly states that researchers in this area “need to do more than count 
and categorize the number of children with disabilities (p. 212)” and move to developing more robust 
insights into what this counting and categorizing actually means when it comes to exposure to vio-
lence and how can this evidence be used to enhance knowledge and guide future practice. 

 In summary, there is growing recognition for the need for researchers, clinicians and policy makers 
to embrace a more refi ned approach towards examining the relationships between and among forms 
of disability and types of violence. Ideally, this recognition should position investigators across disci-
plines to move to evermore useful levels of specifi city in their research questions going from the 
simple, “does a disability place a child at risk for maltreatment” to the more nuanced but more infor-
mative, “what disabilities place children at risk for different types of violence.” The literature dis-
cussed thus far provides a window into how rich and informative this more refi ned approach will 
likely be as we all work together to understand the risks that children with disabilities and special 
health care needs may face in their environments and as we seek to best serve them from both a pre-
vention and treatment standpoint.      

     Appendix I 

    Defi nitions 

   Behavior Problem, Child 
  A child’s behavior in the school or community that adversely affects socialization, learning, growth, 
and moral development. May include adjudicated or nonadjudicated behavior problems. Includes 
running away from home or a placement.

     Disability 
  A child is considered to have a disability if one of more of the following risk factors has been identi-
fi ed: mentally retarded child, emotionally disturbed child, visually impaired child, child is learning 
disabled, child is physically disabled, child has behavioral problems, or child has some other medical 
problem. In general, children with such conditions are undercounted as not every child receives a 
clinical diagnostic assessment.

     Emotionally Disturbed 
  A clinically diagnosed condition exhibiting one or more of the following characteristics over a long 
period of time and to a marked degree: an inability to build or maintain satisfactory interpersonal 
relationships inappropriate types of behavior or feelings under normal circumstances a general perva-
sive mood of unhappiness or depression or a tendency to develop physical symptoms or fears associ-
ated with personal problems. The diagnosis is based on the Diagnostic and Statistical Manual of 
Mental Disorders (the most recent edition of DSM). The term includes schizophrenia and autism. This 
term can be applied to a child or a caregiver.

     Learning Disability 
  A clinically diagnosed disorder in basic psychological processes involved with understanding or 
using language, spoken or written, that may manifest itself in an imperfect ability to listen, think, 
speak, read, write, spell or use mathematical calculations. The term includes conditions such as per-
ceptual disability, brain injury, minimal brain dysfunction, dyslexia, and developmental aphasia. This 
term can be applied to a caregiver or a child.
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     Mental Retardation 
  A clinically diagnosed condition of signifi cantly less-than-average general cognitive and motor 
 functioning existing concurrently with defi cits in adaptive behavior that adversely affect socialization 
and learning. This term can be applied to a caregiver or a child.

     Other Medical Condition 
  A medical condition other than mental retardation, visual or hearing impairment, physical disability, 
or emotionally disturbed, that signifi cantly affects functioning or development or requires special 
medical care such as chronic illnesses. Includes HIV positive or AIDS diagnoses. This term can be 
applied to a caregiver or a child.

     Physically Disabled 
  A clinically diagnosed physical condition that adversely affects day-to-day motor functioning, such 
as cerebral palsy, spina bifi da, multiple sclerosis, orthopedic impairments, and other physical disabili-
ties. This term can be applied to a caregiver or a child.

     Visually or Hearing Impaired 
  A clinically diagnosed condition related to a visual impairment or permanent or fl uctuating hearing or 
speech impairment that may signifi cantly affect functioning or development. This term can be applied 
to a caregiver or a child. 

 USDHHS ( 2008 ,  2009 ,  2010a ,  b ,  2011 )       
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        Intimate partner violence (IPV) is a public health issue existing in most countries, occurring across all 
demographic, ethnic, cultural and socio-economic lines. Women of child-bearing age are at the highest 
risk of IPV, and the prevalence of IPV is disproportionately high in families with children younger 
than 5 years of age (Bair-Merritt  2010 ). The 2010 United States’ Centers for Disease Control National 
Intimate Partner and Sexual Assault Survey (NISVS) population based study found that nearly half 
(47.1 %) of respondents were between 18 and 24 years of age when they fi rst experienced violence by 
an intimate partner. More than one in fi ve women (22.4 %) experienced some form of IPV for the fi rst 
time between the ages of 11 and 17 years. 

 Research has documented a pervasive link between intimate partner violence and child maltreat-
ment (CM) (Connelly et al.  2006 ; Holt et al.  2008 ). The complex nature of such overlap requires 
understanding, and this chapter provides a foundation for understanding the relation between IPV and 
childhood maltreatment. Specifi cally, an overview of related epidemiology will be discussed, and a 
discussion of the comorbidity of IPV and CM will be presented at length with attention to cultural 
considerations. The chapter will conclude with recommendations for further avenues of research as 
well as policy implications. 

 We use the term intimate partner violence (IPV), although other terms have been used interchange-
ably in the literature, such as domestic violence, domestic abuse, spousal abuse, and battering. Our 
defi nition of IPV is condensed from the US Centers for Disease Control and Prevention (CDC): 
physical and/or sexual assault or threats of assault against a married, cohabitating, or dating current 
or estranged intimate partner by the other partner, including emotional abuse and controlling behav-
iors in a relationship where there has been prior physical and/or sexual assault (Saltzman et al.  2002 ). 

 An estimated one in three women globally has experienced some form of sexual, physical, or psy-
chological violence, most often infl icted by an intimate partner (Watts and Zimmerman  2002 ). In a 
recent, multi-country population-based survey, women representing ten different countries reported 
their experiences of violence. The lifetime prevalence of physical IPV ranged from 13 % in Japan to 
61 % in rural Peru, with the majority of women reporting prevalence estimates between 23% and 
49 %. In the US, the NISVS population-based study found a weighted lifetime prevalence for IPV as: 
32.9 % for physical assault, 9.4 % for intimate partner rape, and 35.6 % for intimate partner physical 
assault, rape and/or stalking, with past year prevalence of physical assault at 4 % (Black et al.  2011 ). 
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Another recent population-based study investigating IPV among women in 12 major US cities found 
a prevalence of 9.8 % in the past 2 years (Walton-Moss et al.  2005 ). Although accurate incident esti-
mates of IPV are diffi cult to obtain, research estimates that nearly 5.3 million incidents of IPV occur 
each year in the US, affecting three million women annually (Black et al.  2011 ; Chang et al.  2005 ). 

 Pregnancy may represent a period of unique vulnerability to IPV due to changes in women’s 
physical, social, emotional, and fi nancial needs. Previous research has reported a wide range of 
prevalence of abuse during pregnancy (0.9–20.1 %; Gazmararian et al.  1996 ), though the majority of 
studies have found prevalence ranging from 3.9 % to 8.3 % (Gazmararian et al.  1996 ; Helton et al. 
 1987 ; Martin et al.  2001 ; Saltzman et al.  2003 ). While an accurate prevalence of IPV during preg-
nancy is unclear, research demonstrates that a substantial minority of women experience violence 
during pregnancy. IPV during pregnancy is associated with considerable risk to the health of the 
woman and her unborn child. Low pregnancy weight gain, anemia, infections, bleeding in the fi rst 
and second trimester, preterm labor, high blood pressure or edema, severe nausea, vomiting or dehy-
dration, kidney infection, urinary tract infection, as well as hospital visits related to such morbidity 
are positively correlated with IPV (Cokkinides et al.  1999 ; Silverman et al.  2006 ). Premature birth, 
uterine rupture, hemorrhage, an infant requiring intensive care unit care, and maternal or fetal death 
are also associated with exposure to IPV during pregnancy (El Kady et al.  2005 ). The majority of 
recent studies have demonstrated a signifi cant relationship between IPV during pregnancy and an 
elevated risk of delivering a low birth weight neonate (e.g. Silverman et al.  2006 ). A meta-analysis 
of eight studies, across the US and Canada, used a fi xed-effects model and found women who 
reported experiencing IPV during pregnancy were 40 % more likely to give birth to a low birth 
weight baby (Murphy et al.  2001 ). 

 The numerous mental health sequelae among abused women include depression, posttraumatic 
stress disorder (PTSD), phobias, anxiety, panic disorders, and substance abuse disorders (Carbone- 
Lopez et al.  2006 ; Pico-Alfonso et al.  2006 ). A comprehensive meta-analysis by Golding ( 1999 ) 
showed that abused women were three to fi ve times more likely to experience depression, suicidality, 
PTSD, alcohol abuse, and drug abuse than the general population. Depression in abused women has 
been associated with daily stressors, childhood abuse, forced sex in the relationship, marital separa-
tions, change in residence, increased number of children, and child behavior problems (Campbell and 
Lewandowski  1997 ; Cascardi et al.  1999 ). Factors infl uencing the development of PTSD in abused 
women include dominant partners, social isolation, severity and number of violent episodes, presence 
of forced sex, a past history of child sexual abuse, trauma-related guilt, and avoidant coping strategies 
(Astin et al.  1995 ; Vitanza et al.  1995 ; Street et al.  2005 ). 

    Co-occurrence of IPV and Child Maltreatment 

 There is considerable agreement that the presence of IPV in a household is a risk factor for CM 
(Kerker et al.  2000 ; Tajima  2000 ). Early research examining the relation between IPV and CM was 
primarily focused on specifi c populations, namely, families of children reported to child protective 
services (CPS) for maltreatment and women residing in battered women’s shelters. Edleson ( 1999 ) 
reviewed seven local and state CPS studies and found IPV occurred in 26–73 % of families reported 
to CPS. Appel and Holden ( 1998 ) conducted an integrative review of 17 studies of battered women 
and found a median co-occurrence rate of 41 %, although the rates of overlap were even higher in 
some of the studies included in the review. Correlations between child and spouse abuse were moder-
ate to strong ( r  = .28–.56). However, the selection bias in these studies preclude an enhanced under-
standing of how these fi ndings refl ect the relation of IPV and CM in community-based and 
population-based settings. This is evidenced by a more recent review of four representative commu-
nity samples that found a co-occurrence rate between 5.6 % and 11 % (Edleson et al.  2003 ). 
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 Recent research examining the co-occurrence of IPV and CM found the rates of IPV are higher 
among couples living with children compared to couples without children (McDonald et al.  2006 ), 
suggesting the presence of children in violent homes is a risk factor. However, data on the prevalence 
of children witnessing IPV varies considerably (Herrenkohl et al.  2008 ). It was previously estimated 
that between 3 and 10 million children witness IPV or parental violence each year (Carlson  1984 ; 
Straus and Gelles  1990 ), but research suggests these numbers are increasing. Based on a nationally 
representative sample, McDonald and colleagues ( 2006 ) estimated that IPV occurs within approxi-
mately 30 % of homes that include youth living with two parents, indicating that in the U.S., approxi-
mately 15.5 million children live in homes where IPV has occurred within the last year, and 
approximately seven million children live in households where severe partner violence has occurred 
within the last year. However, these estimates are considered to be underestimates due to underreport-
ing that occurs in these national surveys (McDonald et al.  2006 ). In the National Survey of Child and 
Adolescent Well-Being, a national probability study of 5,501 children ages 0–14 randomly selected 
among families entering the U.S. child welfare system between 1999 and 2000, Hazen and colleagues 
( 2004 ) reported a lifetime prevalence of physical IPV of 45 % for mothers of children reported to 
CPS, with a past year incidence rate of 29 %. Similar findings were reported by English and 
colleagues ( 2005 ) in the state of Washington, where IPV was reported in nearly half (47 %) of CPS 
cases investigated and assigned a moderate to high level of risk. A reanalysis of data collected from 
the 1985 National Family Violence Surveys reported that 19.4 % of families reported some type of 
violence, with 78 % reporting IPV directed only toward the woman, 15 % reporting CM alone, and 
7 % reporting both IPV and CM (Tajima  2004 ). These fi ndings are limited by the failure to consider 
psychological abuse, sexual abuse, and neglect. 

 The majority of empirical studies conducted suggest that the presence of IPV in a home increases 
the risk of CM, with some variance attributable to the perpetrator, type of violence, and type of 
maltreatment. Rumm and colleagues ( 2000 ) analyzed data collected from families on active duty in 
the U.S. army using an established database of IPV and CM reports. They found that reported IPV 
increased the risk of CM twofold after adjusting for age and rank (proxy for socioeconomic status) of 
the military parent (Rumm et al.  2000 ). In another study, researchers utilized a large high-risk cohort 
(n = 2,544) participating in a CM prevention program to examine both IPV risk as well as CM through 
age 5. Results indicated that IPV increased the odds of child physical abuse (OR 3.38), psychological 
abuse (OR 2.20), and neglect (OR 2.18) (McGuigan and Pratt  2001 ).  

    Prevalence Among Racial and Ethnic Minority Groups 

 IPV and CM exist across all demographic strata, but their prevalence is unevenly distributed across 
racial and ethnic groups. For example, according to the NISVS study (Black et al.  2011 ), multiracial 
women reported the highest lifetime prevalence of physical IPV (50.4 %), followed by American 
Indian/ Alaska Native women (40.9 %); Black women reported higher rates of IPV (40.9 %) than their 
Hispanic (35.2 %) and White counterparts (31.7 %), and Asian/Pacifi c Islander women reported the 
lowest rate (<19 %) as compared to all racial groups. However, in the Walton-Moss and colleagues 
( 2005 ) analysis, the racial/ethnic differences between African-American, White, and Hispanic women 
disappeared when income, education, and employment of victims and perpetrators were controlled. 
In terms of racial/ethnic differences, the 2010 National Child Abuse and Neglect Data System 
(NCANDS) also showed that children of African-American, American Indian/ Alaska Native, and 
multiple racial descent had the highest rates of CM victimization (14.6, 11.0, and 12.7 per 1,000 chil-
dren in the same race or ethnicity respectively), while reports of CM victimization were lowest among 
Asian and Pacifi c Islanders (Children’s Bureau  2011 ). Although IPV and CM are disproportionately 
high among American Indian, Alaska Native, African-American, and mixed racial groups, the 
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prevalence of IPV and CM co-occurrence in these groups remain unclear because no known study has 
parsed out the prevalence of IPV and CM co-occurrence based on race and ethnicity. However, it is 
likely that racial and ethnic groups with high rates of IPV are also more vulnerable to CM. According 
to NCANDS data, over a fourth (25.7 %) of reported CM victims were also exposed to IPV, either 
against or perpetrated by a caregiver (Children’s Bureau  2011 ). This is likely an underestimation of 
IPV and CM co-occurrence, particularly if child witnessing of IPV is also considered a form of CM.  

    Shared Risk Factors 

 The relation between IPV and CM may best be understood by examining the risk factors commonly 
associated with them. These include family-related factors such as poverty, neighborhood violence, 
parental history of severe punishment, marital confl ict, social isolation, and life stressors, such as 
unemployment and fi nancial strain (Gerwirtz and Edleson  2007 ; Herrenkohl et al.  2008 ; Kessler et al. 
 2001 ; Tajima  2004 ). Perpetrator-related risk factors for both IPV and CM include poor mental health, 
low educational achievement, criminal history, unemployment, and substance use (Dube et al.  2001 ; 
Hartley  2002 ; Herrenkohl et al.  2008 ; Kessler et al.  2001 ; Tajima  2004 ). 

 More specifi cally, in a multisite study of misdemeanor IPV cases, Fantuzzo and colleagues ( 1997 ) 
found that in homes in which IPV was present, there was a higher prevalence of substance use, mental 
illness, and crime in the family. Similarly, Dong and colleagues ( 2004 ) found that individuals reporting 
one or more forms of CM or prior IPV exposure had higher family prevalence of prior substance use, 
mental illness, and criminal acts. Hartley ( 2002 ) concluded that the co-occurrence of IPV and physical 
child abuse was related to fathers’ use of illicit substances and history of arrest for criminal offenses 
involving infractions other than IPV. Tajima ( 2004 ) also reported an overlap in IPV and CM, where 
lower educational attainment and poor physical and mental health were related to their co-occurrence. 

 Poverty has been perhaps the most well documented risk factor for co-occurring forms of family 
violence (Gewirtz and Edleson  2007 ; Herrenkohl et al.  1991 ; Lee et al.  2004 ). With respect to IPV, low 
income or unemployment among women has been found to be a risk factor for IPV victimization, 
although more so for recent IPV than lifetime IPV (e.g. BJS  2012 ; Tjaden and Thoennes  2000 ; Vest 
et al.  2002 ). There is also a demonstrated relation between family violence and related contextual factors, 
including neighborhood disadvantage (e.g., low income, lack of home conveniences, physical remoteness, 
crime, neighborhood instability) and violence within the community (Margolin and Gordis  2000 ). 

 Maternal stress (Crouch and Behl  2001 ; Margolin et al.  2003 ), maternal depression (Hazen et al. 
 2004 ), and unwanted or unintended pregnancy (Pallitto et al.  2005 ) are also associated with CM and 
IPV victimization (Taylor et al.  2009 ). Research fi ndings suggest that women who experience IPV dur-
ing pregnancy have a higher potential for CM perpetration compared to women who do not experience 
such abuse (Casanueva and Martin  2007 ; Margolin and Gordis  2000 ; Margolin et al.  2003 ). Increased 
CM perpetration risk among women exposed to IPV may be explained by the increased levels of stress, 
higher rates of depression, or unintended pregnancy resulting from IPV (Taylor et al.  2009 ).  

    Cultural Considerations 

 A large body of literature suggests that culture and social norms play a prominent role in the differential 
nature and distribution of IPV and CM. For example, in cultures where premarital sexual relationships 
are restricted, IPV is closely linked to marriage, whereas in cultures where premarital or extramarital 
sexual relationships are norm, IPV is no longer associated with marital status (Jewkes  2002 ). 
In the US, marriage dissolution presents the greatest risk factor for IPV victimization. According to 
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the Bureau of Justice Statistics ( 2012 ), nonfatal IPV victimization is almost two times higher for 
divorced women and over seven times higher for separated women compared to their never married 
counterparts, while rates of nonfatal IPV victimization are lowest for women who were married or 
widowed. As a result, children residing in households undergoing marriage dissolution have an 
increased risk of witnessing IPV. 

 In cultures with high rates of nonmarital childbirth, separation, divorce, cohabitation, or remar-
riage, children are more likely to live in households with adults who are not biologically related to 
them. For example, in 2009, 53 % of Hispanic births, 65 % of American Indian/ Alaska Native births, 
and 73 % of non-Hispanic black births were nonmarital, while rates of births to unmarried Asian/ 
Pacifi c Islander and non-Hispanic white women were substantially lower (17 % and 29 % respec-
tively; National Vital Statistics System  2011 ). Marriage and cohabitation rates also vary by race and 
ethnicity. According to the 2002 National Survey of Family Growth (National Center for Health 
Statistics  2010 ), non-Hispanic black women were least likely to be ever married (39 %) compared to 
their non-Hispanic white and Hispanic counterparts (63 % and 58 % respectively). However, non- 
Hispanic black women were just as likely to have ever cohabitated as non-Hispanic white and Hispanic 
women (approximately 50 %), and cohabitating men and women were more likely to report that their 
partners had children prior to the current relationship (National Center for Health Statistics  2010 ). 

 As a result, the prevalence of having a non-biological parent surrogate in the home may vary by 
race and ethnicity based on the uneven distribution of nonmarital childbirth, marriage, and cohabita-
tion rates across these groups, and some evidence suggests having a non-biological parent surrogate 
may be a CM risk factor. In a longitudinal study that followed 644 mother-infant dyads, Radhakrishna 
and colleagues ( 2001 ) found that the risk of CM in homes with a non-biological father fi gure was over 
two times higher than in families with only the biological mother or with both biological parents in 
the home, even after adjusting for high risk variables (e.g. maternal depression, number of siblings, 
and maternal education). Recent research also suggest that families with non-biological father fi gures 
tend to have decreased caregiving quality (Berger  2004 ), while families with stepfathers showed an 
elevated risk of CM in the home (Van Ijzendoorn et al.  2009 ). 

 Similarly, some literature suggests that women with children who are not biologically related to the 
abuser have an elevated risk for IPV victimization, and this elevated risk persists even if they have 
biological children with their current partner (Daly et al.  1993 ; Miner et al.  2012 ). In addition, 
some evidence suggests that living in stepfamily households place women at higher risk for more 
severe forms of physical violence (Brownridge  2004 ). Although having a non-biological child of the 
male partner in the home substantially increases the risk of femicide over and above prior domestic 
violence (Campbell et al.  2003 ) and was associated with intimate partner violence on bivariate asso-
ciation, it was not an independent risk factor for IPV in the 11 city study by Walton-Moss and colleagues 
( 2005 ). This is in contrast to an earlier study by Daly, Wiseman and Wilson ( 1997 ) who did fi nd such 
a relationship. Children are also signifi cantly more likely to intervene in an IPV episode if they are not 
biologically related to the abuser and if the adult couple is not married (Edleson et al.  2003 ). Taken 
together, cultural differences in family structure, formation, and stability may be one factor that contrib-
utes to the differential distribution of IPV and CM across racial and ethnic groups in the US. 

 Specifi c cultural values, beliefs, and ideals may serve as risk factors of IPV and CM. For example, 
much research has examined Latino cultural values that may help explain IPV and CM in the Latino 
community. Many propose that the Latino concept of  machismo,  or values and behaviors associated 
with masculinity, invulnerability, and bravery (Whitaker and Reese  2007 ), may enforce controlling 
and aggressive behaviors among Latino men (Chan  2011 ). On the other hand, the concept of  marian-
ismo , or positive feminine traits such as submissiveness and self-sacrifi cing behaviors, may promote 
Latina women to defer their own needs to in order to be good wives and mothers (Edelson et al.  2007 ). 
Similarly, the concept of  respeto,  or respect, is taught to Latino children, which emphasizes the 
unchallenged power of the father (Perilla  1999 ), and the notion that husbands and fathers possess the 
ultimate authority in the family is deeply engrained in the Latino culture (Edelson et al.  2007 ). As a result, 
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these cultural values may increase the risk of IPV and CM. Importantly,  familismo , a fundamental Latino 
value that emphasizes family harmony and loyalty, and  simpatia,  an emphasis on being socially uncon-
frontational, may discourage IPV and CM reporting among Latinos (Caetano et al.  2002 ). 

 The underrepresentation of certain racial and ethnic groups in IPV and CM reports may be attribut-
able to their cultural tendencies to underreport. For example, Asian American and Pacifi c Islanders 
report the lowest rates of IPV and CM in national representative surveys, but community-based and 
culture-specifi c studies continue to fi nd signifi cantly higher rates of family violence (including use 
and endorsement of harsh physical discipline) in these groups (Raj and Silverman  2003 ; Rhee  1997 ; 
Yoshioka and Dang  2000 ). Many studies found that Asian Americans possess rigid traditional atti-
tudes on gender roles, patriarchal norms, male dominance, and female subordination, which are linked 
to higher acceptance and justifi cation of marital violence (e.g. Bui and Morash  1999 ; Dasgupta  2000 ; 
Kim and Sung  2000 ; Lee  2007 ; Xu et al.  2001 ; Yick and Agbayani-Siewert  1997 ). Similarly, cultural 
values in male dominance, beliefs in absolute parental authority and child obedience, and normative 
acceptance of physical discipline may explain why Asian American CM victims are more likely to be 
maltreated by a man in the family as compared to other ethnic groups (Zhai and Gao  2009 ), and why 
Asian American children are less likely to label physical discipline as abuse, despite higher physical 
discipline use by parents (Lau et al.  2006 ). Taken together, these cultural values and beliefs on the 
acceptance, justifi cation, and normative use of violence in the home may explain the low reports of 
IPV and CM among Asian Americans. Importantly, other cultural values, such as family cohesion, 
privacy, fear of shame, and domestic harmony may further impede Asian Americans from seeking 
formal support and reporting to authorities (Lee and Hadeed  2009 ; Zhai and Gao  2009 ). 

 The cultural implications of IPV and CM in the US increase in complexity as the ethnic constitu-
tion of the American population continues to change. As of January 1, 2010, an estimated 12.6 million 
legal permanent residents (i.e. foreign-born immigrants) reside in the US (Department of Homeland 
Security  2011 ). However, the rates and risks of IPV and CM among immigrants remain unclear. For 
example, while some research suggests that immigrant status is associated with higher rates of CM 
(Hussey et al.  2006 ), other research found that rates of parent-to-child physical aggression are lower 
in neighborhoods with higher immigrant concentration (Molnar et al.  2003 ). Similarly, the reported 
lifetime prevalence of IPV among immigrant women varies widely, ranging from 12 % to 50 %, and 
may be as high as 77 % (Menjivar and Salcido  2002 ). 

 Understanding IPV and CM co-occurrence in the immigrant population is particularly challenging 
because traditional cultural values and beliefs change as immigrants acculturate and adopt values and 
beliefs from the host culture. Studies examining the relationship between acculturation and IPV and 
CM have produced mixed results. While higher levels of acculturation may decrease IPV risk due to 
better education, higher standard of employment, and more fi nancial independence, it may conversely 
confer higher IPV risk due to loss of social control and alienation from traditional culture (Kasturirangan 
et al.  2004 ). Similarly, acculturation infl uences parenting perceptions and behaviors (Elliott and 
Urquiza  2006 ), which may affect CM risk in immigrant children. For example, some evidence sug-
gests that less acculturated parents and parents in families with greater parent–child acculturation 
discrepancy (i.e. children more acculturated than their parents) are more likely to endorse physical 
discipline use (Acevedo  2000 ; Park  2001 ). However, these fi ndings are not uniform across different 
minority groups, and the infl uence of acculturation on parenting perceptions and behaviors may be 
vastly different, even among racially similar but culturally diverse groups (Tajima and Harachi  2010 ). 

 To date, only one study has examined the risk of IPV and CM co-occurrence among immigrants. 
In a national longitudinal cohort study, Taylor and colleagues ( 2009 ) found that despite lower reports 
of CM among foreign-born mothers, IPV conferred greater relative risk of CM perpetration on 
foreign- born mothers than it did on US-born mothers. However, our knowledge in the link between 
IPV and CM among immigrants remains limited. These fi ndings support the need to further examine 
IPV and CM risks, co-occurrence, and its association with acculturation in the immigrant population, 
with particular attention to the differential infl uence of acculturation on ethnically diverse groups.  
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    Consequences of IPV Exposure 

 A recent meta-analysis conducted by Kitzmann and colleagues ( 2003 ) revealed that children who 
witness IPV have signifi cantly worse psychosocial outcomes than non-witnesses ( d  = -0.40). However 
there were no signifi cant differences in psychosocial outcomes between IPV witnesses and physically 
abused children ( d  = 0.15), demonstrating that the psychological impacts of witnessing IPV can be 
just as devastating as physical abuse itself. Long-term developmental problems, including low self- 
esteem, depression, anxiety, and school failure, are also more common in children who witness IPV 
in their home (Lichter and McCloskey  2004 ; Litrownik et al.  2003 ; Moffi tt and Caspi  2003 ). Children 
exposed to IPV are also at risk for a variety of adjustment diffi culties, including aggressive and oppo-
sitional behavior, anxiety and depressive symptoms, social problems, and cognitive diffi culties 
(Jouriles et al.  2008 ). 

 Some research suggests that there may be a dose–response relationship between witnessing 
violence as a child and developing adjustment problems as an adult. For example, violence severity, 
i.e. the amount of violence that the child is exposed to, has been shown to be associated with 
children’s maladjustment (Grych et al.  2002 ; Howell  2011 ; Kilpatrick and Williams  1998 ; Wolfe et al. 
 2003 ). However, there are family attributes that are associated with positive adaptation, and may act 
as protective factors against the deleterious outcomes of witnessing IPV. For example, Howell ( 2011 ) 
found that having at least one warm, loving parent or surrogate caregiver who provides fi rm limits and 
boundaries, socioeconomic advantage, and more parental involvement were associated with higher 
resiliency in children exposed to violence.  

    Intergenerational Transmission 

 Much research has focused on understanding the mechanisms by which intergenerational transmis-
sion (IGT) of violence occurs (Black et al.  2010 ). Witnessing IPV as a child has been found in the 
literature to help explain the etiology of IPV, and social learning theory provided the initial theoretical 
underpinnings for the IGT of violence (Black et al.  2010 ; Egeland  1993 ; Hotaling and Sugarman 
 1986 .) The theory surrounding the IGT of violence posits that children who experience violence from 
their parents and/or witness violence between their parents learn that violence is an acceptable method 
for dealing with confl ict in interpersonal relationships and, therefore, are more likely to use violence 
in their adult relationships (Egeland  1993 ). Albert Bandura’s early studies on childhood aggression 
(Bandura  1971 ,  1973 ,  1986 ) provided the foundation for social learning theory and demonstrated how 
observational learning might be the link between witnessing violence between parents and using 
 violence in relationships as an adult (Black et al.  2010 ).  

    Empirical Evidence of IGT 

 There is a substantial body of literature providing empirical evidence for the IGT of violence (Kerley 
et al.  2010 ; Kwong et al.  2003 ; Renner and Slack  2006 ). However, different associations have been 
reported depending on the type of violence being examined and the gender of the victim/perpetrator 
(Black et al.  2010 ; Franklin and Kercher  2012 ; Stith et al.  2004 .) For example, Franklin and Kercher 
( 2012 ) found a signifi cant association between family-of-origin violence and psychological violence 
victimization and perpetration. In addition, the acceptance of violence signifi cantly correlated with 
physical violence perpetration, indicating there might be an additional link between experiencing 
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and/or witnessing violence as a child and accepting violence in relationships as an adult. Black 
and colleagues ( 2010 ) examined the impact of witnessing interparental violence on the physical and 
psychological IPV experienced in emerging adult relationships in a sample of 223 undergraduate 
students and found evidence for specifi c modeling of violence with both physical and psychological 
violence. Witnessing either type of violence as a child appeared to be signifi cantly associated with 
experiencing that same type of violence in emerging adult relationships. 

 The literature examining gender differences in IGT demonstrates that both boys and girls who are 
exposed to IPV are at an increased risk of accepting violence in their future relationships (Fantuzzo 
et al.  1991 ; Grych et al.  2000 ), but boys from violent families are at a greater risk of perpetrating 
violence in their teenage and young adult relationships (Pelcovitz et al.  1994 ) whereas girls are more 
likely to exhibit internalizing behaviors (Cummings et al.  1999 ; Sternberg et al.  1998 ). The existing 
literature on the IGT of violence presents a complex picture of risk factors and mechanisms that warrant 
further study.  

    ACE Study 

 The Adverse Childhood Experiences (ACE) Study was a large collaborative study designed to exam-
ine the long-term relationship between ACEs and a variety of health behaviors and health outcomes 
in adulthood (Felitti et al.  1998 ). Many reports stemming from the ACE study found strong associa-
tions between different types of abuse and household dysfunction and numerous health and social 
outcomes (Anda et al.  1999 ; Dube et al.  2001 ; Felitti et al.  1998 ; Hillis et al.  2000 ,  2001 ). Whitfi eld 
and colleagues ( 2003 ) examined the association between violent childhood experiences and the risk 
of IPV in adults and found that witnessing domestic violence increased women’s risk of experiencing 
IPV twofold (adjusted OR=2.3; 95 % CI=1.6, 3.1). Additionally, women who reported multiple forms 
of adverse childhood events, i.e. physical abuse, sexual abuse, and witnessed IPV, were 3.5 times 
more likely to report IPV victimization. 

 Adverse childhood events (ACE) occur concurrently and not independently, so it is important to 
assess different forms of ACEs rather than examining them individually. If witnessing IPV is to be 
considered an ACE, then it should also be assessed for in children (Dong et al.  2004 ). Prevention 
efforts should address the negative effects of childhood exposure to violence in order to prevent IPV. 
Furthermore, an assessment of all women for both past histories of abuse as well as current abuse is 
necessary to best address these issues before IPV becomes a problem.  

    Limitations of Existing Research 

 The substantial differences in prevalence rates of the co-occurrence of IPV and CM are in part due to 
the failure to distinguish between types of family violence, the reliance on investigating prevalence 
and incidence rates in clinical samples of abused women and of physically abused children, lack of 
standardized measures for assessment, small sample sizes, and limitations of administrative data 
stemming from separate social service systems. Despite the considerable overlap of IPV and childhood 
maltreatment, researchers often approach these two forms of violence as separate entities, which 
impedes our progress in addressing the occurrence and co-occurrence of both forms. 

 The differences in prevalence of co-occurring IPV and CM extend to minority populations as well. 
First, population-based studies on IPV and CM seldom include a representative sample across all 
racial and ethnic groups and often combine ethnically similar but culturally diverse populations into 
monolithic groups, thereby precluding a detailed understanding of IPV and CM prevalence in 
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different minority groups. In addition, no known study has examined IPV and CM co-occurrence 
based on race and ethnicity. Second, the majority of our research efforts in IPV and CM focus on 
non-Hispanic whites, while few studies have examined IPV and CM in minority groups, especially 
those with the highest victimization rates (i.e. American Indian and Alaska Natives). Also, despite 
Asian Americans and Pacifi c Islanders having the lowest reported rates of IPV and CM, one must be 
cognizant of their cultural values, or even their existing language barriers (Weil and Lee  2004 ), that 
may preclude reporting. Therefore, more IPV and CM research in minority groups is warranted to 
better understand the etiology of differential IPV and CM distribution across racial and ethnic groups, 
with particular attention to the role of acculturation. Lastly, many researchers have noted the intersec-
tionality between race/ethnicity and other political, socioeconomic, and environmental factors that 
infl uence IPV and CM outcomes across these groups (e.g. Elliott and Urquiza  2006 ; Euser et al.  2011 ; 
Kasturirangan et al.  2004 ; Menjivar and Salcido  2002 ). Therefore, more longitudinal, culture-specifi c 
research that accounts for these variables is warranted to enhance our understanding of the cultural 
implications of IPV and CM risk and co-occurrence.  

    Policy Implications 

 The overlap and intersections between IPV and CM have been established for a number of years, and 
although the nature of the overlap has been studied to some extent, the dynamics are not entirely 
understood. The major controversies in the fi eld have centered around issues of offi cial reporting of 
child abuse in cases of domestic violence and how best to address prevention and treatment issues. 

 Just knowing the large extent of overlap suggests the need for regular, systematic cross training 
between domestic violence advocates and child protective service workers on the local level. This 
collaborative training could assist workers to routinely consult with each other on cases with high 
potential for either dynamic to occur as well as in cases where both are already occurring. The con-
sultations need to be collaborative and focused on helping families to provide the best environment 
for children rather than investigatory and punitive in nature. One aspect that is frightening for mothers 
who are victims of IPV, as well domestic violence professionals, is that women will feel like they are 
being made to choose between their children and their equally loved spouse. Women must be assisted 
in fi nding ways to end violence in their children’s lives as well as in their own lives; the goal is to work 
toward maintaining and enhancing her relationship with her spouse if that is what she wants. One way 
that research can help foster this need is to develop and test culturally appropriate collaborative inter-
ventions that have these options in mind. 

 Other policy implications are to enhance, sustain, and rigorously evaluate parenting components of 
domestic violence abuser intervention programs and to develop and test parallel programs in child 
abuse family interventions that address the relationships among adult caregivers. Similarly, child 
abuse prevention programs such as the Nurse Family Partnership and other home visitation programs 
need to systematically, routinely, and periodically assess for domestic violence and provide domestic 
violence prevention and/or intervention components within the home visitation program, such as the 
DOVE intervention (Eddy et al.  2008 ). State and federal funding for increasing and enhancing home 
visitation as well as Healthy Start programs need to mandate the same kind of systematic, routine, and 
periodic IPV assessment and interventions with rigorous funded evaluations. Child custody assess-
ments, mediation, and decisions should routinely take into account actual and potential domestic 
violence with in depth domestic violence training for mediators, assessors, and judges and magistrates 
provided by domestic violence experts. In parallel, there needs to be evidence- based child abuse 
prevention interventions provided within domestic violence advocacy and along with interventions 
for children who have witnessed domestic violence. Our knowledge, although incomplete, of racial, 
ethnic, and cultural infl uences on the overlap of IPV and CM as well as on parenting and partnering 
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practices indicates that policies and interventions need to be culturally appropriate at the least and 
culturally specifi c where such interventions have been developed and tested. 

 In addition, there have been a few tested IPV prevention initiatives for dating violence and the 
evidence for effectiveness is still premature. While dating violence prevention programs are a promis-
ing strategy, to date the evidence supported interventions have been school-based interventions, and 
were delivered universally (i.e., were not targeted to an at risk group) (Whitaker et al.  2006 ). Further 
research is needed on how the various programs work, their specifi c components, and their generaliz-
ability to other populations. With the evidence we have synthesized, it is clear that children and youth 
who have experienced the overlap of IPV and CM are at increased risk for both victimization and 
perpetration. Thus, a research and funding priority should include the development and testing of 
targeted prevention interventions. These intervention programs must account for the cultural context 
in which partner violence develops. In a fi eld with so much overlap, with the well documented 
“double whammy” effect for children when they witness both, as well as the high potential for 
children experiencing both to perpetuate the cycle of IPV and child abuse, there is no excuse for our 
policies to not take into account what is known and to include mandates for research on what direc-
tions will be most effective.     
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        As an altricial species, human infants depend on caregivers for even the most basic regulatory functions 
(Hofer  1994 ,  2006 ; Winberg  2005 ). Because infants are so dependent on their caregivers for help with 
regulation, neglect and abuse pose serious threats to development. Indeed, maltreatment can undermine 
children’s biological regulation and interfere with brain development. In this chapter, we will review 
evidence with respect to the key neurobiological systems that are altered as a result of maltreatment: 
the hypothalamic-pituitary-adrenal (HPA) axis of the stress response system; the amygdala, which is 
involved in emotion processing and emotion regulation; the hippocampus, which facilitates learning 
and memory; the corpus callosum, which integrates functions between hemispheres; and the prefrontal 
cortex, which is involved in higher order cognitive functioning. Additionally, we will discuss a number 
of methodological and conceptual issues relevant to understanding the neurobiological effects of 
maltreatment, implications for intervention, and critical directions for future research. 

    Characterizing Maltreatment 

 Young children come into the world biologically prepared to depend on their caregivers, and “expect” 
a caregiver who will provide protection from danger and serve co-regulatory functions. In general, the 
quality of care that children receive varies along a normal continuum, and children are prepared to 
adapt to this range of caregiver behaviors. Maltreatment, however, falls far outside the range of 
species- expectant care. Abuse (i.e., physical abuse, sexual abuse, emotional abuse) consists of fright-
ening, hurtful, and/or threatening input from the caregiver to the child. Neglect, on the other 
hand, represents the lack of necessary and expected input by the caregiver, and can take several forms. 
In some cases, caregivers neglect their children by failing to meet basic needs for food, supervision, 
or medical care. These physical and health needs are often the issues that catch the attention of Child 
Protective Services. In addition to these forms of physical and medical neglect, neglecting caregivers 
may be emotionally unresponsive or unavailable. The most extreme form of neglect is institutional 
care, which is characterized by both psychosocial and sensory deprivation (Nelson  2007 ). In institu-
tional settings, there are often low staff-to-child ratios and high staff turn-over, leading to few oppor-
tunities for interactions with consistent caregivers. 

 Despite recent advances, researchers face many challenges in attempting to understand the short- 
and long-term impacts of the range of maltreatment types (i.e., abuse, neglect from caregivers, extreme 
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neglect/privation of institutional care) on child functioning and development. One of these challenges 
is teasing apart the impact of child maltreatment from other co-occurring factors. For example, 
children involved with Child Protective Services due to neglect or abuse often face a multitude of 
inherently overlapping and concurrent risk factors, including poverty, prenatal substance exposure, 
and parent psychopathology (Dubowitz et al.  1987 ; Lyons et al.  2005 ; McCurdy  2005 ). These concur-
rent risk factors can make it particularly diffi cult to identify the specifi c consequences of maltreatment 
on children’s neurobiology. Although some researchers have pointed to these many confounding 
factors as a limitation of maltreatment research (e.g., Hart and Rubia  2012 ), it is also important to 
consider that controlling for confounding variables might lead to unrepresentative samples of children 
and fi ndings that lack generalizability. Instead, it is important that researchers characterize children’s 
experiences of maltreatment, measure concurrent risk factors, and report comorbid psychopathology. 
This will allow for the examination of factors that contribute to specifi c neurobiological effects and 
profi les, such as the timing, type, and severity of maltreatment.  

    HPA Axis and Biological Regulation 

 A key biological system that is impacted by maltreatment is the hypothalamic-pituitary-adrenocortial 
(HPA) axis. Glucocorticoids (cortisol in humans, corticosterone in rodents) are steroid hormones pro-
duced as an end product of the HPA system. The HPA axis serves two orthogonal functions: mounting a 
stress response and maintaining a diurnal rhythm. Following exposure to a stressor, corticotrophin- 
releasing hormone (CRH) is released by the paraventricular nuclei of the hypothalamus. The CRH travels 
through the bloodstream to the anterior pituitary and releases adrenocorticotropic hormone (ACTH), 
which signals the production and release of glucocorticoids (i.e., cortisol in humans) by the adrenal 
gland (Gunnar and Quevedo  2007 ). This cascade of biochemical reactions is designed to promote imme-
diate survival by directing energy away from processes that are less critical to immediate survival, such 
as immune functioning, growth, digestion, and reproduction (Gunnar and Cheatham  2003 ). 

 In addition to mounting a stress response, glucocorticoids serve a major role in maintaining circa-
dian patterns of daily activity, such as waking and sleeping (Gunnar and Cheatham  2003 ). Basal, or 
diurnal, levels of cortisol vary across the day. In humans, diurnal cortisol levels peak about 30 min 
after wake-up, decrease sharply by mid-morning, and continue to decrease gradually until bedtime 
(Gunnar and Donzella  2002 ). This diurnal pattern remains relatively consistent from around 3 months 
of age through adulthood (Larson et al.  1998 ; Price et al.  1983 ), although the gradual decline from 
mid-morning to afternoon is less reliably observed in children under 4-years-old (Bruce et al.  2002 ; 
Watamura et al.  2003 ). 

 The HPA axis is highly sensitive to the effects of early experiences, with consequences most often 
observed on diurnal regulation. The most consistent fi ndings have shown that children who have 
experienced maltreatment display fl atter, more blunted, patterns of diurnal regulation, relative to 
non- maltreated children (Bernard et al.  2010 ; Bruce et al.  2009a ; Dozier et al.  2006 ; Fisher et al  2006 ; 
Gunnar and Vasquez  2001 ). For example, Bernard and colleagues ( 2010 ) compared patterns of diur-
nal (i.e., wake-up to bedtime) cortisol production among three groups of children: children involved 
with Child Protective Services who were placed in foster care, children involved with Child Protective 
Services who remained with their high-risk birth parents, and low-risk comparison children. Children 
who remained with their high-risk birth parents displayed the most perturbed patterns of diurnal cor-
tisol regulation, marked by a blunted slope. These children had wake-up cortisol levels that were 
signifi cantly lower and bedtime levels that were signifi cantly higher than cortisol levels of both foster 
children and low-risk children. Foster children also had blunted slopes, but less marked than children 
who remained in high-risk environments. Similar fl attened diurnal rhythms have been found in insti-
tutionalized children (Bruce et al.  2000 ; Carlson and Earls  1997 ). Flattened diurnal cortisol patterns 
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may refl ect down-regulation of HPA axis activity following earlier hyperactivation (Carpenter et al. 
 2009 ; Fries et al.  2005 ). Notably, some studies have reported elevated levels of basal cortisol, but 
typically in the presence of a concurrent psychological disorder, such as depression (Hart et al.  1996 ; 
Kaufman  1991 ; Tarullo and Gunnar  2006 ). 

 Disrupted HPA axis regulation may exert negative effects on a number of other biological systems. 
For example, the HPA axis is closely connected with the immune system, with cortisol thought to 
terminate infl ammatory responses after stressors (Miller et al.  2002 ; Sapolsky et al.  2000 ). Emerging 
evidence shows that children and adults who experience abuse or neglect show increased markers of 
infl ammation, such as C-reactive protein (Danese et al.  2007 ,  2009 ), and impaired immune compe-
tence, measured as elevated HSV-1 antibody levels (Shirtcliff et al.  2009 ). Additionally, excessive 
exposure to cortisol via early life stress may cause damage to developing brain regions (Teicher et al. 
 2003 ; Twardosz and Lutzker  2010 ). Several brain regions that we describe below, including limbic 
regions, such as the amygdala and hippocampus, and frontal regions may be particularly susceptible 
to the effects of dysregulated cortisol, due to the high number of glucocorticoid receptors in these 
areas (Brake et al.  2000 ; Schatzberg and Lindley  2008 ; Wellman  2001 ).  

    Amygdala, Emotion Processing, and Anxiety 

 Fronto-limbic networks, including structures of the medial prefrontal cortex, anterior cingulate 
cortex, amygdala, and hippocampus, are implicated in the regulation of emotion. The amygdala, in 
particular, plays a critical role in the processing of emotional information, including perceiving 
emotion in faces, evaluating threatening information, and fear conditioning (Davis and Whalen  2001 ). 
The amygdala goes through rapid development within the fi rst several years of life (Tottenham et al. 
 2009 ), and is particularly susceptible to early adversity. Indeed, maltreated children show diffi culties 
that could be linked to amygdala dysfunction, such as more internalizing problems, heightened anxi-
ety, and emotional reactivity (Ellis et al.  2004 ; Juffer and van IJzendoorn  2005 ; Kaplow and Widom 
 2007 ; Tottenham et al.  2009 ; Zeanah et al.  2009 ), and defi cits in emotional processing, including dif-
fi culty discriminating emotions and perceptual biases for threatening information (Dalgleish et al. 
 2001 ; Pollak et al.  2000 ; Vorria et al.  2006 ), relative to non-maltreated children. 

 Although the structure of the amygdala does not appear to be affected by abuse or neglect occur-
ring with biological parents (De Bellis et al.  2001 ; Tottenham and Sheridan  2010 ; Woon and Hedges 
 2008 ), extreme deprivation associated with institutional care causes signifi cant changes to amygdala 
volume. Tottenham and colleagues ( 2010 ) found that amygdala volume was enlarged in children 
adopted from institutional care. Importantly, these effects were observed years after adoption, sug-
gesting that the amygdala may fail to recover from the effects of early adversity, similar to what has 
been found in animal models (Vyas and Pillai  2004 ). The length of time spent in institutional care was 
positively associated with amygdala volume, suggesting a dose–response relationship between early 
adversity and amygdala volume (Tottenham et al.  2010 ). Additionally, larger amygdala volume was 
associated with parent-reported child anxiety and internalizing behavior problems. Mehta and col-
leagues ( 2009 ) similarly found that children adopted from Romanian institutions showed larger rela-
tive right amygdala volume than never institutionalized children. These structural changes to amygdala 
volume are especially informative, given that larger amygdala volume is associated with greater likeli-
hood of anxiety disorders in non-maltreated samples (De Bellis et al.  2000 ; Etkin and Wager  2007 ; 
Thomas et al.  2001 ). 

 Functional MRI (fMRI) studies have also shown that early adversity leads to a sensitized amyg-
dala. In a study by Tottenham and colleagues ( 2011 ), previously institutionalized children completed 
an Emotional Face Go/No-Go task, for which they were required to press a button to target emotional 
expressions that were presented frequently (‘Go’ trials) and inhibit pressing the button to non-target 
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distracter emotional expressions that were presented infrequently (‘No-Go’ trials). Children completed 
two conditions: fear faces as the target with neutral faces as the distracter, and neutral faces as the 
target with fear faces as the distracter. Relative to comparison children, previously institutionalized 
children showed heightened amygdala activity to fearful faces compared to neutral faces. Comparison 
children did not show differential amygdala response between emotional expressions, similar to fi ndings 
of typically developing children in other studies (Thomas et al.  2001 ). The heightened activity to fear-
ful faces shown in previously institutionalized children is similar to adult-like amygdala processing of 
emotional information (Stein et al.  2007 ), suggesting precocial development. Additionally, previously 
institutionalized children showed heightened amygdala activation to distracter stimuli relative to com-
parison children, suggesting that previously institutionalized children struggled to ignore the emo-
tional content of the distracter stimuli (Tottenham et al.  2011 ). Greater amygdala activation was 
associated with poorer social competence, and less eye contact (Tottenham et al.  2011 ). 

 In another fMRI study of amygdala response in children who experienced early adversity, Maheu 
and colleagues ( 2010 ) examined children in US foster care and children adopted from institutional 
care. Children viewed pictures of angry, fearful, happy, and neutral faces across a series of tasks 
designed to manipulate the focus of attention (i.e., attend to fear cues, anger cues, or physical attributes, 
or passive viewing). Across conditions, children with a history of neglect showed greater activation of 
the left amygdala to fearful and angry faces, relative to neutral faces. Heightened amygdala activation 
in the angry vs. neutral contrast was associated with more placement changes and less time with the 
adoptive family. With regard to behavioral task differences, neglected children showed faster reaction 
times than comparison children to rating angry faces, similar to what has been observed in other studies 
of maltreated children (Pollak and Tolley-Schell  2003 ). Thus, this study also suggests heightened 
sensitivity of the amygdala to threatening information. 

 Studies of neglected and physically abused children tell a similar story of disturbed emotion 
processing. In a series of studies, Pollak and colleagues showed that post-institutionalized and 
neglected children demonstrated a general defi cit in discriminating emotional expressions, whereas 
physically abused children showed enhanced attention to and processing of negative emotional cues 
(Pollak et al.  2000 ; Pollak and Sinha  2002 ; Pollak and Tolley-Schell  2003 ; Vorria et al.  2006 ; Wismer-
Fries and Pollak  2004 ). For example, Pollak and Sinha ( 2002 ) found that physically abused children 
detected facial cues of anger with less sensory information than non-maltreated controls. 

 Physiological measures also suggest disrupted processing of emotional information in neglected 
and physically abused children. Event-related potentials (ERPs) measure changes in the brain’s electri-
cal activity in response to an internal or external stimulus or event. ERPs can be extracted from the 
ongoing electroencephalogram (EEG) by averaging activity across a large number of trials, causing 
random activity to be canceled out and stimulus-related responses to remain. Given that ERP “compo-
nents” (i.e., positive and negative peaks) can be quantifi ed in terms of latency, amplitude, and location/
distribution on the scalp, inferences can be drawn regarding the time course, degree of engagement, and 
functional signifi cance of processing specifi c events or stimuli (Picton et al.  2000 ). The P300 (i.e., posi-
tive defl ection occurring approximately 300 ms after a stimulus) is associated with attention to emo-
tionally evocative visual stimuli, such as emotional faces; larger P300 activity refl ects greater activation 
or attention to a particular stimulus (Eimer and Holmes  2007 ; Olofsson et al.  2008 ). Whereas non-
maltreated children show similar P300 activity across emotional expressions, maltreated children show 
larger P300s to angry target faces (Pollak et al.  1997 ,  2001 ). Additionally, physically abused children 
demonstrate increased P300 activity when required to disengage from angry faces, possibly refl ecting 
increased allocation of attention to cues of threat (Pollak and Tolley- Schell  2003 ). 

 Taken together, these fi ndings suggest potential mechanisms for the heightened risk of anxiety 
disorders among maltreated children. Larger amygdala volume, heightened amygdala sensitivity, and 
differential neurological processing of emotional stimuli are all associated with the development of 
anxiety disorders (Barros-Loscertales et al.  2006 ; De Bellis et al.  2000 ; Derryberry and Reed  2002 ; 
Vasey et al.  1996 ).  
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    Hippocampus, Learning, and Memory 

 The hippocampus plays an important role in episodic and declarative memory and spatial learning 
(Andersen et al.  2007 ; Eichenbaum and Otto  1992 ; Ghetti et al.  2010 ). Similar to the amygdala, the 
hippocampus is part of the limbic system. Given its high density of glucocorticoid receptors and 
prolonged development (Benes et al.  1994 ; Giedd et al.  1996b ; Patel et al.  2000 ), the hippocampus 
appears to be particularly susceptible to stress early in life (Gould and Tanapat  1999 ; Sapolsky et al. 
 1990 ). The hippocampus also plays a major role in modulating the HPA axis response to stressors (Kim 
and Yoon  1998 ). Specifi cally, binding of cortisol to hippocampal receptors signals a negative feedback 
loop, turning off the HPA axis response. Damage to the hippocampus due to maltreatment can have 
negative functional consequences for its roles in regulating the stress response system, as well as cogni-
tive functions such as memory formulation (de Quervain et al.  1998 ; McLaughlin et al.  2013 ). 

 The majority of studies examining the effects on maltreatment on hippocampal structure have been 
conducted with children diagnosed with maltreatment-related PTSD and have found no evidence of 
hippocampal volume defi cits compared to healthy, non-maltreated controls (Carrion et al.  2001 ; De 
Bellis et al.  1999 ,  2001 ,  2002a ). One exception was a study conducted by Tupler and De Bellis ( 2006 ), 
which found that children with maltreatment-related PTSD had signifi cantly larger hippocampal vol-
ume compared to healthy controls, and that hippocampal volume positively related to age of trauma 
onset and level of psychopathology. Structural MRI studies of children adopted from institutional care 
have generally found no difference in hippocampal volume compared to never institutionalized con-
trols (Mehta et al.  2009 ; Tottenham and Sheridan  2010 ). 

 In contrast to the studies of maltreatment-related structural changes during childhood, studies have 
consistently found decreased hippocampal volume among adults who experienced childhood mal-
treatment compared to adults who did not experience childhood maltreatment (For a review, see Woon 
and Hedges  2008 ; Andersen et al.  2008 ; Andersen and Teicher  2004 ; Schmahl et al.  2003 ). For exam-
ple, Bremner and colleagues ( 1997 ) reported a smaller left hippocampal volume among adults with 
PTSD who had experienced childhood maltreatment compared to adults without PTSD who did not 
report histories of childhood maltreatment. Reductions in left hippocampal volume were also found 
in adults with histories of childhood maltreatment and other psychopathology, including dissociative 
identity disorder (Stein et al.  1997 ), borderline personality disorder (Driessen et al.  2000 ), and major 
depressive disorder (Vythilingam et al.  2002 ). A recent structural MRI study comparing participants 
from the general community with high and low scores on self-report measures of childhood maltreat-
ment found that volume reduction in left hippocampal areas was linked to childhood maltreatment 
(Teicher et al.  2012 ). However, Pederson and colleagues ( 2004 ) found no differences in hippocampal 
volume or associated memory defi cits between adults with PTSD who reported childhood maltreat-
ment, adults without PTSD who reported childhood maltreatment, and non-maltreated, healthy con-
trols. Results from a meta-analysis of hippocampal volumes in adults with trauma-related PTSD 
suggest that smaller hippocampal volumes in maltreated adults may be specifi c to PTSD rather than 
maltreatment itself (Kitayama et al.  2005 ). 

 Functional MRI studies have found evidence of disrupted hippocampal functioning in maltreated 
children. Carrion and colleagues ( 2010 ) used fMRI to examine children with maltreatment-related 
posttraumatic stress symptoms during the encoding and retrieval of visually presented nouns. 
Compared to healthy control children, the maltreated children with posttraumatic stress symptoms 
demonstrated reduced activation of the right hippocampus during the retrieval component of the task. 
In addition, greater severity of avoidance and numbing symptoms was associated with reduced left 
hippocampal activation during retrieval (Carrion et al.  2010 ). Bremner and colleagues ( 2003 ) utilized 
PET imaging to examine hippocampal function during a verbal declarative memory task among adult 
survivors of sexual abuse with and without PTSD. In addition to showing reduced hippocampal vol-
ume, the women with abuse and PTSD showed a failure of left hippocampal activation during a verbal 
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memory task. These changes to the structure and function of the hippocampus, among other neural 
structures (e.g., striatum, dorsolateral prefrontal cortex), may explain, at least in part, impairments in 
short-term and long-term memory functioning in maltreated children (Beers and DeBellis  2002 ; 
Bremner et al.  1995 ; Navalta et al.  2006 ).  

    Prefrontal Cortex, Executive Functions, and ADHD 

 The prefrontal cortex is responsible for a variety of executive functions in the brain, including higher 
order cognitive functions such as planning, memory, inhibitory control, and allocation of attention 
(Miller and Cohen  2001 ). Relative to some other brain structures, the development of the prefrontal 
cortex is protracted, extending from birth through adulthood (Gogtay et al.  2004 ; Rubia et al.  2006 ; 
Sowell et al.  2003 ). Frontal systems are very sensitive to early experience, which may interfere with 
its structural and functional development (Hart and Rubia  2012 ; McLaughlin et al.  2013 ). Maltreated 
children and institutionalized children show higher rates of ADHD and problems with executive func-
tions than comparison children, problems that are frontally mediated (Kreppner et al.  2001 ; Nolin and 
Ethier  2007 ; Pechtel and Pizzagalli  2010 ; Stevens et al.  2008 ). 

 Evidence is mixed with regard to structural changes in the prefrontal cortex following maltreat-
ment. Hanson and colleagues ( 2010 ) found that physically abused children showed volumetric differ-
ences in several areas in the prefrontal cortex, relative to comparison children, including smaller 
volumes of the right orbitofrontal cortex, right ventral-medial prefrontal cortex, and dorsolateral pre-
frontal cortex. Carrion and colleagues ( 2008 ) also found decreased grey matter volume in the prefron-
tal cortex in children with interpersonal trauma and PTSD symptoms. Similar patterns have been 
observed in children with ADHD, with ADHD linked to reductions in cortical grey matter volume, 
often in regions of the prefrontal cortex (Ellison-Wright et al.  2008 ; Shaw et al.  2006 ). Studies of 
adults who experienced maltreatment in childhood have demonstrated decreased grey matter volume 
in the prefrontal cortex (Andersen et al.  2008 ; Tomoda et al.  2009 ). In contrast, some studies examin-
ing children with PTSD following maltreatment relative to control children have shown the opposite 
effect, with larger grey matter volume in prefrontal cortex areas (Carrion et al.  2009 ; Richert et al. 
 2006 ) or no effect when controlling for total brain volume (De Bellis et al.  2002b ). 

 Despite mixed evidence regarding structural changes in the prefrontal cortex, a number of studies 
suggest that maltreatment is associated with functional changes in the prefrontal cortex and associated 
brain regions. In particular, there is evidence that maltreated children show patterns of neural activa-
tion during tasks requiring executive function that are similar to patterns observed in children with 
ADHD. For example, Carrion and colleagues ( 2008 ) examined neural activation using fMRI in a 
sample of maltreated children with PTSD and non-maltreated comparison children. Children com-
pleted a Go/No-Go task during which they were required to inhibit a prepotent response (i.e., press a 
button to every letter except X). During No-Go trials, non-maltreated children showed increased acti-
vation in the middle frontal gyrus, a region implicated in response inhibition. Contrarily, maltreated 
children did not show increased activation in this region and instead displayed greater activation in the 
anterior cingulate cortex and the medial frontal gyrus. This pattern of differential neural activation, 
including both the defi cit in middle frontal gyrus’ activity and increased activation of the anterior 
cingulate and medial frontal gyrus, are similar to patterns observed in children with ADHD (Booth 
et al.  2005 ; Schulz et al.  2004 ). 

 Parallel to these fi ndings in maltreated children, previously institutionalized adolescents have been 
found to demonstrate disruptions in the prefrontal network during response inhibition tasks. 
Specifi cally, Mueller and colleagues ( 2010 ) found that neglected children (including both previously 
institutionalized and domestically adopted children) expended more cognitive resources, evidenced 
by greater activation in several regions of the prefrontal cortex (e.g., left inferior frontal cortex, 
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anterior cingulate cortex) during response inhibition trials of a Go/No-Go task, compared to children 
without a history of maltreatment. Findings from these studies mark disruptions in prefrontal net-
works, which are associated with behavioral problems of inhibitory control, impulsivity, and atten-
tional control.  

    Corpus Callosum, White Matter Tracts, and Cortical Differentiation 

 The corpus callosum is the largest white matter structure in the brain, and consists of around 200 mil-
lion white matter fi bers connecting the cortical areas of the two hemispheres (Aboitiz et al.  1992 ; van 
der Knaap and van der Ham  2011 ). It facilitates interhemispheric communication for processes such 
as emotion, arousal, higher cognition, and motor and sensory functions (Giedd et al.  1996a ; Kitterle 
 1995 ). Although the white matter fi bers composing the corpus callosum are fully formed before birth, 
myelination continues throughout childhood and adulthood (Giedd et al.  1996a ; Teicher et al.  2004 ). 
Myelination refers to the production of myelin sheath, the fatty tissue insulating axons. In normal 
childhood development, the volume of the corpus callosum increases with age as a result of this 
myelination process (Giedd et al.  1999 ; Luders et al.  2010 ). In general, thick myelinated fi bers with 
large diameters provide a faster transmission of sensory-motor information, whereas the thin fi bers 
with a small diameter provide a slower transmission between associated areas (Bloom and Hynd 
 2005 ). Myelinated regions such as the corpus callosum are susceptible to the impacts of early expo-
sure to high levels of stress hormones, which suppress the glial cell division that is critical for myelin-
ation (Lauder  1983 ). 

 The corpus callosum’s continuing development throughout childhood and its composition of major 
myelinated fi ber tracts makes it particularly susceptible to the effects of maltreatment. Maltreatment 
has been found to be associated with structural changes to the corpus callosum, particularly in middle 
and posterior regions. Teicher and colleagues ( 2004 ) compared corpus callosum volume in three 
groups of children: abused/neglected children with psychiatric disorders, children with psychiatric 
disorders but no abuse/neglect, and healthy children with no abuse/neglect (control). Results from 
structural magnetic resonance imaging showed that the total corpus callosum area of the abused/
neglected children was smaller than both healthy control children and children with psychiatric disor-
ders and no abuse/neglect. In addition, total corpus callosum area did not differ between healthy 
control children and children with psychiatric disorders and no abuse/neglect. These results suggest 
that it may be exposure to maltreatment itself, and not a diagnosis of psychopathology, that is associ-
ated with decreased corpus callosum volume. 

 Results from other studies that have examined maltreatment-related PTSD suggest that it may be 
more diffi cult to tease apart the relative contribution of maltreatment versus psychopathology on 
observed differences in corpus callosum structure. In a group of hospitalized children with psychiatric 
illness, Teicher and colleagues ( 1997 ) compared maltreated children with psychiatric diagnoses to 
maltreated children without psychiatric diagnoses (controls). They found that the midsaggital area of 
the corpus callosum was signifi cantly smaller in maltreated children with psychiatric disorders com-
pared to maltreated children without psychiatric disorders, particularly among males (Teicher et al. 
 1997 ). A number of studies have similarly found that children and adolescents with maltreatment- 
related PTSD have smaller areas of the corpus callosum than comparison children, with observed 
differences more pronounced in males (De Bellis et al.  1999 ,  2002a ; De Bellis and Keshavan  2003 ). 
Notably, these fi ndings parallel those seen in animal studies with early life stress predicting smaller 
corpus callosum size and gender-dependent effects (Berrebi et al.  1988 ; Juraska and Kopcik  1988 ; 
Sanchez et al.  1998 ). Despite overlapping fi ndings across studies, there have been non-signifi cant 
fi ndings as well. In post-institutionalized adolescents, for example, Mehta and colleagues ( 2009 ) 
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found reduced total grey and white matter volumes, but no differences in corpus callosum size, 
relative to controls. 

 Although studies utilizing structural MRI have generally revealed a relationship between early 
adversity and disruptions in the macrostructural integrity of the brain, few studies have examined 
the impact of early adversity on the microstructural integrity of the brain’s white matter. Diffusion 
tensor imaging (DTI) is a functional neuroimaging model that measures the rate and directionality 
of water diffusion in the brain and allows for multidimensional scans of axon networks (Neil et al. 
 2002 ). DTI utilizes the metric of fractional anisotropy, which is the ratio of directional to non-
directional water movement in a single imaging voxel. Fractional anisotropy provides information 
about axon size, myelination, axonal connections and orientation, with lower fractional anisotropy 
refl ecting reduced integrity of white matter structures (Mooshagian  2008 ). Two DTI studies examined 
the association of institutional care with the structural connectivity of the white matter pathways. 
Eluvathingal and colleagues ( 2006 ) examined children in middle childhood who had been adopted 
into the US from Eastern European institutions. Children had spent between 17 and 60 months in 
the institutions before adoption. Results showed that fractional anisotropy values in the left uncinate 
fasciculus (which connects the orbitofrontal cortex to the anterior temporal lobe) were signifi cantly 
decreased in the internationally adopted children compared with non-adopted children. In addition, 
a neuropsychological assessment found that the internationally adopted group of children had relatively 
mild specifi c cognitive impairment and impulsivity. A second DTI study found reduced fractional 
anisotropy among previously institutionalized children from orphanages in Eastern Europe and 
Central Asia in the uncinate fasciculus and the superior longitudinal fasciculus (Govindan et al.  2010 ). 
These white matter abnormalities were associated with duration of time in the orphanage and with 
symptoms of inattention and hyperactivity. 

 Structural differences of reduced white matter may be associated with less effi cient cognitive func-
tioning among children to experience early adversity, as examined by recording EEG activity. 
Electroencephalogram (EEG) refl ects spontaneous fl uctuations in electrical activity in the brain from 
electrodes placed on the scalp. The fl uctuations, or rhythmic activity, of the electrical signals is divided 
into different frequency bands, including theta (4–6 Hz), alpha (7–12 Hz), and beta (13–20 Hz). The 
Bucharest Early Intervention Project (BEIP) is a rare experimental study of human neglect, in that 
institutionalized children in Romania were randomly assigned to high quality foster care or care as 
usual in the institutions (Zeanah et al.  2003 ). At a baseline assessment, children with histories of 
institutionalization showed different patterns of EEG activity relative to comparison children. 
Specifi cally, when children were enrolled in the BEIP study (between 6 and 30 months of age) and 
before random assignment, institutionalized children had higher levels of theta power (low-frequency 
brain activity) and lower levels of alpha and beta power (high-frequency activity) compared with 
children who were not institutionalized (Marshall et al.  2004 ). Given that the proportion of alpha and 
beta power relative to theta power should increase as the brain matures (Marshall et al.  2002 ), the pat-
tern of activity observed in institutionalized children suggests a maturational delay or defi cit in corti-
cal development (Marshall et al.  2004 ). Notably, these patterns of reduced high-frequency activity and 
increased low-frequency activity in institutionalized children remain similar at 42 months of age 
(Marshall et al.  2008 ). The profi les of resting EEG characterized by reduced high-frequency activity 
and increased low-frequency activity are similar to patterns found among children with ADHD (Barry 
et al.  2003 ; Harmony et al.  1990 ). Baseline EEG activity among BEIP children, specifi cally lower 
alpha power and higher theta power, was predictive of elevated symptoms of hyperactivity and impul-
sivity several years later (McLaughlin et al.  2010 ). Children living in poverty also demonstrate 
increased low-frequency and decreased high-frequency activity, and associated symptoms of ADHD 
(Harmony et al.  1990 ; Johnson et al.  1999 ; Otero  1997 ). 

 Changes to the structure and connectivity of white matter tracks may be associated with patterns of 
cortical differentiation (McLaughlin et al.  2013 ). EEG coherence is considered a marker of synchrony 
in activity across scalp regions (Thatcher et al.  1986 ). EEG coherence is inversely related to cognitive 

K. Bernard et al.



213

ability, with reduced coherence associated with higher IQ, improved cognitive performance, and 
advanced language development (Gasser et al.  1988 ; Marosi et al.  1995 ; Mundy et al.  2003 ). Essentially, 
decreased coherence is thought to refl ect greater differentiation, complexity, and specialization of brain 
regions (Thatcher et al.  2008 ; Marshall et al.  2008 ). Two studies found that maltreated children showed 
increased EEG coherence in the left hemisphere of the brain, relative to non- maltreated children (Ito 
et al.  1998 ; Miskovic and Schmidt  2010 ). Both studies found no group differences in right hemisphere 
coherence. Thus, maltreated children show  asymmetry  in intrahemispheric coherence, marked by 
greater EEG coherence in the left hemisphere relative to the right hemisphere, whereas non-maltreated 
children do not have this pattern of asymmetry across hemispheres. Further, Miskovic and Schmidt 
( 2010 ) found that higher left hemisphere coherence mediated the association between maltreatment 
and general psychiatric impairment (i.e., composite of symptoms across psychiatric disorders). 

 Changes to the corpus callosum and other white matter tracks, along with patterns of cortical 
differentiation such as reduced EEG coherence, may be associated with cognitive impairments, 
including academic under-performance and lower IQ reported in some studies of abused or neglected 
children (Carrey et al.  1995 ; De Bellis et al.  2009 ; Loman et al.  2009 ), as well as language and 
emotion regulation diffi culties (Choi et al.  2009 ). However, more research is needed to examine the 
behavior sequalae of changes in white matter structure and connectivity.  

    Effects of Maltreatment on Broader Neural Networks 

 Although we have organized our review around specifi c brain regions and their associated functions, 
it is important to note these systems are structurally and functionally interconnected. In their review 
of neuroimaging studies on child abuse, Hart and Rubia ( 2012 ) summarize two key circuits that are 
impacted by childhood maltreatment: fronto-limbic circuits and frontostriatal circuits. The fronto- 
limbic circuits comprise frontal cortical regions (i.e., medial prefrontal cortex, orbitofrontal cortex, 
and rostral anterior cingulate cortex) and limbic structures (i.e., hippocampus and amygdala). As 
described above, maltreatment affects these regions in a number of ways, such as in reduced hippo-
campal volume, and increased activation in the hippocampus and amydala to negative facial expres-
sions. Disruptions in fronto-limbic circuits may be associated with problems in emotion regulation, 
reward processing, motivation, and aggression observed among individuals who experience maltreat-
ment (Adolphs  2002 ). The key regions that communicate within the fronto-striatal circuits include 
frontal regions (i.e., dorsal anterior cingulate cortex, dorsolateral prefrontal cortex, and inferior fron-
tal cortex), the basal ganglia, parieto-temporal cortex, and cerebellum. Structural and functional 
changes across these areas likely contribute to performance diffi culty in tasks requiring executive 
functions such as working memory and attentional control (Christakou et al.  2009 ; Rubia et al.  2006 ).  

    Neurobiological Plasticity and Interventions 

 An exciting recent course of maltreatment research involves the examination of interventions that 
infl uence maltreated children’s neurobiology, a direction that has implications for both policy and 
care. Interventions that change the child’s social environment, through parenting behavior or family 
structure, can at least partially reverse or prevent the effects of early adverse experiences on biological 
regulation and brain development. 

  Diurnal cortisol regulation . Parenting interventions can help to normalize maltreated children’s 
diurnal regulation of cortisol levels. In a randomized trial of a family-based therapeutic intervention, 
Fisher and colleagues ( 2007 ) examined diurnal patterns of cortisol regulation across 12 months. Foster 
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children were randomly assigned to receive regular foster care or Multidimensional Treatment 
Foster Care for Preschoolers. This family-based therapeutic intervention involved intensive parent 
training and ongoing support and supervision to foster parents, designed to enhance responsive and 
consistent caregiving. Foster children in the control condition showed increasingly blunted wake-up 
to bedtime cortisol patterns across the study, refl ecting the disrupted diurnal regulation typically found 
among maltreated children (Bernard et al.  2010 ; Bruce et al.  2009a ). The family-based therapeutic 
intervention appeared to prevent this fl attening over time, with foster children who received the inter-
vention showing stable patterns of cortisol production over time similar to non-maltreated children. 
Cicchetti and colleagues ( 2011 ) also found that maltreated children who received early preventative 
interventions (e.g., child-parent psychotherapy) maintained morning cortisol levels that were similar 
to non-maltreated peers. In contrast, maltreated children who received routine community care pro-
gressively showed lower levels of morning cortisol. Thus, in these studies, rather than normalizing 
diurnal cortisol regulation, the interventions served to prevent disruptions in HPA axis functioning. 

 Similarly, the Attachment and Biobehavioral Catch-up intervention (ABC; Dozier and the Infant 
Caregiver Project Lab  2012 ) has been shown to enhance cortisol regulation among maltreated children. 
The ABC intervention is a 10-session manualized intervention delivered in families’ homes, which aims 
to enhance caregivers’ sensitivity to child distress, increase synchrony and responsiveness to child cues, 
and decrease intrusive and frightening behavior. In a recent study, children identifi ed as at-risk for mal-
treatment were randomly assigned to receive the ABC intervention or a control intervention. Relative to 
children whose parents received the control intervention, ABC children showed more normative cortisol 
production, marked by a higher wake-up level and steeper morning to bedtime slope (Dozier et al.  2012 ). 

 Taken together, these studies of parenting interventions offer evidence of preventative and normal-
izing effects on children’s biological regulation. The fi ndings of these very different interventions 
conducted at different developmental periods are remarkably similar. The ABC intervention is imple-
mented during infancy, a time when children are highly dependent on their parents for co-regulation. 
It helps parents to function more effectively as co-regulators by interacting with their children in more 
synchronous and nurturing ways. Multidimensional Treatment Foster Care is implemented during the 
preschool period, a time when children are expected to have developed the ability to regulate some-
what independently. Multidimensional Treatment Foster Care helps foster parents establish reliable 
contingencies, leading children to experience a predictable interpersonal world. Thus, Multidimensional 
Treatment Foster Care helps caregivers set up an environment that supports children’s regulation, 
whereas ABC helps parents function as co-regulators themselves. 

  EEG activity and coherence . The Bucharest Early Intervention Project (BEIP) offers incredible 
opportunities to observe causal effects of institutionalization on brain and behavioral development 
because it used a randomized control trial design (Zeanah et al.  2003 ). Institutionalized children showed 
more low-frequency (i.e., theta) and less high-frequency (i.e., alpha and beta) EEF activity than 
non-institutionalized children when assessed at baseline and in early childhood following random-
ization (Marshall et al.  2004 ,  2008 ). By 8 years of age, however, previously institutionalized chil-
dren who were randomly assigned to receive foster care showed EEG activity that was similar to 
non-institutionalized children (Vanderwert et al.  2010 ). Furthermore, this remediation of brain activity 
was most evident for children placed in foster care before 24 months, suggesting a better chance of 
recovery with early intervention than for children placed at older ages. With regard to EEG coherence, 
Marshall and colleagues ( 2008 ) found minimal differences between children randomized to foster care 
versus children randomized to care as usual in the institution. However, within the foster care group, 
earlier age of foster care placement was associated with reduced short-distance EEG coherence. As 
described above, decreased EEG coherence is associated with improved language outcomes and cogni-
tive functioning (Gasser et al.  1988 ; Mundy et al.  2003 ). These studies highlight that, although patterns 
of brain activity are affected by early adversity, an enriched environment can remediate this damage. 

  White matter volume . In a follow-up study of 8- to 11-year-old children in the Bucharest Early 
Intervention Project, Sheridan and colleagues ( 2012 ) found structural brain changes between children 
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who were randomly assigned to receive care as usual in the institution versus children who were ran-
domly assigned to receive foster care. Consistent with fi ndings from Mehta and colleagues ( 2009 ), 
institutionalized children who received care as usual had smaller total white matter volume and 
smaller posterior corpus callosum volume than children who were never institutionalized. Notably, by 
middle childhood, there were no signifi cant differences in total white matter volume or posterior cor-
pus callosum volume between the group of previously institutionalized children that were randomized 
into foster care and children who had never been institutionalized. This study highlights the neuro-
plasticity of white matter following severe environmental deprivation. 

  Physiological markers of pre-frontal cortex function . In a randomized trial of Multidimensional 
Treatment Foster Care for Preschoolers (MTFC-P), foster children who received the family-based 
intervention showed enhanced psychophysiological processing during a task tapping executive func-
tioning, relative to children in regular foster care (Bruce et al.  2009b ). Specifi cally, children com-
pleted a fl anker task, for which children had to identify the color of the middle circle in a row of fi ve 
circles. The task included congruent trials, in which all fi ve circles were the same color, and incongru-
ent trials, in which different colored circles fl anked the center circle. The task requires executive 
processes of attention allocation and response monitoring, involving regions of the prefrontal cortex 
and anterior cingulate cortex (Botvinick et al.  1999 ). Performance feedback followed the child’s 
response. Intervention group assignment (treatment foster care vs. regular foster care) had signifi cant 
effects on children’s ERP responses to feedback. Specifi cally, foster children who received the inter-
vention showed differential responses to negative feedback compared to positive feedback, as evi-
denced by greater feedback-related negativity. This psychophysiological responsiveness to external 
feedback was similar to that observed in non-maltreated children. Contrarily, children in regular foster 
care did not show ERP differences according to feedback type. Thus, these fi ndings suggest that a 
family-based intervention for foster children can enhance brain activity associated with response 
monitoring, a critical process for behavioral control (Bruce et al.  2009a ).  

    Policy Implications 

 Research supporting the effectiveness of intervention programs on enhancing biological regulation 
and brain development carries important implications for policy. A critical step for preventing the 
neurobiological consequences of childhood maltreatment lies in the dissemination of these models of 
early intervention. Effective dissemination, in which interventions are delivered to the intended popu-
lation, implemented as designed, and tested through ongoing research efforts, can be challenging for 
many reasons. Funding to support collaborative networks of basic researchers (i.e., studying neuro-
biological effects of maltreatment), prevention scientists, policy makers, child welfare agencies, and 
service providers is needed to push these dissemination efforts forward.  

    Directions for Future Research 

 A greater understanding of the neurobiological consequences of child abuse and neglect has devel-
oped within the last decade, offering signifi cant insights into how disturbances of biological regula-
tion and brain development may contribute to impairment across socioemotional, behavioral, and 
physical health domains. Here, we highlight several important directions for future research. 

 Within the maltreatment literature, there are substantial differences with regard to the nature of 
maltreatment experiences. Children often vary in the type of maltreatment experienced (e.g., sexual 
abuse, physical abuse, neglect), as well as the severity and chronicity of the maltreatment. Additionally, 
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children from high-risk environments often face a host of co-occurring risk factors that may play a 
role in the development of regulation and brain regions. These risk factors include psychosocial 
stressors that impact the family (e.g., poverty, community violence) as well as non-optimal character-
istics of the caregivers (e.g., psychopathology, low education), and prenatal risk factors (e.g., exposure 
to substances, preterm birth). Studies examining children who experience severe deprivation of 
institutional care have refi ned the unique effects of extreme neglect on brain development. In future 
studies, it will be important to better measure and characterize the nature of children’s maltreatment 
experiences. Examining the timing of maltreatment, in particular, may help identify sensitive periods 
of brain development, contributing to developmentally informed approaches for intervention. 

 We have reviewed fi ndings from studies that utilize a number of different methodological 
approaches (e.g., fMRI, EEG, neuroendocrine markers) to examine the neurobiological consequences 
following abuse and neglect. Because these methods are often used in isolation, it can be diffi cult to 
understand connections across systems. Therefore, questions remain regarding the infl uence of 
structural brain changes on cognitive functioning, the connection between functional changes in the 
brain and expressions of behavior, and so on. Another direction for future research is the integration 
of different methodologies in order to better understand associations across the implicated neurobio-
logical systems. 

 Additionally, research to date has focused on neurobiological changes that occur following 
childhood maltreatment. Given increasing interest in understanding the factors that contribute to 
maltreatment recurrence (Helie and Bouchard  2010 ), a critical direction for future research is examining 
whether neurobiological changes place children at risk for re-abuse. Changes to brain development 
and biological regulation are associated with increased behavioral and psychological problems 
(e.g., ADHD, defi cits of executive function). Presumably, these changes may make children harder to 
parent, particularly for parents that are highly stressed, lacking in social support, and living under 
impoverished conditions. Longitudinal studies that incorporate neurobiological markers as possible 
predictors of maltreatment recurrence could further inform prevention and intervention efforts.  

    Summary 

 Experiences of childhood maltreatment, including abuse and neglect, lead to changes in biological 
regulation and brain development. The brain appears to demonstrate great plasticity early in develop-
ment. As a result, problematic environments, whether characterized by unexpected threatening input 
in the case of abuse or lack of input in the case of neglect, result in changes to developing biological 
systems, including the HPA axis and a number of brain regions. Brain systems remain somewhat 
plastic throughout much of childhood, with different systems developing at different rates. Thus, 
when children experience enriched environments following maltreatment, some systems can demon-
strate remarkable recovery. Over time, the brain appears to become somewhat less plastic, supporting 
the need for intervention programs that are implemented early and aim to enhance key aspects of 
children’s early caregiving environments.     
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           Introduction 

 Over the past three decades, considerable progress has been made in understanding the long-term 
consequences of childhood victimization. As part of these developments, etiological models of 
child maltreatment have evolved to include ecological (Belsky  1980 ; Garbarino  1977 ), transitional 
(Wolfe  1991 ), and transactional (Cicchetti and Carlson  1989 ) perspectives among them. One of the 
most common models is referred to as a “transactional-bioecological model” that attempts to concep-
tualize the relative contributions of risk and protective factors in children’s development outcomes 
(Bronfenbrenner  1979 ; Cicchetti et al.  1993 ). The conceptual model underlying the organization of 
this chapter is a modifi ed ecological one that considers the individual in the context of the broader 
social environment in which he or she functions (see Fig.  12.1 ). The child is viewed within the context 
of a family, and in turn, children and families are embedded in a larger social system that includes 
communities, neighborhoods and cultures.

   The assumption underlying the model is that behavior is complex and development is multiply 
determined by characteristics of the individual, parents and family, and neighborhood and/or com-
munity and interactions. “Risk and protective factors include individual child characteristics such 
as genetic and constitutional propensities and cognitive strengths and vulnerabilities; parent charac-
teristics such as mental health, education lee, sense of effi cacy, and resourcefulness; family factors 
such as quality of the parent-child relationship, emotional climate, and marital quality; community 
connectedness factors such as parental social support, social resources, and children’s peer relationship; 
and neighborhood factors such as availability of resources, adequacy of housing, and levels of crime 
and violence” (Sameroff and Fiese  2000 , p. 121). 

 The model also emphasizes the need to consider how certain factors may interact with charac-
teristics of the person to buffer the individual from negative long-term consequences and to increase 
the likelihood of positive outcomes. That is, the model explicitly acknowledges the contribution 
of contextual variables (neighborhood and community level factors) to the consequences of child 
maltreatment. 

 Figure  12.1  represents a schematic model that guides the organization of this chapter and the 
discussion of the cascade of consequences that may develop after childhood experiences of abuse and 
neglect. Using a series of concentric circles, the child is depicted as embedded or existing within the 
context of a family, and in turn, children and families are embedded in a larger social system that 
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includes communities, neighborhoods and cultures. In contrast to the traditional ecological model, 
the circles representing the child, family, and larger community (which includes neighborhood and 
culture) are  not  totally embedded in one another and represent important areas of  non-overlap . 
Specifi cally, although the child lives largely within the context of a family, Fig.  12.1  recognizes that 
the child also spends time outside and independent from the family unit and in the larger community. 
Areas of non-overlap of the child within the family will change with the age of the child, so that as 
the child gets older, he or she will typically spend more time out of the family and in the community 
and in the context of peers. For some children, there may be increasing amounts of unsupervised 
time, spent in ways of which parents may be unaware. Figure  12.1  also calls attention to aspects of 
the developing child that may occur and exist outside both the family and community. That is, there 
may be experiences unique to the child, independent of family and/or community context. These 
areas of non-shared experience (areas of non-overlap) may be particularly important in terms of 
subsequent development for severely abused or neglected children. This model also recognizes that 
families live within the context of neighborhoods and communities and that families are infl uenced 
in major ways by the surrounding environment or context. The label “community” is used here to 
refer to the broader social context in which families exist. However, “community” can represent 
small block groups, local neighborhoods, census tracts, or larger contexts such as cities, states, and 
countries. Figure  12.1  shows that experiences of families may lie outside the neighborhood or 
community, that is, that families are often isolated from the larger community. Finally, the model 
recognizes that behavior is complex and multiply determined, that certain risk factors predispose 
an individual to a variety of maladaptive and/or problem behaviors, and that protective factors or 
interventions may act to mitigate ultimate outcomes. 

 Using this schematic model to organize the material in this chapter, the second part of this chapter 
reviews the literature on the “cascade of consequences of childhood maltreatment” across multiple 
domains of functioning, including cognitive and academic, social and behavioral, psychiatric and 
emotional, and physical health and neurobiological. The chapter does not pretend to be comprehen-
sive or exhaustive, but illustrative and representative. There is a focus on longitudinal studies, because 
the strengths of prospective studies is that they include the clear and unambiguous temporal order of 
maltreatment and subsequent outcomes, avoidance of recall bias, minimization of selection inclusion 

  Fig. 12.1    Cascade of consequences       
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of participants on the basis of the outcome, and the opportunity to adjust for social and individual 
confounding factors a they occur (Gilbert et al.  2009 ). Where possible, consequences for specifi c 
types of childhood maltreatment (physical abuse, sexual abuse, neglect, and emotional maltreatment) 
are described, but limitations of the existing literature make this quite diffi cult. Because negative 
effects of childhood maltreatment are not inevitable, the third section of this chapter describes 
research on resilience and protective factors that may buffer maltreated children from succumbing 
to negative consequences. The fourth section of the chapter describes some research on the role of 
contextual factors and the important role that they play in infl uencing the development of the child. 
Finally, there is a discussion of the challenges to the fi eld and a brief section on gaps in knowledge 
and suggestions for future research.  

    Cascade of Consequences of Childhood Maltreatment 

    Cognitive and Academic Performance Outcomes 

 Defi ciencies in reading ability and academic performance have been documented in physically 
abused children followed up into adolescence and young adulthood. Several prospective studies have 
established that poor school performance (e.g. poor grades, poor scores on standardized achievement 
tests, grade retention, placement in special education) is often an outcome of childhood abuse and 
neglect (Eckenrode et al.  2001 ; Egeland  1997 ; Jonson-Reid  2004 ; Kinard  1999 ; Leiter  2007 ; Perez 
and Widom  1994 ). There is fairly consistent evidence that child maltreatment often has negative 
consequences for cognitive functioning and academic performance, beginning in early childhood and 
extending into adulthood. These consequences are not exclusively found in physically abused 
children, but have been reported in neglected children as well (Eckenrode et al.  1993 ; Erickson et al. 
 1989 ; Wodarski et al.  1990 ). Compared to adults without maltreatment histories, adults with a 
documented history of child abuse or neglect were found to have lower scores on tests of intelligence, 
reading ability, and academic achievement (42 % of maltreated children completed high school 
compared with two-thirds of the matched comparison group)(Perez and Widom  1994 ). Jonson-Reid 
and colleagues ( 2004 ) found that maltreatment predicted entry into special education after controlling 
for early medical conditions.  

    Social and Behavioral Consequences 

 Maltreated children have also been found to manifest behavioral and social problems, including 
reports of being physically assaultive toward peers and aggressive in school settings at young ages and 
at risk for conduct disorder, school problems, delinquency, crime and violence in adolescence and 
young adulthood. Maltreated children show higher levels of aggression and withdrawal than non- 
maltreated children (Herrenkohl and Herrenkohl  2007 ; Sternberg et al.  2006 ; Rogosch and Cicchetti 
 1994 ). Kim and Cicchetti ( 2010 ) found that when maltreated children have trouble regulating emo-
tions they are at increased risk for problematic peer relations. Dodge and colleagues ( 1995 ) found that 
physical abuse was associated with major increase in risk of parent-reported externalizing problems 
among children in third and fourth grades compared to children who did not have histories of abuse. 
Research has also shown that neglected children appear more socially withdrawn in preschool years 
(Crittendon and Ainsworth  1989 ) and are more isolated during free play and engage in fewer social 
interactions with other children (Hildyard and Wolfe  2002 ). Longitudinal studies suggest that 
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neglected children experience signifi cant internalizing problems and that they may have more emo-
tional problems than physically abused children (Manly et al.  2001 ). Neglected children have been 
described as more aggressive, disruptive and non-cooperative in comparison to non-maltreated chil-
dren, but less aggressive than their physically abused peers (Manly et al.  2001 ). Maltreated children 
are also at increased risk of running away from home (Kaufman and Widom  1999 ). 

 One of the most common consequences of child maltreatment is based on the notion of a “cycle of 
violence” (Widom  1989a ), in which physically abused children were believed to go on to become 
perpetrators of violence in adolescence and adulthood. This theory was based on the early observa-
tions that maltreated children were at increased risk for delinquency and crime and particularly 
violence and, until the late 1980s, this body of research relied primarily on cross-sectional studies. 
However, in a paper in  Science  on the “cycle of violence”, Widom ( 1989b ) described the results of a 
prospective cohort design study in which children with documented cases of physical and sexual 
abuse and neglect were matched with children without maltreatment histories and the criminal histo-
ries for both groups were assessed. She reported that that being abused and neglected as a child 
increased the likelihood of arrest as a juvenile by 53 %, as an adult by 38 %, and for a violent crime 
by 38 %. In addition, although physically abused children were at elevated risk for violence, she found 
that neglected children were at increased risk as well. 

 Since that time, several large prospective investigations in different parts of the United States have 
documented a relationship between childhood abuse and neglect and juvenile and/or young adult 
crime (English et al.  2001 ; Lansford et al.  2007 ; Maxfi eld and Widom  1996 ; Smith and Thornberry 
 1995 ; Stouthamer-Loeber et al.  2001 ; Widom  1989b ; Zingraff et al.  1993 ). Despite differences in 
geographic region, time period, youths’ ages, sex of the children, defi nition of child maltreatment, and 
assessment technique, these six prospective investigations provide evidence that childhood maltreatment 
increases later risk for delinquency and violence. Replication of this relationship across a number of 
well-designed studies supports the generalizability of results and increases confi dence in them. 
Indeed, conclusions from research are strengthened through replication, since the limitations of any 
one study may impact the interpretation of fi ndings (Taubes  2007 ). One recent meta-analysis showed 
that childhood physical abuse was strongly related to violence in girls (Hubbard and Pratt  2002 ). 
Maxfi eld and Widom ( 1996 ) also reported an increase in risk for arrest for a juvenile, adult, and 
violent crime in abused and neglected girls, compared to matched control girls. 

 Prospective studies have reported that child maltreatment increases a person’s risk for  prostitu-
tion . Widom and Kuhns ( 1996 ) reported that child abuse and neglect increased a person’ risk for 
prostitution by almost threefold (odds ratio of 2.96) and this was particularly true for sexually 
abused females (OR = 2.58). In one study, Tamang ( 2005 ) found that 1 % of the sample of 268 
childhood sexual abuse victims reported having engaged in prostitution, compared to 0 % of the 
sample of 2,625 non-victims. Abuse has also been associated with early onset of consensual sexual 
activity and with subsequent disrupted home life characterized by events such as running away 
(Fergusson et al.  1997 ; Noll et al.  2003 ). More recent research (Wilson and Widom  2009a ) has 
examined pathways from child abuse and neglect to prostitution, looking at several potential medi-
ators (early sexual initiation, running away, juvenile crime, school problems, and early drug use). 
Wilson and Widom ( 2009a ) found that early sexual initiation was the strongest mediator in the 
pathway from child abuse and neglect to prostitution, although these youth problem behaviors 
cumulatively increased risk for prostitution. 

 Maltreated children have also been found to be at increased risk for  revictimization , or the increased 
risk for subsequent victimization at some point in their lives. Most of this work has focused on victims 
of sexual abuse (Cloitre et al.  1996 ; Coid et al.  2001 ; Maker et al.  2001 ; Merrill et al.  1999 ; Messman 
and Long  1996 ; Sappington et al.  1997 ; Schaaf and McCanne  1998 ). According to Arata ( 2002 ), 
about one-third of child sexual abuse victims reported experiencing repeated victimization and sexual 
abuse victims had a two to three times greater risk of adult revictimization than women without a his-
tory of child sexual abuse. Relatively few studies have examined whether victims of childhood 
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physical abuse are at risk for revictimization (Cloitre et al.  1996 ; Coid et al.  2001 ; Desai et al.  2002 ; 
Schaaf and McCanne  1998 ). Even fewer have focused on childhood neglect. However, in one paper 
describing the results of a prospective follow-up study of individuals with documented cases of child-
hood physical and sexual abuse and neglect and matched controls (Widom et al.  2008 ), abused and 
neglected individuals reported a higher number of traumas and victimization experiences than con-
trols and all types of childhood victimization (physical abuse, sexual abuse, and neglect) were associ-
ated with increased risk for lifetime revictimization. Childhood victimization increased risk for 
physical and sexual assault/abuse, kidnapping/stalking, and having a family friend murdered or com-
mit suicide, but not for general traumas, witnessing trauma, or crime victimization. 

 Although a large cross-sectional literature reports a relationship between child abuse (primarily 
sexual abuse) and  teenage pregnancy , the fi ndings from longitudinal studies are not consistent. One 
longitudinal study (Herrenkohl et al.  1998 ) found that preschool and school-aged physical abuse, 
occurring alone or in combination with neglect, was associated with teenage parenthood. However, 
two other longitudinal studies did not fi nd an increase in risk for teenage parenthood (Widom and 
Kuhns  1996 ) or early pregnancy (Lansford et al.  2002 ) associated with child abuse. 

 Much has been written about a possible connection between childhood abuse and adult sexual 
orientation. Cross-sectional studies comparing self-reports of gay, lesbian, and bisexual individuals 
with those of heterosexual comparison samples (Balsam et al.  2005 ; Cameron and Cameron  1995 ; 
Corliss et al.  2002 ; Eskin et al.  2005 ; Garcia et al.  2002 ; Hughes et al.  2000 ,  2001 ; Saewyc et al.  1999 ; 
Tjaden et al.  1999 ; Tomeo et al.  2001 ) have generally found that adolescents and adults with same-sex 
sexual orientations retrospectively report high rates of childhood physical, sexual, and/or emotional 
abuse in their backgrounds, although not all studies have found this pattern of results (Bell et al.  1981 ; 
Meston et al.  1999 ). In a recent paper, using a prospective cohort design with documented cases of 
childhood physical and sexual abuse and neglect, Wilson and Widom ( 2010 ) found that childhood 
physical abuse and neglect were  not  associated with increased likelihood of same-sex cohabitation or 
sexual partners. However, individuals with documented histories of childhood sexual abuse were 
more likely than controls to report ever having had same-sex sexual partners and this fi nding was 
primarily for men in the sample. It should be acknowledged, however, that this outcome remained 
relatively rare among sexually abused men. 

 Relatively little is known about the consequences of child abuse and neglect for adult  economic 
outcomes . Currie and Widom ( 2010 ) studied a sample of court substantiated cases of childhood physical 
and sexual abuse and neglect during 1967–1971 who were matched with non-abused and non- 
neglected children and followed into adulthood. Outcome measures of economic status and produc-
tivity were assessed when the participants were approximately 41 years old. Currie and Widom ( 2010 ) 
found that adults with documented histories of childhood abuse and/or neglect have lower levels of 
education, employment, earnings, and fewer assets as adults, compared to matched control children. 
There is a 14 % gap between individuals with histories of abuse/neglect and controls in the probability 
of employment in middle age, controlling for background characteristics, demonstrating that abused 
and neglected children experience large and enduring economic consequences. In addition, these 
authors concluded that maltreatment appears to affect men and women differently, with larger effects 
for women than men.  

    Mental Health Outcomes 

 Numerous cross-sectional studies have reported associations between child maltreatment and some 
form of psychiatric disorder or mental health problem, including depression, anxiety, substance abuse, 
and post-traumatic stress disorder. However, because information about both the independent variable 
(child maltreatment) and dependent variable (the outcome or particular set of problems) is obtained at 
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the same point in time, determining the temporal ordering of the child maltreatment and outcomes is 
diffi cult to reliably establish. For this reason, we focus on the results of longitudinal or cohort studies 
in evaluating outcomes, although not to the exclusion of cross-sectional studies. 

 One longitudinal study followed a large sample of children who had documented cases of physical 
and sexual abuse and neglect and a matched control group into young adulthood and assessed their 
risk of  posttraumatic stress disorder  (PTSD). Widom ( 1999 ) reported that childhood victimization 
was associated with increased risk for lifetime and current PTSD, present in 38 % of the sexually 
abused individuals, 33 % of those physically abused, and 31 % of those neglected, compared to 20 % 
of the controls. Recognizing that other factors need to be taken into account in understanding a child’s 
risk for certain outcomes (earlier Fig.  12.1 ), Widom ( 1999 ) found that the relationship between child-
hood abuse and neglect and the number of PTSD symptoms persisted, despite the introduction of 
covariates associated with risk for both. Thus, she concluded that child abuse and neglect contributed 
to increased risk for PTSD; however, family, individual and lifestyle variables also place individuals 
at risk and contributed to symptoms of PTSD. 

 In another longitudinal study that followed a group of children in Columbia County (New York) 
from childhood to adulthood, individuals who had experienced childhood abuse or neglect were four 
times more likely to be diagnosed with  personality disorders  than those without such a history 
(Johnson et al.  1999 ). Using the same sample, childhood emotional, physical, and supervision neglect 
were also associated with increased risk of personality disorders and elevated symptoms of  anxiety 
and depression , especially during early adolescence, even after childhood physical or sexual abuse 
were controlled statistically (Johnson et al.  2000 ). By adulthood, these problems were in remission 
among the adults with known neglect backgrounds, whereas those with physical abuse backgrounds 
showed increasing antisocial and problem behaviors (Cohen et al.  2001 ). 

 Maltreatment places children at increased risk for experiencing  depression  in adolescence 
(Thornberry et al.  2001 ) and adulthood (Widom et al.  2007a ). Brown and colleagues ( 1999 ) found that 
maltreatment was associated with a nearly threefold increase in the rate of depression in adolescence, 
but this risk was diminished when controlling for other adverse conditions. In contrast, in adulthood 
the increased risk of depression associated with maltreatment remained when other factors were con-
trolled, illustrating the complexity of understanding development and the need to study development 
over the life course. 

 Using a prospective cohort design study, Widom and colleagues ( 2007a ) found that individuals 
with documented cases of childhood physical abuse and those who experienced multiple types of 
abuse were at increased risk for a lifetime diagnosis of major depressive disorder. Neglected children 
were at increased risk for depression (approximately one quarter of the neglected children met the 
criteria for lifetime MDD and 15 % for current MDD). Sexual abuse did not predict a depression 
diagnosis in adulthood, but rather those adults with a history of childhood sexual abuse reported more 
depression symptoms than people who did not experience such childhood trauma. 

 Child abuse has been associated with increased risk of  alcohol problems.  Numerous studies have 
reported higher rates of physical and sexual abuse among alcohol abusers than in general population 
samples (e.g. Brems et al.  2004 ; Clark et al.  1997 ; Langeland and Hartgers  1998 ). Individuals who 
report having been abused as children generally report higher rates of problematic alcohol use (Dube 
et al.  2002 ; Fergusson and Lynskey  1997 ; Galaif et al.  2001 ; Miller and Downs  1993 ; Nelson et al. 
 2002 ; Wilsnack et al.  1997 ). However, the most consistent and strongest fi ndings have shown a rela-
tionship between child abuse and alcohol problems in women, but not for men (Miller and Mancuso 
 2004 ; Miller et al.  1997 ; Simpson and Miller  2002 ; Widom and Hiller-Strumhofel  2001 ). Girls with a 
history of physical abuse tend to start using substances (including alcohol, marijuana, tobacco, etc.) 
at younger ages than youth without such histories (Lansford et al.  2010 ). Girls with documented 
histories of childhood abuse and neglect were at increased risk for a diagnosis of alcohol abuse and/
or dependence in young adulthood (approximate age 29), compared to matched controls, whereas this 
increase in risk was not found for maltreated men (Widom et al.  1995 ). A similar pattern of results 
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emerged in a later follow-up with these participants about 10 years later when they were approxi-
mately 40 years old. Women with documented histories of child abuse and/or neglect were more 
likely to be drinking excessively in middle adulthood than those without documented histories of 
child maltreatment (Widom et al.  2007b ), and again, there was no difference between maltreated men 
and control men in terms of excessive drinking. 

 Hundreds of papers have been published describing a relationship between child maltreatment and 
 substance abuse , primarily based on cross-sectional designs. Few longitudinal studies have followed 
abused and/or neglected children into adulthood and, based on these few studies (Gilbert et al.  2009 ; 
Widom et al.  1999 ), the evidence linking child abuse and substance abuse is mixed. Widom and 
colleagues ( 1999 ) studied a large group of abused and neglected children and matched controls and 
assessed them at approximate age 29. Followed prospectively, these abused and neglected individuals 
were  not  at increased risk for a DSM-III-R drug abuse diagnosis in young adulthood, despite the fact 
that both groups had high rates of drug abuse problems. Interestingly, this same sample was followed 
up again in middle adulthood (approximate age 40) and the results differed. Although a different 
measure was used to assess drug use, abused and/neglected individuals were at increased risk for 
current illicit drug use at this later age (Widom et al.  2006 ), again, illustrating the importance of lon-
gitudinal studies that can capture developmental changes over time. 

 In two different reports (Luntz and Widom  1994 ; Weiler and Widom  1996 ) abused and neglected 
children were followed up into adulthood and assessed in terms of their risk for  antisocial personality 
disorder  (ASPD) and  psychopathy . In both cases, based on fi ndings from a prospective design study, 
childhood victimization was found to increase risk for ASPD and psychopathy. Victims of child abuse 
and/or neglect had signifi cantly higher scores on the Psychopathy Checklist (PCL-R) than matched 
controls, despite controls for demographic characteristics and criminal history. It is noteworthy that 
the Luntz and Widom ( 1994 ) paper was based on preliminary fi ndings from a larger study of the con-
sequences of child maltreatment (699 subjects). These early fi ndings showed an increase in risk for 
antisocial personality disorder for abused and neglected males only, compared to control males, not 
for females. These preliminary fi ndings were clearly consistent with expectations and gender stereo-
types, and particularly supported the assumption that maltreated males externalize their pain and suf-
fering. However, in subsequent analyses based on the complete sample (N = 1,196), the fi ndings 
showed signifi cant increases in risk for antisocial personality disorder for abused and neglected males 
 and  females, compared to same sex controls. This second, more complete, set of fi ndings (Widom 
 1998 ) is often overlooked, but is important in terms of understanding the consequences of childhood 
victimization. 

 Childhood maltreatment also an effect on  suicide attempts  in adolescence and adulthood (Brown 
et al.  1999 ; Fergusson et al.  2008 ; Gilbert et al.  2009 ; Widom  1998 ). Among adults in their late 20s, 
Widom ( 1998 ) found that 19 % of those with abuse or neglect histories had made at least one suicide 
attempt, as compared with 8 % from a matched community sample. Ferguson and colleagues ( 2008 ) 
found high rates among a New Zealand sample as well. These effects are seen for physical and sexual 
abuse even when accounting for other associated risk factors (Fergusson et al.  2008 ; Widom  1998 ). 
Using a prospective design, Trickett and colleagues ( 2011 ) also found that women who had been 
severely sexually abused had more incidents of self-harm and suicidal behaviors than a control group 
of women who had not been sexually abused.  

    Intergenerational Transmission of Abuse and Neglect 

 Another pervasive assumption in the fi eld of child maltreatment is that there is an “intergenerational 
transmission of abuse and neglect”, or the notion that abused children grow up to become abusive 
parents (Kempe and Kempe  1978 ; Steele and Pollock  1968 ). In an early review of this literature, 
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Kaufman and Zigler ( 1987 ) estimated that about one-third of individuals who were abused or neglected 
will maltreat their own children, compared to about 5 % of parents without histories of maltreatment, 
suggesting an increase in risk, but also noting that the majority of parents with histories of maltreatment 
do not go on to maltreat their own children. Since that time, there have been several reviews of the 
literature on the intergenerational transmission of abuse and neglect that attempt to evaluate the 
strength of the growing body research. 

 Ertem and colleagues ( 2000 ) systematically reviewed studies of the intergeneration transmission 
of child physical abuse and included (1) studies that provided information about physical abuse in two 
consecutive generations and (2) a comparison group or non-abused group. They developed a scale of 
eight methodological standards derived from a hypothetical experimental design to examine the valid-
ity of the studies they included. Among the ten studies they reviewed, only one study met all eight 
standards, three met more than four, and two met only one standard. 

 Stith and colleagues ( 2009 ) conducted a meta-analysis of 15 studies published between 1975 and 
2000 that examined risk factors for child physical abuse and neglect that included information about 
parents’ history of abuse. Analyzing these studies in the aggregate, these authors found that parents’ 
experience of childhood abuse had a moderate effect in predicting subsequent acts of physical abuse 
and also reported a small, but signifi cant, effect for predicting subsequent acts of neglect. 

 A recent paper by Thornberry and colleagues ( 2012 ) examined the strength of the evidence base 
for the intergenerational transmission of child maltreatment as well, but these authors expanded their 
criterion to include studies of neglect and sexual abuse in addition to physical abuse. They included 
47 studies and evaluated them against 11 methodological criteria that they established to indicate the 
strength of the evidence. Most of the studies they reviewed supported the conclusion that a parental 
history of child maltreatment is a risk factor for maltreatment perpetration; however, they also 
expressed concern about the predictive value of many of these studies due to methodological limita-
tions. Most of those studies met less than half of the authors’ methodological criteria. Nine studies 
were identifi ed as the most methodologically sound of the group and results from those studies were 
mixed in regard to support for the intergenerational transmission hypothesis. Four of those studies 
generally supported the theory (Dixon et al.  2005 ; Egeland et al.  1988 ; Pears and Capaldi  2001 ; 
Thompson  2006 ); three found only limited support for only one type of maltreatment (Berlin et al. 
 2011 ; Renner and Slack  2006 ; Sidebotham et al.  2001 ), and one found no evidence of transmission of 
maltreating behavior (Altemeier et al.  1986 ). Based on their review, Thornberry and his colleagues 
concluded that the generally broad acceptance of the assumption of an intergenerational transmission 
of maltreatment is based on results from studies with substantial methodological limitations.  

    Medical and Physical Health Consequences 

 Research has been increasingly concerned with the physical and health effects of childhood abuse or 
neglect. Early studies with physically abused children documented signifi cant neuropsychological 
handicaps, including growth retardation, central nervous system damage, mental retardation, learning 
and speech disorders, and poor school performance. Although numerous cross-sectional studies have 
described relationships between some form of child adversity, including abuse, and some health out-
comes (Felitti et al.  1998 ), few longitudinal studies exist and those which do exist have generally 
focused on selected outcomes, particularly obesity. Different forms of maltreatment have been linked 
with increased body mass index and increased rates of obesity in childhood, adolescence, and adult-
hood. Some studies link neglect but not abuse to obesity (e.g., Johnson et al.  2002 ; Lissau and Sorensen 
 1994 ; Noll et al.  2007 ), and some link abuse but not neglect to obesity (Bentley and Widom  2009 ). 
Knutson and colleagues ( 2010 ) found that specifi c types of neglect (supervisory vs. care) predicted 
obesity at different ages. Care neglect, defi ned as inattention to such things as provision of adequate 
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food and clothing, predicted body mass index at younger ages, whereas supervisory neglect, defi ned 
as parental lack of availability, predicted body mass index at older ages. 

 In the fi rst study to directly assess physical health consequences in a large sample of children with 
documented cases of physical and sexual abuse and neglect and matched controls, Widom and 
colleagues ( 2012a ) reported on their assessment involving a medical status exam (measured health 
outcomes and blood tests) and interview when the participants were about 41 years old. After adjust-
ing for age, sex, and race, child maltreatment predicted above normal hemoglobin A1C (HbA1c), 
lower albumin levels, poor peak air fl ow, and vision problems in adulthood. These results indicate that 
maltreated children are at increased risk for poor glycemic control (diabetes), liver and kidney dis-
ease, poor lung functioning, and vision problems, respectively. In addition, these authors also found 
evidence that different types of child abuse and neglect are associated with different physical health 
outcomes 30 years later. Physical abuse predicted malnutrition, albumin (kidney and liver disease), 
blood urea nitrogen (kidney disease), and HbA1c (diabetes). Neglect predicted HbA1c, albumin, poor 
peak air fl ow, and oral health and vision problems. Sexual abuse predicted Hepatitis C and oral health 
problems. Recognizing the importance of the social context, these researchers also found that addi-
tional controls for childhood socio-economic status (SES), adult SES, unhealthy behaviors, smoking, 
and mental health problems played varying roles in attenuating or intensifying these relationships. 
Nonetheless, these fi ndings provide clear evidence that child abuse and neglect affects long-term 
health status, increasing risk for diabetes, lung disease, malnutrition, and vision problems. 

 Numerous cross-sectional studies have described associations between self-reports of childhood 
abuse and a history of sexually transmitted diseases (STDs) among adolescents or adults (Fergusson 
et al.  1997 ; Koenig and Clark  2004 : Senn et al.  2006 ). Two additional studies have found that indi-
viduals reporting childhood sexual abuse were more likely than those without such histories to have 
positive results on biological tests for STDs (Bartholow et al.  1994 ; Ohene et al.  2005 ). Using data 
from a prospective cohort design study with documented cases of child physical and sexual abuse and 
neglect who were followed up into adulthood (approximate age 41), Wilson and Widom ( 2009b ) ana-
lyzed data from participants who completed a medical examination and questions about whether they 
had had STDs in the past.  C hildhood sexual abuse increased risk of any STD and sexual and physical 
abuse increased risk for more than one type of STD. These results applied primarily to women and 
Whites, but for syphilis, sexual abuse increased risk only among women and Blacks. 

 There has also been work to suggest that the stress associated with child abuse and neglect may give 
rise to abnormal brain chemistry, which in turn may lead to problem behaviors at later points in life. This 
research calls attention to the interactions among early experiences, the neurobiology of stress, and brain 
development. These studies rely largely on animal models (primarily rodents) that allow experimental 
manipulation of adverse experiences during selected developmental stages, including prenatal and early 
infancy. These studies have shown that “early parental care profoundly infl uences brain development, 
regulates gene expression, and shapes the neural systems that in humans are involved in vulnerability to 
affective disorders in response to later stressful life events” (Gunnar et al.  2006 , p. 653). 

 An expanding animal and human literature has documented the effects of poor caregiving and early 
trauma on emotion regulation and related neuroendocrine systems, including the HPA and its central 
nervous system regulation (DeBellis  2001 ; Gunnar  2000 ; Heim et al.  2002 ; Liu et al.  1997 ; Meaney 
et al.  1996 ). These effects are thought to mediate alterations in social behavior, behavior regulation, 
and mental and physical health risk (Heim and Nemeroff  2001 ; Perry and Pollard  1998 ; Vythilingam 
et al.  2002 ). Research with adults who report being victims of maltreatment or chronic stress show 
increased vigilance and novelty aversion (Boyce et al.  2001 ; Lupien and McEwen  1997 ; Lupien et al. 
 2002 ) and impaired resilience and reduced social competence (Kiecolt-Glaser et al.  2003 ), along with 
altered HPA activity (Lupien et al.  2001 ; Tout et al.  1998 ). In animal models, such effects appear to 
be organizational, enduring and linked to subsequent parenting behavior (Champagne and Meaney 
 2001 ; Suomi  1991 ,  1999 ). 
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 Other recent developments in animal research have been made in studying the neurodevelopmental 
impact of maternal abuse, separation, and neglect on long-term biobehavioral outcomes, primarily 
with animal models. For example, because of their ability to manipulate, randomly assign, and con-
duct cross-fostering analyses, these animal studies have begun to provide important tools for studying 
epigenetic mechanisms. This body of new work suggests that changes in the activity of genes, estab-
lished through epigenetic mechanisms such as DNA methylation and histone modifi cations, may be 
observed as a consequence of early- and later-life adversity (Roth and Champagne  2012 ). Though this 
new research is based primarily on animal models to simulate neglect, abuse, chronic stress, and 
trauma, Roth and Champagne suggest that these epigenetic effects may serve as an important biological 
mechanism linking these experiences of the organism to long-term changes in physiology, neurobiol-
ogy, and behavior there may be lasting epigenetic impact that may be manifest not only in individuals 
with direct exposure but also may be passed on to the next generation.   

    Resilience and Protective Factors 

 Not all maltreated children succumb to their early adverse childhood experiences or develop problem 
behaviors. Researchers have speculated on potential factors that might buffer or protect maltreated 
children from developing negative consequences, focusing primarily on characteristic of the child or 
the environment. Garmezy ( 1981 ) has called these  protective factors  – those dispositional attributes, 
environmental conditions, biological predispositions and positive events that can act to mitigate 
against early negative experiences. For example, in one early study, Frodi and Smetana ( 1984 ) found 
that, if one controls for IQ, differences between maltreated and non-maltreated children in their ability 
to discriminate emotions disappeared. Farber and Egeland ( 1987 ) found few competent “survivors” 
among physically or emotionally neglected children. Children who were more likely to be competent 
were those children whose mothers showed some interest in them and were able to respond to them 
emotionally. For sexually abused children, one positive mediating variable appears to be the presence 
of a supportive, positive relationship with a non-abusive parent or sibling (Conte and Schuerman 
 1988 ). Herrenkohl and colleagues ( 1994 ) found that having a stable caretaker and a high intellectual 
capacity were associated with resilience in the adolescents in their sample. 

 McGloin and Widom ( 2001 ) examined resilience in children with documented histories of physical, 
sexual abuse or neglect and a matched control group who were followed up into adulthood. Criteria 
for resilience involved meeting thresholds for success within at least six of the eight domains of 
employment, education, homelessness, social activity, psychiatric disorders, substance abuse, self- 
reported violence and offi cial arrest records. At approximate age 29, less than a quarter of the abused 
or neglected group met the criteria for overall resilience (that is, resilient in at least six domains) 
compared to 41 % of the controls. Interestingly, females were more likely to be resilient in general. In 
further work with this sample, DuMont and colleagues ( 2007 ) examined whether individual, family, 
and neighborhood level characteristics would predict resilience in maltreated children in adolescence 
and young adulthood. DuMont and colleagues found that almost half (48 %) of the abused and 
neglected children in adolescence and nearly one-third in young adulthood were resilient. Over half 
of those who were resilient in adolescence remained resilient in young adulthood, whereas 11 % of 
the non-resilient adolescents were resilient in young adulthood. Females were more likely to be resil-
ient during both time periods. Being white, non-Hispanic decreased and growing up in a stable living 
situation increased the likelihood of resilience in adolescence, but not in young adulthood. Stressful 
life events and a supportive partner promoted resilience in young adulthood. Neighborhood advantage 
did not exert a direct effect on resilience, but moderated the relationship between household stability 
and resilience in adolescence and between cognitive ability and resilience in young adulthood. 
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 Using data from the Environmental Risk Longitudinal Study, a nationally representative sample of 
1,116 twin pairs and their families in England, Jaffee and colleagues ( 2007 ) found that maltreated 
boys who had above-average intelligence and were temperamentally well adjusted were more likely 
to be resilient; however, these characteristics did not predict resilience in maltreated girls. Maltreated 
children who were exposed to domestic violence and whose parents had substantial depression or 
substance use problems were less likely to be resilient. In contrast, maltreated children who lived in 
low-crime, cohesive, proactive neighborhoods were more likely to be resilient. A maltreated child’s 
individual strengths predicted resilience in the context of a family or neighbourhood characterized by 
low levels of stressors, but not in the context of high levels of stressors. Again, this longitudinal analysis 
showed the importance of contextual factors that appeared to promote or interfere with the emergence 
and stability of resilience following childhood maltreatment. 

 Mersky and Topitzes ( 2010 ) used prospective data from the Chicago Longitudinal Study to explore 
the relationship between childhood maltreatment and outcomes in early adulthood (ages 18–24). 
Resilience was defi ned as meeting criteria across several domains, including high school completion, 
college attendance, income level, incarceration, substance abuse, depressive symptomatology and life 
satisfaction. Participants were considered resilient overall if they met the criteria for resilience in at 
least fi ve of the seven domains. Only 15.7 % of the maltreated participants were resilience overall, 
compared to nearly 40 % of the non-maltreated sample and females were more likely to be resilient 
than males. 

 Taking a different approach to understanding how maltreated children develop and either succumb 
or survive and assuming that the achievement of important developmental roles may represent “turn-
ing points” for at risk children, Allwood and Widom ( 2013 ) examined whether attainment of three 
developmental roles (high school graduation, employment, and marriage) mediate the relationship 
between childhood abuse and neglect and adult arrest. Although childhood abuse and neglect pre-
dicted decreased likelihood of graduating from high school, current employment, and current mar-
riage, successful achievement of these developmental roles was associated with a signifi cant  decrease  
in risk for adult arrest, controlling for age, sex, and race. The introduction of each developmental role 
reduced the magnitude of the association between child maltreatment and adult arrest, even though 
child abuse and neglect remained signifi cant. 

 Researchers have also been studying the ways in which  genetic factors  may buffer children who 
experience such adverse and stressful environments so as to minimize negative consequences. 
Some of recent research has moved away from searching for simple main effects of maltreatment 
on outcomes and instead has focused on the interactions between childhood maltreatment and certain 
genotypes relating to psychological and behavioral outcomes, including antisocial behavior, alco-
holism, anxiety disorders, posttraumatic stress disorder (PTSD), depression, and suicidality. Caspi 
and colleagues ( 2002 ) were the fi rst to hypothesize that behavioral heterogeneity in outcomes asso-
ciated with childhood maltreatment may be a consequence of behaviorally relevant functional dif-
ferences in underlying genetic risk factors. Since then, other studies and a meta-analysis (Taylor 
and Kim-Cohen  2007 ) have found that a genetic variation associated with high transcription of 
MAOA, an enzyme that regulates neurotransmitter systems that are related to emotion regulation 
and stress response, acts as a protective factor and appears to weaken the relationship between 
childhood maltreatment and antisocial behavior (Aslund et al.  2011 ; Caspi et al.  2002 ; Foley et al. 
 2004 ). However, other researchers have failed to replicate this pattern (Huizinga et al.  2006 ) or have 
only partially replicated these results (Widom and Brzustowicz  2006 ). The MAOA genotype also 
appears to infl uence risk for depression among victims of childhood maltreatment (Cicchetti et al. 
 2007 ). In a review of the literature, Jaffee ( 2012 ) concluded that there is “substantial evidence that 
maltreatment has environmentally mediated effects on psychopathology. Notably, the results of 
quantitative genetic studies confi rm fi ndings from prospective, epidemiological studies in showing 
that (a) characteristics of parents and families rather than characteristics of children better explain 
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why some children are more likely to be maltreated than others and (b) maltreatment has direct 
effects on youth psychopathology, even controlling for genes common to parents and children.” 
Although she also noted that the results from these types of gene by environment studies must be 
considered with caution, in part because of the lack of comparable measures of the independent 
variable (maltreatment) and the dependent or outcome variable across studies.  

    Importance of Contextual Factors 

 There is increasing recognition that it is necessary to consider how contextual factors infl uence the 
consequences of child maltreatment, as suggested in Fig.  12.1 . Schuck and Widom ( 2005 ) directly 
examined the importance of contextual factors in their study of the impact of neighborhood conditions 
on the relationship between child maltreatment and criminal behavior. Using multilevel data that incor-
porated information about the person (the child), families, and neighborhoods and hierarchical general-
ized linear modeling, these authors found that neighborhood disadvantage and stability moderated the 
relationship between early child maltreatment and offending. Specifi cally, the effect of early child 
maltreatment on later juvenile and adult criminal behavior was strongest for those individuals from the 
most disadvantaged and most stable neighborhoods. As described earlier in this chapter, Jaffee and 
colleagues ( 2007 ) and Dumont and colleagues ( 2007 ) also found that ecological factors (characteristics 
of neighborhoods or families) moderated the impact of childhood maltreatment and, in particular, infl u-
encing the likelihood of resilience for maltreated children. In the Lansford and colleagues ( 2002 ) study, 
the results showed that maltreated adolescents performed signifi cantly worse than others on a variety of 
indicators when analyses were not adjusted (controls for appropriate confounding factors); however, the 
results of adjusted analyses revealed that, with the exception of school absences, all effects were 
accounted for by risk factors associated with maltreatment rather than maltreatment per se. In a recent 
paper using multi-level modeling to examine the roles of neighborhood, family and individual factors in 
predicting a person’s risk for mental health and psychosocial outcomes, Nikulina and colleagues ( 2011 ) 
found that childhood family poverty played an important role in predicting subsequent risk for PTSD, 
crime, and academic achievement. Finally, there is also recent evidence of the importance of contextual 
factors on physical health outcomes. Widom and colleagues ( 2012a ) found that controlling for child-
hood socio-economic status (SES), adult SES, unhealthy behaviors, smoking, and mental health prob-
lems played varying roles in attenuating or intensifying relationships between child abuse and neglect 
and subsequent physical health outcomes. 

 Another developing area of research focuses on the extent to which cultural factors, race, and ethnic 
background may have an impact on the development of maltreated children. For example, a few studies 
have reported a race differential in the extent to which maltreated children are at increased risk for being 
arrested for a violent crime compared to non-maltreated children (Maxfi eld and Widom  1996 ; Zingraff 
et al.  1993 ), although others did not fi nd such differences (Grogan-Kaylor  2005 ). One study found that 
sexually abused non-Hispanic girls reported greater posttraumatic stress symptoms than both sexually 
abused Hispanic girls and non-sexually abused non-Hispanic girls (Canez  2000 ). In contrast, Lau and 
colleagues ( 2006 ) did not fi nd race or ethnic differences in emotional correlates of punitive parenting 
and, in another study, race/ethnicity did not moderate the relationship between documented cases of 
maltreatment and internalizing and externalizing symptoms in youths (Hatcher et al.  2009 ). In married 
cohabiting couples who reported abuse as a child, Caetano and colleagues ( 2003 ) found that for White 
males and females, childhood physical abuse was associated with alcohol problems in adulthood. In con-
trast, among Black males, observing parental violence was associated with alcohol problems in adult-
hood, but physical abuse was not. Roberts and colleagues ( 2011 ) reported that among those exposed to 
trauma, PTSD risk was slightly higher among Blacks and lower among Asians compared with Whites, 
after adjustment for characteristics of the trauma exposure (including child maltreatment). 
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 Widom and colleagues ( 2012b ) examined the extent to which children of different races and ethnic 
backgrounds manifest the consequences of childhood neglect in similar or different ways, focusing 
on multiple domains of functioning (academic/intellectual, social/behavioral, and psychiatric). 
They found that Black and White neglected children showed negative consequences for IQ, reading 
ability and occupational status compared to controls. Compared to same race/ethnic group controls, 
neglected White children showed extensive mental health consequences, Black children showed 
more anxiety and dysthymia, and Hispanic children showed increased risk for alcohol problems 
(although their sample of Hispanic children was quite small and they urged caution in interpreting 
these fi ndings). Black and White neglected children differed in risk for violence compared to same 
race controls: neglected Black children were arrested for violence two times more often than Black 
controls, whereas neglected White children were more likely than White controls to report engaging 
in violence. Widom and her colleagues interpreted these fi ndings as providing some support for 
theories hypothesizing no differences in the impact of child neglect based on race or ethnicity (racial 
invariance), differences in outcomes with neglected minority children being twice stigmatized 
(double jeopardy), and neglected minority children showing fewer consequences (resilience) than 
White neglected children. However, these authors noted that there is sparse research examining these 
issues and that their fi ndings represent only a fi rst step in examining whether there are race and 
ethnicity similarities and differences in consequences of childhood maltreatment, particularly since 
this analysis was confi ned to neglect children only.  

    Challenges and Controversies 

 The validity of various methods of assessing and studying maltreatment remain a source of ongoing 
debate. Research on the reliability and validity of retrospective reports of childhood victimization 
experiences is fairly rare. Empirical evidence of the validity of reports of earlier childhood experi-
ences indicates only weak relationships with documented childhood events. Henry and colleagues 
( 1994 ) compared the extent of agreement between prospective and retrospective measures across 
multiple content domains in a large sample of 18-year old youth who had been studied prospectively 
from birth. These authors found no evidence to support the validity of retrospective measures 
of subjective psychological states and processes (such as recollections of childhood experiences. 
Using a very different design, Offer and colleagues ( 2000 ) examined autobiographical memory in a 
longitudinal study of a group of 73 mentally healthy 14-year old males (studied initially in 1962) and 
re- interviewed at approximately age 48. Offer and his colleagues found signifi cant differences 
between adult memories of adolescence and what was actually reported during adolescence, including 
questions about parental discipline. “If the accurate memory of one’s past is not better than chance 
in the mentally healthy individual, even more care should probably be taken in obtaining accurate 
historical information in the medical, psychological, or otherwise health-compromised individual” 
(Offer et al.  2000 , p. 735). 

 There continues to be a heavy reliance on cross-sectional designs, where participants are asked 
simultaneously about whether they have experienced abuse in their lifetimes, often many years in the 
past, and about their current psychological problems or functioning. With this design, there is little 
possibility of examining causal relationships and there remains considerable ambiguity in the meaning 
of the relationships or associations described in the literature. For example, depression may be a direct 
or indirect consequence of child maltreatment. Depressed children may be more likely to be targeted 
for maltreatment or depression may be a function of other characteristics of the environment in which 
the maltreated child lives (e.g., having a depressed mother). Understanding whether associations are a 
direct or indirect function of child maltreatment has implications for whether and how secondary 
prevention interventions are designed and implemented. 
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 There is a related problem with recall bias that affects our ability to make inferences about the 
association between retrospectively assessed childhood maltreatment and later outcomes (Raphael 
 1987 ). For example, White and colleagues ( 2007 ) found that current life status, including depression, 
drug problems, and life dissatisfaction, were related to adult retrospective reports of physical abuse 
for both men and women. There are also studies that have directly compared fi ndings based on retro-
spective reports with a particular sample and fi ndings from the same sample using prospective longi-
tudinal data. In research on the consequences of child abuse for pain (McBeth et al.  2001 ) and drug 
abuse (Widom et al.  1999 ), retrospective self-reports of child abuse showed strong relationships to 
these outcomes (pain, drug abuse). In contrast, when abused and neglected children were followed up 
into adulthood (prospectively), they did not differ from control children on these outcomes. Together, 
these fi ndings suggest that recall bias in the report of childhood abuse can artifactually cause an asso-
ciation between self-reported child abuse and neglect and later outcomes. 

 In one longitudinal birth cohort study of youth who were part of the Christchurch (New Zealand) 
Health and Development Study, young people at ages 18 and 21 years were questioned about their 
childhood exposure to physical punishment and sexual abuse. Fergusson and colleagues ( 2000 ) found 
that reports of childhood sexual abuse and physical punishment were relatively unstable and that the 
values of kappa for test-retests of abuse reporting were in the region of 0.45. In another longitudinal 
study of the congruence between adolescent’s self-reports and their adult retrospective reports of 
parental discipline practices and physical abuse in adolescence, using a representative sample of ado-
lescent in New Jersey who were followed up into young adulthood, men and women who were inter-
viewed fi ve times between the ages of about 12 and 30 years were asked to recall parenting behaviors 
and these reports were compared against what these individuals reported at the time. In the study 
mentioned earlier, White and colleagues ( 2007 ) found only fair agreement on reports of discipline 
practices and physical abuse (most kappas between 0.20 and 0.40). 

 Also, frequently forgotten in the debate about the accuracy of reporting is that it is virtually impos-
sible to determine the extent of false positives, that is, whether there is “over-reporting”. For example, 
some individuals who report a given form of abuse in childhood misrepresent some or all of their 
childhood experiences (Rich  1990 ). Short of following an individual child throughout the course of 
every day of his or her entire life, no one has yet been able to determine a way to make this assessment 
accurately. Though the presumption is that retrospective self-reports are accurate, from a scientifi c 
perspective, attempts to systematically assess the possible existence and extent of over-reporting 
would be worthwhile. 

 Studies of child abuse often utilize convenience samples, specialized samples (inpatients, clients in 
therapy groups, incarcerated individuals), college students, or members of HMOs that may limit the 
generalizability of the fi ndings. Although statistical controls for appropriate variables are important, 
cross-sectional snapshots of these samples may not represent the larger victimized population. This is 
one of the advantages of prospective longitudinal studies, since they permit the researcher to follow 
large groups of children into the future, regardless of their successes, failures, or deaths along the way 
and provide an opportunity to determine whether there is a downward social drift that occurs to some 
individuals as a result of their childhood victimization experiences. 

 Another controversy in the fi eld is refl ected in the position that some researchers have taken 
with regard to whether child maltreatment per se causes subsequent problems or whether adverse 
environments in which maltreated children typically exist infl uence negative adult outcomes. For 
example, researchers have argued that the associations between child maltreatment and later adjust-
ment problems can be accounted for by confounding factors, such as poverty and family stress 
(Fergusson et al.  2000 ; Smith and Thornberry  1995 ). In the Lansford and colleagues ( 2002 ) study 
described earlier, the results showed that most of the effects were accounted for by other risk factors 
associated with maltreatment rather than maltreatment per se. On the other hand, in a recent paper 
using multi-level modeling to examine the roles of neighborhood, family and individual factors in pre-
dicting a person’s risk for mental health and psychosocial outcomes, Nikulina and colleagues ( 2011 ) 
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directly tested the predictive power of childhood poverty compare to childhood neglect. These 
researchers found that the three childhood characteristics they examined – neglect, family poverty, and 
neighborhood poverty – each had different effects on long-term development. Childhood neglect 
and childhood family poverty were important independent contributors to risk for PTSD, crime, and 
academic achievement, whereas childhood neighborhood poverty was not. However, these fi ndings 
clearly showed that childhood neglect has consequences of its own, distinct from poverty.  

    What Are the Gaps? 

 There continues to be a critical need to improve the construct validity of measures to assess child 
maltreatment and to assess elements of the maltreatment experience, including type, chronicity 
frequency, and perpetrator identity (McCrory et al.  2010 ). There is also a tendency to assume that the 
effects of sexual or physical abuse or neglect are similar and that we can treat maltreatment as a 
“bundle” (Damashek and Chaffi n  2012 ). However, some of the newer research reviewed here demon-
strates that there are differences in psychological, behavioral, and physical health consequences of 
physical and sexual abuse and neglect. These fi ndings lead to the recommendation for more future 
research with sensitive designs with adequate power to detect differences in consequences of child 
maltreatment. Relatedly, there is evidence that some maltreated children go on to experience other 
forms of maltreatment (revictimization) over the life span (Jonson-Reid et al.  2012 ; Widom et al. 
 2008 ). Does it make a difference in outcomes for the child which form of abuse/neglect occurred fi rst 
and the age at which the abuse/neglect fi rst occurred? Recent research on the age of onset of abuse/
neglect suggests that there are different consequences depending on age of onset (Kaplow and Widom 
 2007 ). However, few longitudinal studies have addressed these questions. 

 Prospective longitudinal designs are needed, ideally beginning before the birth of the child, to 
assess the consequences of child maltreatment, while providing an opportunity to adjust for social and 
individual confounding factors as they occur, and to minimize the reliance on recall and the selection 
of participants on the basis of the outcome (Gilbert et al.  2009 ). Animal analogue studies are also 
needed, because they provide an opportunity to systematically examine these relationships and to 
exert tight control over relevant variables. Questions will always remain about the extent to which 
fi ndings can be generalized and the extent to which the animal analogue “maltreatment” studies are 
representative of maltreatment in humans. 

 Important questions remain that challenge investigators and clinicians in the fi eld. What are the mecha-
nisms whereby childhood abuse and neglect leads to short and long-term consequences? What other factors 
account for the fact that not all abused and neglected children manifest negative consequences and, accord-
ing to some studies, appear rather resilient? To what extent does child maltreatment represent the extreme 
end of a continuum of parenting or is it a totally separate phenomenon with different etiology and conse-
quences? How do sub-cultural differences in normative standards of child abuse and neglect affect conse-
quences for children? Are there gender and race/ethnicity differences in the consequences of childhood 
maltreatment and what might explain these differences? Given that much research and clinical practice is 
based on a person’s (client’s) report of his or her childhood experiences, to what extent does the person’s 
cognitive appraisal of the child’s experience or experience with the events infl uence outcomes? To what 
extent does the long-term impact of childhood abuse and neglect depend on characteristics of the commu-
nity or practices of the community and justice and social service systems in which the child lived at the time 
of the abuse? What is the role of these “extra-individual” factors in understanding the developmental 
trajectories of maltreated children? How do changes in family poverty or neighborhood poverty over the 
life course alter trajectories for maltreated children? Although maltreating families are thought to be 
socially isolated, does the social isolation occur prior to the maltreatment (and perhaps be a cause of the 
maltreatment) or is it a consequence of the maltreatment and withdrawal from the community?  
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    Conclusions 

 This chapter has demonstrated that child maltreatment has consequences that have the potential to 
cascade across multiple domains of functioning across the life span and affect the child’s ability to 
become a productive member of society. It is hoped that the fi ndings presented here reinforce recom-
mendations for the importance of early health care prevention for abused and neglected children. 
At the same time, it is critical to remember that not all children succumb to the negative effects of 
child maltreatment and that these outcomes are not inevitable. It is also important to recognize that the 
long-term consequences of childhood neglect are at least as damaging as physical or sexual abuse, 
despite the fact that neglect has received the least scientifi c and public attention. There are numerous 
myths about the consequences of child maltreatment that continue to be passed on, but it is hoped that 
the fi ndings presented here will encourage scholars and practitioners to recognize that some of these 
beliefs have not been empirically supported (e.g., that only abused boys go on to perpetrate violence, 
where the empirical evidence shows that maltreated boys and girls are at increased risk to engage in 
violence) or have not been adequately tested. Finally, using complex multi-level modeling, research 
is beginning to examine in differences in consequences based on characteristics of the abuse or neglect 
experience, the child, the family, and the community in recognition that these are complex social 
issues that need more complex models to progress in understanding.     
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           Introduction 

 The proper role of the state with respect to regulating parenting has long been a source of controversy 
in the United States, 1  where many people believe that there generally should be a separation of gov-
ernment and family. This has led to a very limited role of government in regulating and monitoring 
child rearing. Unless a parent’s behavior falls below a standard that is considered abuse or neglect 
(maltreatment) there is no government oversight of parenting. In essence, parenting is divided into 
two categories for purposes of most public policy – acceptable and maltreatment. The child protection 
system (CPS) is charged with responding to parenting that is considered maltreatment, which is 
defi ned primarily in terms of physical harms (actual or potential) to, or sexual conduct with, a child. 2  
The focus of the CPS system is on children who have already suffered, or are in imminent danger of 
suffering, such harms. The primary goal of intervention is to prevent reoccurrence of these harms 
(Wald  1975 ; Wulczyn et al.  2005 ). 

 While it is recognized that children may need better parental care than is provided by many “accept-
able” parents, no system has  responsibility  for trying to help children whose development is adversely 
affected by problematic parenting that does not involve harms that fall within the defi nition of 
 maltreatment (   NRC-IOM  2009a ). There are a variety of parenting programs and support services 
available to parents who seek them out, but these services do not reach a signifi cant proportion of the 
parents and children that need them the most, either due to lack of availability or the failure of the 
parent to seek or accept the services. 

 Yet, as discussed below, there is good reason to believe that 15–20 % of children live in homes 
where the quality of parenting puts them at risk of very poor outcomes during childhood and into 
adulthood. Only about a third of these families are brought under the supervision of the CPS 
system. Some commentators have called for expanding the defi nition of maltreatment and/or the 

1   This chapter focuses primarily on U.S. policy since issues related to regulating parenting must be viewed in light of a 
range of particular cultural and economic factors. However, many of the issues discussed here are similar to those facing 
policy makers in other in economically developed countries (Lonne et al.  2009 ). 
2   While defi nitions vary by state, all statutes include parental conduct that results in physical injury (actual or threatened) 
to the child or engaging in sexual relations with the child or failing to protect a child from sexual relations with an adult. 
Most cases labeled “neglect” also involve the threat of physical harm due to inadequate supervision, unsafe home condi-
tions, etc. Failure to send a child to school and some forms of parental conduct that lead to mental harms also are 
included in many states’ defi nitions. 

    Chapter 13   
 Beyond Maltreatment: Developing Support for Children 
in Multiproblem Families 

           Michael     S.     Wald    

      M.  S. Wald (*)     
  Stanford University ,   Stanford ,  CA ,  USA   
 e-mail: mwald@stanford.edu  



252

level of CPS intervention because they believe that the current system leaves too many children 
at-risk of substantial developmental problems (Bartholet  1999 ,  2012 ; Dwyer  2008 ; Garbarino 
 1977 ; Polansky et al.  1972 ). Others have resisted using the concept of maltreatment and the child 
protection system as a central way to promote outcomes other than safety (Wald  1975 ; Goldstein 
et al.  1979 ; Lindsey  2004 ; Weithorn  2012 ). There is consensus, however, that current policies are 
not meeting the needs of many children. Over the past 20 years, a number of commentators, 
including the US Advisory Board on Child Abuse and Neglect, have called for new approaches 
to helping parents other than through CPS (US Advisory Board  1991 ). But there has been only 
limited response. 

 A new discussion is needed with respect to state policies towards parenting. Rather than focus-
ing primarily on defi ning maltreatment, 3  this discussion should start by focusing on what  outcomes  
for children society wants to try attain through public policies and programs. After deciding on 
outcomes, it would be necessary to examine the effect of parenting on the likelihood that a child 
attains the desired outcomes. When the quality of parenting appears to be a central component in 
whether a child is likely to attain a particular outcome, it would then be necessary to examine what 
policies, including use of the child protection system, are appropriate in trying to address the impact 
of such parenting. 

 In this chapter, I use an outcomes-focused framework to examine the policy issues regarding state 
oversight of parenting, including maltreatment. I begin by identifying four outcomes that generally 
are the goals of public policy regarding children (although legislatures often do not identify specifi c 
outcomes in enacting legislation). I suggest that the major focus of state activity regulating and moni-
toring parenting should be on parenting that negatively impacts two of these outcomes:(a) children’s 
safety during childhood and (b) their capacity to become  self-suffi cient  adults. For purposes of this 
discussion, I label such parenting as “inadequate parenting,” although I recognize that it is important 
to avoid stigmatizing labels when developing public policies. 4  

 I then examine what types of state actions might help all parents provide minimally adequate care. 
With respect to this question, I divide parenting behaviors into two categories: (a) parental behaviors 
that should be labeled maltreatment  because  they require intervention through the child protection 
system (in essence, the purpose of labeling parental behavior as maltreatment is to allow the state to 
require reporting of the parent’s behavior, to investigate the child’s home environment, to require 
parental participation in services, and in some instance to terminate parental rights Wald  1975 ,  1976 ) 
and (b) other forms of highly inadequate parenting which, I will argue, should be addressed by systems 
other than CPS. 

 Finally, I examine some of the issues in designing a system of services that truly helps parents and 
children. Over the past 50 years a great deal of attention has been given to the rules that govern the 
child protection system. Unfortunately, too much of the debate has been about policy and not enough 
about how to implement a system of services, including deciding what system, or combination of 
systems – CPS, health, education, social services – should be charged with responsibility for helping 
parents function in a manner that meets their children’s needs and assessing how those systems could 
be improved. Policy debates that do not consider implementation issues are not likely to generate useful 
approaches.  

3   There is still no agreed upon defi nition of maltreatment. In the U.S., each state uses its own defi nition of maltreatment 
for both mandatory-reporting laws and in establishing the bases for court involvement in child protection; defi nitions 
vary among countries as well (Waldfogel  1998 ; Lonne et al.  2009 ). There are widely varying rates of reported and sub-
stantiated maltreatment among the states (Appendix). It is highly unlikely that these variations refl ect underlying differ-
ences in the levels of actual parental behaviors in each state. 
4   I fi nd the terms maltreatment or child abuse/neglect even more problematic, since they imply a willfulness that is often 
not present with respect to the parental behavior and certainly do not support a strengths-based approach. 
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    Choosing Outcomes for Parenting Policies 

   Everyone knows that parenting powerfully infl uences a child’s well-being. (Brooks-Gunn and Markham 
 2005 , p. 140) 

   Almost all experts would agree with this statement by two leading researchers on child development. 
However, determining how much focus there should be on trying to alter parenting as a  primary  
means of promoting children’s well-being is complex. The infl uence of the quality of parenting on a 
child’s well-being varies with respect to the specifi c outcomes (or aspects of well-being) that are the 
goals of a particular policy. In addition, it may be more effective to focus primarily on other factors 
that infl uence a child’s development, for example school quality, rather than on parental behavior, in 
trying to help children achieve some outcomes. 

 There are at least four different outcomes that underlie different policies. One of these relates to a 
child’s well-being during childhood, while the others focus on how a child fares in adulthood. While 
these outcomes are inter-related, they raise very different policy issues and choices.

    1.    Protection from Harms During Childhood 
 One clear goal of public policy is to protect children from factors that substantially impair their 
physical (and mental) 5  health and safety during childhood. The focus in this regard is protecting 
a child’s current well-being (as well as their future prospects). This is the core goal of child 
maltreatment laws, which try to protect children from parental actions that are likely to cause 
current physical injury or severe emotional harms. There is little disagreement about this goal, 
although there is disagreement over the types of harms that should be included in the defi nition 
of maltreatment.   

   2.    Economic Success in Adulthood 
 Most government policies regarding children, including those focused on parenting, are designed 
more to provide children with an opportunity to acquire the academic and social/emotional skills 
that are seen as necessary to succeed in adulthood, rather than to promote the quality of their lives 
during childhood. 6  A critical issue for policy development is how success is conceptualized, since 
the relationship of parenting to the desired level of success is likely quite dependent on the defi ni-
tion of success. Most commonly, success is defi ned in economic terms. Policy-makers, advocates, 
and researchers generally focus on two different levels of economic success when promoting 
various policies for children.

    (a)    Achieving  Basic  Economic Well-being as Adults 
 One outcome is being capable of self-support during adulthood. This outcome is usually oper-
ationalized as trying to minimize the number of children who will live in poverty as adults 
(Levine and Zimmerman  2010 ; Duncan et al.  2010a ). This is a minimal goal for public policy, 
but at least 10 % of adults in the U.S. are poor over an extended period of time during adult-
hood (Ratcliffe and McKernan  2012 ).   

   (b)    Attaining “Middle-Class” Income 
 A second possible goal for public policy would be to try to provide children with the skills 
needed to achieve a comfortable level of economic well-being during adulthood; for example 

5   The commitment to protecting mental health appears to be less strong than to physical health in terms of funding and 
legislative attention. 
6   The separation is not as stark as I am drawing. There is considerable spending on other aspects of children’s current 
well-being other than safety, such as subsidizing health care expenses for children, trying to improve the quality of child 
care, and providing recreation and after-school care. But public expenditures on these services usually are justifi ed and 
assessed in terms of preparation for adulthood, not in improving the quality of life for children. 
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some commentators focus on whether children attain the skills needed to have a  “middle- class” 
income, which economist Isabel Sawhill defi nes as income three times the poverty level 
(Sawhill et al.  2012 ). Achieving middle-class status generally requires obtaining a post- secondary 
credential or marrying someone with these qualifi cations. In recent years, about 60 % of children 
born in the United States have middle-class incomes by age 40 (Sawhill et al.  2012 ).    

      3.    Healthy, Happy Lives 
 While most advocacy and research focuses on economic outcomes in adulthood, some advocates 
push for a broader set of “well-being” outcomes. For example, some commentators propose that 
basic well-being in adulthood should include having a minimal level of physical and mental health 
(Felitti et al.  1998 ; NRC-IOM  2009a ). A committee of the National Academy of Sciences recently 
proposed that public policy be designed “to create a society in which young people arrive at adulthood 
with the skills, interests, assets, and health habits needed to live healthy, happy, and productive 
lives in caring relationships with others” (NRC-IOM  2009a , p. 387). Others talk of helping children 
achieve “optimal” development.   

   4.    Equal Opportunity 
 A fourth outcome that many policy-makers, academics, and advocates consider central in developing 
public policies for children is to eliminate unequal economic outcomes in childhood and adulthood 
that are highly correlated with the income, race, or ethnicity of a child’s parents (Duncan and 
Murname  2011 ; Future of Children  2006 ). This goal is often discussed as closing the “achievement 
gap.” This outcome differs from the other three in that it does not require any particular level of 
well-being or economic attainment; it is the inequality of opportunity that is the target of these 
policies, although the hope is to help children from low-income families achieve the levels of suc-
cess being achieved by those from higher income families.     

 Each of these outcomes (other than “optimal” development which is indefi nable and is not measur-
able) has merit as a goal for public policies. But they may not all be appropriate as the goal for policies 
that focus on infl uencing parenting as a primary means of achieving the outcome. In choosing the 
outcomes that should be the focus of parenting policy, policy-makers should be guided by both the 
importance of enabling children to attain the outcome and the evidence regarding the relationship of 
parenting to the achievement of the outcome. While research fi nds that it matters a great deal who a 
child’s parents  are  in predicting whether a child achieves any of the long-term developmental goals 
just identifi ed (Brooks-Gunn and Markham  2005 ), it is far less clear why this is so. Child development 
research clearly shows that styles of parent–child interactions can infl uence a child’s academic and 
social development. However, for the most part, these differences have relatively small effects on 
most outcomes. This is not surprising given that the quality of parenting falls along a continuum and 
is not static. It is only when the quality of parenting falls signifi cantly below the levels generally found 
in most households that the evidence indicates a strong impact on children’s long-term outcomes 
(NRC-IOM  2000 ; Sroufe et al.  2005 ). 

 Moreover, parental interaction with a child is only one factor infl uencing children’s development. 
At least four other factors infl uence their development: the child’s genetic make-up; the income, edu-
cation, and family structure of the child’s parent(s) 7 ; the resources and opportunities provided to the 
child and parents by the state to enhance the child’s health and education; and the child’s interactions 
with other children, adults, and neighborhood environment. It is well established that there often is 
interaction among these factors and that parenting must be assessed in light of these interactions. 
While these factors may have their primary effects because they infl uence parenting, they also may 
have effects independent of this. 

7   I use the term parent to include other adults, such as grandparents, when they are the child’s primary care taker. 
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 In particular, there is a long-standing debate regarding the role of family income in determining 
outcomes for children, both as a factor in and of itself and as an infl uence on the quality of parenting 
(Drake and Jonson-Reid this volume, Chap.   7    ). Some commentators believe that raising family income 
is the best approach to improving children’s outcomes and/or infl uencing parents’ behaviors; many 
income transfer programs are supported primarily as a means of helping children. Others believe that 
the same parental characteristics that result in poor parenting often account for the parent’s lack of 
economic success. The lack of clear evidence regarding causality poses a challenge in deciding whether 
to focus on parenting itself, poverty itself, or the combination of the two, as the primary means of help-
ing children achieve particular outcomes (Drake and Jonson-Reid this volume, Chap.   7    ; Pianta et al. 
 1989 ; Thompson  1995 ; Mayer  1997 ; Duncan et al.  1998 ,  2010b ; Ratcliffe and McKernan  2012 ). 

 It is clear, however, that parenting is greatly infl uenced by context (Cicchetti and Valentino  2006 ; 
Sroufe et al.  2005 ; Belsky  1990 ). Lack of resources makes it very hard to provide consistently ade-
quate parenting. Raising the income of very poor families may not be a suffi cient condition for achieving 
any of the desired outcomes, but it often will be a necessary one. 

 Finally, in choosing policies to help children, policy-makers need to recognize that changing 
parenting is very diffi cult, especially that of parents facing multiple problems. Given the limited 
knowledge about the effects of specifi c aspects of parenting on various outcomes of children, as well 
as the types of interventions that are effective in altering parenting, programs designed to directly 
alter parenting should focus on situations where such interventions are likely to be most necessary 
and useful. It also is necessary to realistically consider both the fi nancial resources that are likely to 
be available to support various services and the capacity of organizations to provide high quality 
services; policies often are developed based on unrealistic assessments of these factors. Good pro-
grams may be expensive. 

 Based on these considerations, there is a very strong case for focusing on altering parenting 
 primarily with respect to reaching the fi rst two outcomes discussed above – protecting children’s 
safety during childhood and helping children attain the skills needed to enable them to live at a  basic  
economic level during adulthood. There is clear evidence that the nature of the parenting a child 
receives is strongly related to whether a child achieves these outcomes. In fact, it may be very diffi cult 
to help all children achieve these outcomes without a major focus on parenting, especially for children 
living in families suffering from multiple problems, including poor parental mental health, substance 
abuse, family violence, and deep poverty (Sroufe et al.  2005 ; Lansford et al.  2002 ). I am not suggest-
ing that focusing directly on parenting itself is the only, or exclusive, way to help children attain these 
two basic outcomes; poverty, neighborhood conditions, and the quality of child care and schools are 
independently important for many children and also are factors strongly affecting parent–child inter-
actions (Nikulina et al.  2011 ). These factors need to be addressed. However, it appears that for many 
children addressing these other factors alone will not be suffi cient to ensure that they are safe and that 
they are able to acquire the skills needed for self-suffi ciency. Helping these children requires altering 
parental behavior. 

  Protection From Harm . The need to focus on parenting itself is defi nitional with respect to achieving 
the outcome of protecting children from serious harm caused or threatened by the acts of parents, 
which is why there is a system devoted to trying to prevent the occurrence or reoccurrence of such 
behaviors. While, as discussed below, there is debate regarding the appropriate reach of the CPS system 
in addressing these behaviors, and the capacity of the system to help children who have experienced 
maltreatment, the types of parental behaviors that cause or threaten serious imminent harm are reason-
ably clear. They include directly infl icting physical injury on the child, consistently exposing children 
to conditions or situations that carry a substantial risk of causing physical injuries or threat to the child’s 
health, engaging in sexual relations with the child or exposing a child to conditions or situations that 
carry a substantial risk of other adults engaging the child in sex, and failing to provide medical care to 
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the child. Besides resulting in current harm, experiencing this type of parental conduct also impairs the 
future development of many children (Widom this volume, Chap.   12    ). 

  Basic Economic Suffi ciency.  There are also strong reasons to focus heavily on parenting itself in 
order to achieve this outcome. The great majority of children achieve basic self-suffi ciency in adult-
hood if they have graduated from high school, have not given birth to a child before age 20, have not 
engaged in behaviors that led to incarceration in the juvenile or criminal justice system, and are not 
drug or alcohol dependent or suffering from substantial mental health problems (Sawhill et al.  2012 ; 
Wald and Martinez  2003 ). I estimate that at least 20 % of all children do not enter adulthood having 
met all these milestones (Wald and Martinez  2003 ). Multiple factors infl uence whether children attain 
these milestones as adults. There is, however, substantial evidence that the nature of the parenting a 
child receives is strongly associated with whether the child engages in these behaviors or suffers from 
serious mental health problems (Nikulina et al.  2011 ; Mersky and Topitzes  2010 ; NRC-IOM  2009a ; 
Connell and Dishion  2008 ; Sroufe et al.  2005 ). Moreover, as discussed below, the types of parental 
behaviors that compromise a child’s capacity to avoid dropping out of school etc. go beyond those that 
are considered maltreatment and dealt with by the CPS system. Therefore, there is a need to consider 
how best to help parents avoid the parenting behaviors that may undermine their children’s capacity 
to become self-suffi cient adults. 

 The case for focusing primarily on parenting is much weaker with respect to helping children 
achieve the other economic outcome identifi ed above – earning a middle-class income. The same is 
true with respect to closing the achievement gap. At present, about 30 % of all children graduate from 
high school but do not attain a post-secondary degree or credential, which is a generally a prerequisite 
for earning higher incomes and social mobility. 8  Most of these children live in low-income house-
holds, where the parents generally have limited education themselves. There are strong reasons, how-
ever, to think that the quality of parenting in these households is not problematic in the same ways as 
the parenting in the households that produce the 20 % of children that dropout of school and/or engage 
in other behaviors that impair their  basic  futures. As described below, many of the parents of the 
children who fall within the latter group suffer from multiple problems that greatly impair their par-
enting ability. It will be hard to enable their children to succeed without directly addressing the parent-
ing. Moreover, these parents often fail to take advantage of programs designed to help them or their 
children. And services for these parents often are in short supply. Therefore, a new, more proactive 
and systematic approach is needed to help these parents and children. 

 In contrast, the available evidence suggests that most of the parents of the children who gradu-
ate high school but do not go on to college provide basically adequate care of the children, although 
the levels of cognitive stimulation in their homes and the amount of some forms of positive nurtur-
ance may be relatively low (Kalil et al.  2012 ; Waldfogel and Washbrook  2011 ). Moreover, the 
evidence suggests that services focused solely on the children – in childcare, preschool, and school 
settings – are the most effective way of helping these children perform better in school (Barnett and 
Belfi eld  2006 ). While such efforts may be insuffi cient to close the achievement gap (Reardon  2011 ), 
high quality childcare, preschool, and K-12 schools can improve the likelihood that a child from a 
low- income family will not only graduate from high school, but will also obtain a post-secondary 
credential, even without involving parents. Most of these parents voluntarily take advantage of 
childcare, preschool, afterschool and other programs for their children. In addition, most of these 
parents are willing to participate when childcare settings, preschools, and schools offer to engage 
them in school activities and help them improve their parenting. It is not necessary to develop a 
new system that monitors these parents in order to help their children. 

8   Approximately half of children born in the US in 1985 received a BA or 2 year degree by age 25. 
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 Adopting the goal of producing children who will live “happy…lives in caring relationships with 
others” (NRC-IOM  2009a , p 387) as a main outcome for parenting policies is problematic for several 
reasons. First, there is little understanding of the relationship of parenting, except at the extreme ends 
of the parenting continuum, to these outcomes and the extreme ends of parenting will be addressed 
through policies focused on the other goals. In addition, taken literally, achieving these outcomes 
seem overwhelming from a policy perspective. For example, studies fi nd that as many as half of all 
adults in the U.S. experience a clinically diagnosable mental illness at some point during adulthood 
and that, in most instances, the onset of the problem occurred during childhood (NRC-IOM  2009a ; 
Vericker et al.  2010 ). This led the members of the a National Academy of Sciences study committee 
to suggest that mental illness is  “ commonplace as a fractured limb” and that parenting programs 
should be made universal (NRC-IOM  2009a , p. 48). Yet, there is little, if any, evidence that universal 
parenting programs would produce more happy adults and caring relationships. Devoting resources to 
programs with these goals as the outcome is very likely to detract from the resources, thinking, and 
capacity building necessary to establish the type of system and programs for the families where the 
need is greatest. 

 Therefore, I focus here on assessing policies and systems that have the goals of (a) protecting 
children from parenting that has caused, or threatens to cause, physical injury or sexual abuse and 
(b) altering other types of parenting that threaten the ability of children to achieve “basic economic 
suffi ciency,” as defi ned above. I believe that these should be the prime outcomes for, and focus of, 
“parenting policy.” If we develop policies that promote these outcomes, it is likely that the same poli-
cies also will enable most children to attain reasonable levels of mental and physical health during 
childhood and into adulthood.  

    Nature and Scope of the Problem 

 In order to target services and to design effective programs, it is necessary to determine the types of 
parental behaviors that signifi cantly threaten children’s current safety and/or are likely to impair a 
child’s ability to develop the skills and behaviors needed to be able to reach basic self-suffi ciency. 
It also is useful to have a reasonable idea of the scope of such parenting, in order to estimate the cost 
of any systemic approaches to address problematic parenting. In addition to affecting fi nancial 
resources, the larger the number of parents who need services the more challenging it will be to 
develop high quality, intensive interventions, especially those requiring highly trained personnel. 
These are questions the fi eld needs to examine in depth. I describe here some starting points for such 
a discussion. 

 Defi ning the type of parenting that requires active state involvement is reasonably clear when it 
comes to parental acts that endanger a child’s safety and therefore require protective intervention. 
While there remains some debate over what parental actions justify CPS involvement, at a minimum 
they include acts by the parent that have caused or have a high potential of causing serious physical 
injuries that can impair bodily functioning, including the failure of the parent to provide supervision, 
food, or medical care, such that the child has suffered or has a high likelihood of suffering such inju-
ries, and acts that constitute sexual abuse. 9  The seriousness of the harm, plus the possibility that the 
parental behavior may be repeated, makes the need for protective intervention essential. Moreover, 

9   In the 1970s, while serving as the reporter for American Bar Association’s Juvenile Justice Standards Project, I 
 proposed at set of harms that should be the focus of the CPS system. They included a limited defi nition of emotional 
injury, in addition to physical harms and sexual misuse of a child (Wald  1975 ). I still believe these are the harms that 
should be the focus of CPS. 
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the majority of the children who are subjected to any form of substantiated maltreatment cases evidence 
signifi cant long-term developmental problems, problems that may have started years before CPS 
involvement (Widom this volume, Chap.   12    ; Barth et al.  2008 ). These children have very high rates of 
disruptive behavior at school, delinquent behavior, and mental health problems, as well as low rates 
of completing high school (Mersky and Topitzes  2010 ; Currie and Widom  2010 ; Lansford et al. 
 2002 ). Promoting the long-term development of these children is further reason for trying to prevent 
the parental behaviors that constitute maltreatment. 

 Identifying the parental behaviors that do not entail threats to the child’s immediate safety but that 
might signifi cantly impair children’s future development is more diffi cult. Child development 
 specialists identify a number of elements that are involved in parenting. These include nurturance, 
discipline, monitoring of the child’s activities and needs, and intellectual stimulation (NRC-IOM  2000 ; 
Brooks- Gunn and Markham  2005 ). There may be added advantages when parents provide warmth in 
carrying out these activities. On all of these dimensions, however, there is a wide range of parenting 
behaviors that are likely to be generally adequate to help the child attain the basic outcomes I have iden-
tifi ed. The issue for policy-makers is identifying the situations that require active efforts at intervention 
(or efforts aimed at prevention) because the parenting is likely to be associated with the onset of major 
developmental problems in childhood and/or failure to achieve basic self-suffi ciency in adulthood. 

 Child development researchers posit several different mechanisms through which parental 
behaviors impair children’s development (Aber et al.  1989 ). These include attachment theory, 
social- cognitive developmental theory, ecological theory, and more recently toxic stress (NRC-IOM 
 2000 ;    Wulczyn et al.  2005 ). While these theories differ in many respects, they all agree that children 
are at substantial risk of experiencing very poor outcomes when their parents, regularly and over a 
period of time, interact with them in a manner that is highly chaotic or disorganized and/or non-
responsive or emotionally hostile (Fiese and Winter  2010 ; Sroufe et al.  2005 ; Repetti et al.  2002 ; 
Hilyard and Wolfe  2002 ; NRC-IOM  2000 ). This type of parenting is especially detrimental when 
children are very young. 

 These defi ciencies in parenting are of particular concern because they severely impair children’s 
ability to develop self-regulation, which is a “cornerstone of early childhood development that cuts 
across all domains of behavior” (NRC-IOM  2000 , p. 26). Children experiencing these types of parent-
ing often suffer serious mental health problems. Moreover, this type of parenting can fundamentally 
impair a child’s ability to adapt to, and utilize, the positive elements of other environments, including 
childcare settings and schools. For example, when parents are non-responsive or respond erratically, 
their children often learn to create crises to get attention, become demanding and or distrustful of 
people, and have diffi culty processing cognitive information from their environments (Lieberman and 
Van Horn  2008 ). When parents fail to lay the developmental groundwork, it becomes much less likely 
that other programs focused solely on child will be able to compensate for the defi ciencies (NRC- 
IOM  2009a , pp. 99–106; Repetti et al.  2002 ; Aber et al.  1989 ). Recent research indicates that all of 
this can play out biologically. Children may develop neural patterns that are hard to reverse 
(Proceedings NAS  2012 ; Center on the Developing Child  2012 ; Weithorn  2012 ). 

 To be sure, other factors, especially prolonged living in poverty, and in neighborhoods with high 
violence and poor schools, can lead to these outcomes, even when the child receives adequate parent-
ing. Addressing these other factors will be necessary in order to totally eliminate bad outcomes. And 
there appear to be ways of reducing children’s behaviors that lead to poor outcomes in adulthood (such 
as dropping out of school, delinquency, substance abuse, and teenage childbearing) that do not focus 
on altering parental behaviors. There have been substantial improvements with respect to each of these 
behaviors over the past 30 years, not all of which are likely associated with reductions in highly inad-
equate parenting. But if society is concerned with altering the life trajectories of children living in fami-
lies facing multiple risks, this will require investments in efforts to alter problematic parenting, as well 
as on trying to prevent its emergence; other approaches alone will not be suffi cient. 
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 It is not possible to determine very precisely the percentage of children that will experience 
highly inadequate parenting over an extended period during their childhoods; no longitudinal stud-
ies track this. In fact, we even lack good evidence of how many children experience actual maltreat-
ment by parents in a given year. 10  There are, however, several indicators that can be used to make 
estimates that are useful for policy purposes. Based on these indicators, I estimate that at least 
15–20 % of all  children will experience seriously defi cient parenting at some point during their 
childhood and perhaps 10 % of children will experience such parenting for an extended period. This 
includes both parenting that falls within the defi nition of maltreatment and other forms of highly 
inadequate parenting. 

 The starting point for any estimate is the number of children that are considered maltreated. In 
recent years, approximately six million children have been reported each year to CPS, about 6–8 % 
of all children in the United States (these children lived in approximately 3.3 million households, 
since many reported households have more than one child). 11  About half of these reports were 
screened out without an investigation. CPS agencies investigated allegations involving approxi-
mately 3,000,000 children each year, nearly 4 % of all children. In 2011, approximately 700,000 
children, about 1 % of all children, were found to have suffered from maltreatment, that is the 
allegations were substantiated (USDHHS  2011a ). The allegations involving the other 2,300,000 
were labeled unsubstantiated. 

 These are yearly numbers. A much higher percentage of all children born each year will be reported 
to a CPS agency at some point before they reach age 18 (Putnam-Hornstein et al.  2011 ; Bae et al. 
 2009 ). One recent study found that nearly 14 % of all children born in California between 1999 
and 2002 were reported to CPS by age 5, two times the number reported in any given year. All but 9 % 
of these reported children ultimately received an investigation (although not always on the fi rst report) 
and 5 % of all children in the birth cohort had a substantiated report by age 5 (Putnam-Hornstein et al. 
 2011 ). Many more of the children in this birth cohort will be the subjects of an investigated report 
between ages 6–18. In California, and across the United States, 40 % of all substantiated cases involve 
children fi ve or younger; the rest involve older children (Child Trends  2011 ). If 5 % of children have 
a substantiated case by age 5, it is reasonable to project that approximately 8–10 % of all children of 
the children born in California will suffer from parental behaviors that are designated as actual mal-
treatment at some point during childhood. 12  

 Confi rmed cases of maltreatment are just the starting point in estimating the number of children 
who experience parenting that is likely to impair their safety or long-term basic development. As 
noted, CPS agencies in the U.S. investigate maltreatment allegations involving over three million 
children each year. 13  It is reasonable to assume that most substantiated cases involve parental conduct 

10   In the United States, issues related to child maltreatment are primarily within the purview of each state and often vary 
by county within states. Defi nitions of maltreatment vary, as do state policies regarding when to investigate and or 
substantiate an allegation of maltreatment. It is diffi cult to compare data across states because it often is unclear how a 
particular term is being used. All data should be approached with great caution. 
11   The number of households is key, since the needed resources will be determined by the number of parents that must 
be served. The number of children in the total population has been increasing over the past 20 years, while referrals have 
remained relatively constant, so the percentage of children reported varies over time. 
12   The 8–10 % estimate assumes that some of the children who have a substantiated case after they are fi ve also will have 
had a previous substantiated case before age 5. 
13   There is out of six million reported children. There is little research indicating why reports are screened out. Some 
studies fi nd that a high percentage of these cases get reported again, but anecdotal evidence indicates that many are situ-
ations that do not involve inadequate parenting. Given the absence of good data, I have not included these cases in my 
estimates. 
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that threatens the child’s safety and development (USDHHS  2005 ). 14  The opposite conclusion is not 
appropriate with respect to unsubstantiated cases, however. A number of studies fi nd that a high per-
centage of children in unsubstantiated cases evidence signifi cant developmental problems (Cross and 
Casanueva  2009 ). In addition, several longitudinal studies have found that children reported to CPS 
agencies are considerably more likely to evidence serious behavioral problems over time, regardless 
of whether the report is substantiated, than are children from similar socio-economic households and 
neighborhoods who have not been reported to CPS (Hussey et al.  2005 ; Kohl et al.  2009 ; Mersky and 
Topitzes  2010 ). Thus, it seems reasonable to assume that most children in investigated cases, both 
substantiated and unsubstantiated, or 4 % of all children in any given year, have experienced highly 
inadequate parenting threatening their safety or basic long-term development. 

 Again, these are yearly fi gures; the California data indicate that over 12 % of children born between 
1999 and 2002 had an investigated report by age 5 (Putnam-Hornstein et al.  2011 ). In addition, it 
appears that, throughout the United States, many children who are not reported to a CPS agency are 
living in households where the quality of parenting is similar to those that do come to the attention of 
CPS. There is great variation in the level of reports and substantiations among the states. For example, 
in 2009 the rate of substantiated maltreatment varied from 31.7 per 1,000 children in Massachusetts 
to 1.2 per 1,000 children in Pennsylvania (see Appendix). 15  Children are not 25 times more likely to 
be maltreated, or receive inadequate parenting, in Massachusetts as in Pennsylvania. There seems to 
be little correlation between the level of reporting or substantiation in a state and the known risk fac-
tors for maltreatment that are present in that state (such as poverty rate). 16  In addition, there is the data 
from the National Incidence Study (NIS), a Congressionally mandated study that has been conducted 
four times, with the goal of generating estimates of maltreatment based both on actual reports and 
information from community professionals across a broad spectrum of agencies regarding situations 
they believe constituted maltreatment but were not reported to CPS (Sedlak et al.  2010 ). Findings 
from the NIS indicate that many instances of “maltreatment” go unreported. The NIS estimates of 
maltreatment are about 50 % higher than reported rates (Sedlak et al.  2010 ). Most of the unreported 
cases involve emotional or educational neglect, not physical or sexual abuse. 

 Based on the California data, other studies (Sabol et al.  2004 ), and the NIS estimates, it appears that 
at least 15 % of children will experience some form of parental behavior that constitutes legally defi ned 
maltreatment at some point during childhood. Young children are at greatest risk (Child Trends  2011 ; 
Wulzcyn  2009 ). Unfortunately, for children from poor families that number goes up dramatically; as 
many as 35–40 %of white and African-American children living in low income families may be 
reported to CPS at some point before turning 18 (Putnam-Hornstein et al.  in press ; Sabol et al.  2004 ; 
IOM-NRC  2012 ). The same does not appear true with respect to low-income Latino families, espe-
cially if the parents are non-native (Dettlaff this volume, Chap.   8    ; Putnam-Hornstein et al.  in press ). 

 In estimating the need for programs to support parenting, it seems likely that there are additional 
children living in homes where their basic development is threatened by highly inadequate parenting 
that does not constitute maltreatment under various states’ defi nitions. Since there are no studies that 
attempt to quantify the number of children living in households where the parenting is highly inade-
quate from a developmental perspective, it is necessary to estimate the percentage by looking at fac-
tors that are highly correlated with parenting. One indicator is the number of children living with 

14   Not all these cases involve safety, however. Some are situations of educational neglect and many cases involving teens 
are situations of high family confl ict. In addition, not all of these cases involved maltreatment by parents. Some physical 
and sexual abuse cases involve actions by other caretakers or people not in the parent’s household. 
15   The rate in Pennsylvania refl ects the fact that its reporting law includes only abuse. However, under a separate law 
state agencies do deal with thousands of cases of “general neglect.” 
16   If anything, those states with the highest percentage of poor, young, low-educated parents generally have lower reporting 
rates. 
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parents who are suffering from alcohol or substance addiction or severe mental health problems, since 
these conditions often affect parenting (NRC-IOM  2009b ). According to various sources, 20 % of all 
children live with an adult who had a major depression in the past year (NRC-IOM  2009b ) and nearly 
12 % of children live with an alcoholic parent or a parent abusing drugs (Strengthening Families 
 2012 ). Many of these families are reported to CPS. We do not know what proportion of the others is 
providing highly inadequate; certainly not all, perhaps not most. But some are. 

 Another factor is the percentage of children who live in poverty, especially deep and prolonged 
poverty. According to a recent study, based on data from the Panel Study on Income Dynamics longi-
tudinal study of families, over a third of children live in poverty at some point during their childhood 
(Ratcliffe and McKernan  2012 ). Over the past four decades, an average of 16 % of children were born 
to poor parents each year. Ten percent of all children were poor for 4–8 years and another 10 % were 
persistently poor – that is poor for 9 or more years during their childhood. Close to half of these chil-
dren lived in deep poverty, less than half of the poverty level. Almost 5 % of white children and 37 % 
of all African American children were persistently poor. A signifi cant proportion of the children 
raised in persistently poor families do not enter adulthood prepared for basic economic success. 
Nearly 30 % of persistently poor children do not complete high school, compared to 3 % of never- poor 
children. Twenty-two percent of persistently poor girls have a teenage premarital birth, compared with 
2 % of never-poor girls (Ratcliffe and McKernan  2012 ). 17  

 As noted above, there is mixed evidence regarding why living in poverty affects children’s 
 outcomes, especially the relationship of poverty and parenting behaviors. Certainly many parents 
who are poor provide adequate emotional care for their children, but cannot fully help their children 
overcome the effects of living in very poor neighborhoods, with bad schools, inadequate childcare, 
health hazards, etc. Some research fi nds that most poor parents do not exhibit different parenting 
practices than higher income parents (Hanson et al.  1997 ), although they may be less able to provide 
cognitive stimulation (Kalil et al.  2012 ). But there also is reason to believe that a proportion of parents 
who experience chronic poverty do not provide adequate parenting. There is a clear relationship 
between parental income and confi rmed cases of physical abuse and neglect (Drake and Jonson-Reid 
this volume, Chap.   7    ; Putnam- Hornstein et al.  2011 ). Most of these parents have less than a high 
school education and low education is associated with poorer parenting. 

 There clearly is overlap in the various numbers, given the high correlation between poverty, these 
other factors, and being reported to CPS. But the correlation is not 100 %. It is reasonable to assume, 
based on the above numbers, that in addition to the 15 % of children experiencing parenting that 
legally constitutes maltreatment, an additional 5 % of children live with parents whose parenting is 
severely affected by poverty and/or mental health/substance use so that their children’s basic develop-
ment is compromised (SAMSHA  2009 ). Thus, I estimate that approximately 20 % of children expe-
riencing highly inadequate parenting at some point during childhood. 

 On the positive side, after rising steadily and dramatically for 30 years, reports and substantiations 
of physical and sexual abuse have declined dramatically since 1994, as have estimates of these occur-
rences in the NIS (IOM-NRC  2012 ; Finkelhor and Jones  2006 ; Sedlak et al.  2010 ). Other indicators 
of factors associated with poor parenting, including domestic violence, births to young mothers, 
 substance abuse by parents, and low parent education have also declined. The only factor that has not 
declined is neglect reports, which is puzzling given the other changes. 

 The rate of bad outcomes for children also is going down, which may refl ect decline in very poor 
parenting, as well as the impact of various social programs (Wald  2012a ). Births to teenaged mothers 
have fallen by more than 25 % since 1980, to a 40-year low. The drop in births has been driven by a 
decline in teen pregnancies; there has not been an increase in the abortion rate for young women. 
Youth-crime rates also are dramatically lower, particularly the violent crime rate, which has fallen 

17   These fi gures are only for children in persistently poor families; not ever-poor families (Duncan et al.  2010b ). 
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more than 50 % from its peak in the mid-1990s. It is now lower than in 1980. Likewise, the percentage 
of youth who report engaging in either binge drinking or any drug use other than marijuana, the 
behaviors most predictive of later problems, have declined substantially. Binge drinking declined by 
almost 50 % and drug use by one-third between 1980 and 2010. 

 Even with these declines, the magnitude of the number of parents needing help and support in 
order to provide adequate parenting poses signifi cant challenges for designing and funding any sys-
tem to work with these families and in recruiting the large number of trained personnel needed to 
make services effective. At present, only a small percentage of these families come under the formal 
supervision of the CPS system; there is no other  system  dedicated to helping parents. It is critical that 
a system of parenting programs and services be available to all parents who need them. While such a 
system would not have the coercive powers of the CPS system, it should include active outreach and 
some monitoring of parental conduct, not just a variety of services for parents who actively seek help.  

    Towards a New System of Support for (and Regulation of?) Parenting 

 I turn now to examining the issues regarding the development and design of systems that have the 
goal of protecting children from harmful parenting and supporting parents experiencing signifi cant 
diffi culties in interacting with their children. I fi rst look at situations where the parenting requires 
involvement of the CPS system. I then examine possible approaches to addressing parenting that 
should not be considered maltreatment, but that needs a more focused approach than is currently 
available. My goal is to identify a number of the key issues that need to be resolved in developing 
effective approaches to helping children attain the proposed outcomes. I do not try to resolve these 
issues. I believe that these need to be debated by the fi eld and then there should be efforts that entail 
major legislative changes. Many of the other chapters in this volume focus on one or more of the 
issues I identify. 

    Protection from Imminent Serious Harm 

 The task of providing services for children who need protection from serious physical harm or sexual 
abuse is now assigned to specialized child protective agencies or departments. I concur with this 
allocation of responsibility (cf. Bergman  2010 ). These situations need to be the responsibility of a 
specialized government agency because protecting these children may require actions against the 
parent’s will, including removal of the child from the home and even termination of parental rights 
(Wald  1976 ). In addition, child protection agencies must perform a variety of functions, including 
investigation and working with courts; these activities require an organization with very different 
structures, personnel, and resources from those that are likely to be best for working with parents 
through voluntary services. 

 While a CPS system is necessary, there has been considerable debate over the past 50 years with 
respect to both the proper scope of CPS jurisdiction and the goals of state involvement. The core ques-
tion is what types of harms to children justify coercive intervention through CPS (Wald  1975 ). There 
has been concern that the CPS system is both over- and under- inclusive in terms of interventions with 
families (Waldfogel  1998 ). There also is debate regarding what outcomes for children the system 
should try to attain for those children appropriately in the system – should the goal of intervention be 
solely protecting the child from maltreatment or should it attempt to more generally enhance the well- 
being of children brought under CPS supervision (Wulczyn et al.  2005 ). Finally, there is a great deal 
of concern that the current system is not delivering services effectively. All of these issues are 
interrelated. 
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 With respect to the scope of CPS jurisdiction, the basic issue is whether harms other than the threat 
of physical injuries and sexual abuse justify CPS intervention (cf. Wald  1975 ; Waldfogel  1998 ; 
Lindsey  2004 ; Bartholet  1999 ,  2012 ; Weaver  2011 ; Dwyer  2008 ). I estimate that no more than 20 % 
of the three million children whose situations are investigated by CPS have true safety needs, from 
physical abuse, sexual abuse, or severe neglect. Less than 10 % of investigated cases, involving about 
250,000 children, lead to removal of the child. There are signifi cant variations with respect to the 
potential for serious harm by the age of the child; young children appear to be at greater risk of physi-
cal harm, while teens suffer the most sexual abuse. 

 The remaining cases that come to the attention of CPS involve parenting that threatens children’s 
emotional, social, and academic development, not physical safety. Should situations where the risk to 
the child is primarily with respect to emotional injuries and/or poor academic, social, or emotional 
developmental be handled in the CPS system? Under current procedures in most states, there is lim-
ited focus on emotional injuries and virtually none where the only problem is developmental delays, 
unless there also is a threat of physical injury or sexual abuse. Probably, most of these situations are 
referred to CPS as neglect allegations. The vast majority of cases that are investigated by CPS agencies, 
especially neglect cases, do not result in formal supervision of the family, even where there is some 
evidence of harmful parenting. Given that many of the children in cases that are not substantiated 
show long-term developmental problems and that many children at risk of poor development due to 
poor parenting are not being reported to CPS, some commentators argue for more CPS involvement 
and want legislatures to provide more resources to enable CPS agencies to work with these families 
(Bartholet  1999 ; Dwyer  2008 ). Several commentators call for more extensive changes, involving the 
greater use of termination of parental rights and placing children more quickly for adoption (Bartholet 
 2012 ; Dwyer  2008 ). Many other commentators have argued against this view; they would like to see 
different approaches to working with these families (Bergman  2010 ; US Advisory Board  1991 ). Some 
argue that mandatory reporting should be eliminated in order to reduce the reliance on the CPS system 
(Worley and Melton  2012 ; Melton  2005 ; cf. Drake and Jonson-Reid  2007 ). 

 I have recently written about why states should reduce, not expand, the role of CPS (Wald  2009 , 
 2012b ), with the concentration being on situations that raise major safety concerns. I will just briefl y 
summarize my major reasons here. 18  First, given the coercive nature of the CPS system, it is necessary 
to have clear defi nitions of the conduct that justifi es applying the full power of the state. This is very 
diffi cult to do with respect to parenting that does not involve the threat of physical injury or sexual 
relations with the child, such as emotional harm or general neglect (Wald  1991 ). 19  In addition, not 
enough is known about the relationship of parenting to specifi c  developmental  outcomes, or the 
impact of interventions as a means of achieving these outcomes, to justify  coercive  interventions in 
situations that do not pose the threat of imminent harm. Finally, the best evidence indicates the CPS 
system is not effectively dealing with cases of inadequate parenting that are currently in the system 
(IOM-NRC  2012 ). 

 Since the passage of the Adoption and Safe Family Act of 1997 (ASFA  1997 ), which added 
promotion of children’s well-being to the list of desired outcomes for children under CPS supervision, 
CPS systems must do more than provide children under supervision with safety and with permanence, 
the two outcomes that had driven the system since the 1970s. There remains, however, considerably 
controversy over what well-being means and whether CPS can promote broader outcomes (Wulczyn 
et al.  2005 ). There is relatively little research on the impact of CPS intervention on the development 

18   Bartholet and Dwyer, as well as some other commentators, argue that the child protection system is based on a pre-
sumption for parental autonomy and undervalues children’s rights and interests. I believe that the recommendations 
I am making here fl ow from a children’s interest perspective. However, it is beyond the scope of this chapter to address 
fully the parental autonomy-child’s rights debate. 
19   There also is reasonable clarity in situations involving refusal to provide critical medical treatment and active failure 
to send children to school. 
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of children who are not placed into foster care; most research has focused on whether services prevent 
the recurrence of the reported maltreatment. The limited evidence available indicates that becoming 
known to the CPS system does not lead to improved well-being for most of children (Wulczyn et al. 
 2005 ); in fact, some studies fi nd that as many as half of all reported families get re-reported within 
5 years (Thompson and Wiley  2009 ; cf. Fluke et al.  2008 ). This is not surprising since families 
referred to CPS receive “minimal services unless the situation is so severe that the child is removed 
from the home” (Schene  2005 , p. 5; USDHHS  2003 ). 

 Some experts believe that a variety of new programs have been shown to work successfully with 
maltreating parents to meet their children’s developmental needs (Chaffi n et al.  2012 ; IOM-NRC 
 2012 ). New interventions targeted directly to children also are promising (IOM-NRC  2012 ; Casanueva 
et al.  2008 ). However, the capacity of CPS systems to implement these programs on a widespread 
basis has been questioned (IOM-NRC  2012 , pp. 70, 73–74) and many (but not all) of the new inter-
ventions require intensive, costly services. If new resources become available, they should be used by 
CPS to meet the major needs of children who have been physical or sexually harmed, including their 
mental health and academic needs, as well as to provide them with safety and stability. To have the 
capacity and resources to do this, it is necessary to limit the scope of the CPS system. I believe that 
CPS is not likely to ever get the additional resources that would be needed to work effectively with the 
75 % of families in investigated cases that now do not receive supervision or services from CPS, 
let alone with new cases that would come in under an expanded defi nition of maltreatment (Wald  2009 ). 
In an era of limited budgets, CPS must compete with schools, childcare, and health coverage for 
funds. Each of these systems has politically powerful advocates. It is highly unlikely that most politi-
cal leaders will support the level of resources needed to develop high-quality programs targeted at 
responding to “neglect.” If there is to be support for services to these children, it is much more likely 
to come through the health or education systems.  

    Promoting Attainment of Basic Outcomes in Adulthood: Choosing a Delivery 
System 

 If policy-makers want to help all children reach adulthood adequately ready, in terms of skills and 
behaviors, to be able to earn a basic living, and to have basic mental health, it will be necessary to do 
more than just expand the CPS system, even if that were a good idea   . 20  The CPS system does not have 
jurisdiction to serve the millions of children in unsubstantiated cases, misses too many children, does 
not have a preventive component, and does not have the type of community support and confi dence 
needed to effectively work with large numbers of parents. Alternative approaches are needed. 

 The challenges in designing a voluntary system targeting families exhibiting, or at risk of engaging 
in, highly inadequate parenting have been recognized for many years (Polansky et al.  1972 ; Kaplan 
et al.  2009 ). Many of these parents suffer from multiple problems and, while they are not intentionally 
doing things that hurt their children, it often is diffi cult to engage them in services and sustain their 
participation. Moreover, these parents are concentrated geographically in parts of cities and in rural 
areas where there often are few organizations capable of providing high quality services, the children 
often go to the worst schools, and may have limited access to health care. 

 In addition, the knowledge base for designing services is limited, although a number of successful 
programs have been identifi ed in recent years (NRC-IOM  2000 , pp. 378–380). It is clear that services 
must go beyond the types of parent education that have too long been a staple in child protection 

20   My discussion focuses largely on services for younger children, primarily birth to fi ve and to a lesser extent 6–12 year 
olds. Many of the issues regarding teens are different and have received little attention, except for teens in foster care. 
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system; “evaluations of many forms of parenting education programs support the conclusion that 
(while) most programs for parents of young children can result in modest improvements in some 
aspects of parenting…such modest changes yield few and usually insignifi cant changes in children’s 
developmental outcomes.” (Duncan et al.  2010a , p. 39: McGroder and Hyra  2009 ). To be effective, 
programs must teach and model skills, not just provide information. There are debates about the level 
of needed services. Some experts stress the need for very intensive, high-quality services, delivered 
over a lengthy period by well-trained professionals, while others believe that shorter, less intensive 
interventions are possible, even desirable (cf. IOM-NRC  2012 ; Lieberman and Van Horn  2008 ; 
Bakermans-Kranenburg et al.  2003 ; Bernard et al.  2012 ). There is agreement, however, that in order to 
engage parents, programs must be positive, strength-based, and fl exible in providing services to meet 
individual families needs. The limited success of prior efforts requires new thinking about designing 
policies to address these families. 

 In designing a system to work with parents, three major questions must be addressed; fi rst, what 
are the necessary services; second, how are they best delivered; and third, is it best to build on what 
we have now or is a new system needed? I focus here primarily on issues related to delivery, although 
the type of services and mode of delivery are related. In the following discussion, I describe three 
major approaches currently being used to deliver services-one that focuses primarily on children, the 
other two on parents. I then identify some of the questions that must be resolved in choosing among 
alternatives. My goal is to frame the discussion that is necessary, not to propose a particular approach.

    (a)    Differential Response 
 While most people argue for a contraction, not expansion, of CPS involvement, there is a second 
debate regarding the reach of the CPS system. In recent years, many states have limited the types 
of cases that come under direct CPS supervision but have tried to use a maltreatment report as an 
occasion for connecting some of the families reported to CPS to alternative treatments; this is 
generally referred to as differential response (Fuller this volume, Chap.   24    ; Waldfogel  2008 , 
 2009a ). Under differential response, reported cases that involve less risky situations are not just 
closed. Instead, these families are referred for “voluntary” services. Differential response is gen-
erally used in situations where the threat is to a child’s long-term development, not safety. The 
vast majority of cases involve families where it has been determined that the child is not a victim 
of maltreatment (USDHHS  2010 , p. 13; Waldfogel  2009a ,  b ) 

 A differential response “system” is one possible way of addressing the needs of some of the 
children and parents I am discussing. While the services are provided by community agencies, 
starting with reports to the child protection system can serve as means of identifying families 
needing services, providing limited case management, and for keeping a history of reports. There 
is some indication that programs in several jurisdictions have had some positive long-term effects 
on family functioning (see Fuller this volume, Chap.   24    ; Loman and Siegel  2004a ,  b ). Until other 
systems are set-up to help these families, differential response may be the best possible approach 
and needed to protect some children. In addition, if the family is part of the CPS system some of 
the services might be funded under Title IVE of the Social Security Act, an entitlement program 
and therefore a potential source of open-ended funds. 

 While it is too early to assess these efforts fully, there are many questions about relying on a 
system that begins with a report to CPS, and has close connections to the CPS system, as a means 
of responding to highly inadequate parenting (Brown et al.  2012 ). First, it would be available only 
to families who have been reported; there are no outreach components or prevention efforts. 21  
Moreover, differential response still often requires an investigation process that consumes critical 
CPS resources. If the situations being chosen for differential response do not generally raise con-

21   Minnesota is developing outreach to screened-out cases. See Minnesota PSOP program.  http://www.dhs.state.mn.us/
main/idcplg?IdcService=GET_DYNAMIC_CONVERSION&dID=143876 
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cerns regarding child safety, which appears to be the case, funding investigations for these situa-
tions is an ineffi cient use of resources. 

 More critically, from my perspective, differential response does not create a  system  for helping 
these families, that is a programmatic response with a dedicated funding stream, clear mandates 
regarding outcomes, and clear criteria for who is served. “Differential Response is not a program 
intervention or even a model of practice, but rather an “approach” to organizing child protective 
service” (Daro and Benedetti this volume, Chap.   14    ; Hughes et al.  2013 ). It generally consists of 
CPS agencies referring some families to a range of local social service programs that vary greatly 
in quality, approach, and effectiveness. An effective system for working with multi- problem fami-
lies requires performance standards, accountability measures, regular monitoring, and consistent 
data collection and evaluation (Reynolds  1998 ). These are not likely to be developed in an 
approach that consists largely of CPS personnel making referrals in a non-systematic manner to a 
disparate group of local agencies. Moreover, it is unrealistic to assume that most CPS agencies, 
which are routinely challenged in providing adequate services to the children under supervision, 
will have the capacity to effectively organize and monitor an effective set of community services. 
In addition, most differential response programs have limited funding and are not designed to 
provide intensive, long-term services to the families. Perhaps such services are not necessary in 
many situations, but this is an issue that must be examined closely. 

 In order to fully assess the desirability of relying on differential response, it is necessary to 
examine the alternatives. I discuss in section (c) below a different approach to organizing a set of 
services that I believe are needed in order to help parents provide the types of care necessary to 
meet children basic developmental needs. In the proposed approach, families experiencing diffi -
culties in providing adequate care would be connected directly to a variety of supportive services 
by health professionals, childcare personnel, teachers, and even through family members. There 
would be far fewer reports to CPS and changes in mandatory reporting laws. While it may be very 
diffi cult to engender the political will needed to expand other funding streams for the alternative 
approaches I describe below, I am concerned that the existence of differential response systems 
may deter legislators from examining and funding a more comprehensive approach to the needs 
of these parents and children. I look next at various other possible approaches.   

   (b)    Increase Funding and Scope of Child-Focused Programs 
 A second way of trying to improve outcomes for children is by expanding and improving pro-
grams that primarily work with children themselves. The main systems are childcare, pre-school 
and, to a lesser degree, after-school programs and school-based programs for older youth, such 
as school health clinics. These programs are now offered in most communities. Some of these 
programs work with parents, but not generally in a systematic or intensive manner. 

 For the most part, these programs seek to improve the child’s cognitive skills, and to some 
degree self-regulation and social skills, in order to improve school performance and to reduce 
the achievement gap of children from low-income families. There is substantial evidence that 
high- quality childcare and preschool can improve children’s academic performance and general 
development, thereby closing the achievement gap and increasing the likelihood of social mobil-
ity (Barnett and Belfi eld  2006 ; Magnuson and Waldfogel  2005 ). While preschool alone is not 
likely to be suffi cient in achieving these goals, it should be a central part of a comprehensive 
strategy aimed at reaching these outcomes (Kirp  2011 ; Ludwig and Sawhill  2007 ). 

 It is questionable, however, whether programs that focus primarily on working with the 
child can have a signifi cant impact for many of the children living in very poor, highly disorga-
nized families (Duncan and Magnuson  2004 ; NRC-IOM  2000 ). The impact of these programs 
may be greatest for children where the parenting is basically adequate, except for the lack of 
intellectual stimulation and academic support (   Kalil et al.  2012 ; Brooks-Gunn and Markham 
 2005 ). In these situations, a great deal can be accomplished in settings outside the home, espe-
cially if accompanied by efforts to help the parents provide more support for their children’s 
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cognitive development. This may be particularly true with respect to low-income, low-education 
immigrant parents. 

 But there are several factors cutting against relying too heavily on regular early childhood edu-
cation (ECE) programs as the central venue for reaching and working with multi-problem families. 
Most critically, for many children the impact of highly disorganized/hostile/detached parenting on 
their academic and social development may be too great to be compensated for by programs 
focused primarily on the children themselves, especially programs focused on  improving cognitive 
abilities (Duncan and Magnuson  2004 ; NRC-IOM  2000 ). To help these children, it is critical to 
engage the parents more extensively, which often requires working in the home as well as in other 
settings (Lieberman and Van Horn  2008 ; NRC-IOM  2000 ). As one of the leading researchers on 
the impact of early childhood has stated “(t)he simple provision of rich, center- based learning 
experiences for young children is not in itself suffi cient for preventing developmental lags if their 
brain circuits are burdened by anxieties and fears that result from adverse life circumstances. These 
disruptive experiences must be addressed directly” (Shonkoff et al.  2011 , p. 14). 

 In addition, most ECE programs are not likely to have the incentives or capacity to carry out 
the needed activities. ECE is increasingly being assessed in terms of the proportion of children 
helped to become academically ready for kindergarten. Even with additional resources, many 
ECE programs may not want to work with the highest-risk families, since the success rate in terms 
of achieving school readiness may be low and the resources required extensive. Moreover, many 
of these parents do not enroll their children in childcare or preschool. 

 Still, it is worth exploring enhancement of ECE programs to address parenting. They are becom-
ing universal in the U.S. for low-income families, which may make them an attractive, non- 
stigmatizing setting for all parents. It may be desirable to have children from highly inadequate 
families socializing with children from other families and the parents as part of support groups in 
these settings. Education is a large funding stream that will not disappear, although there are many 
demands for the funds. In a number of places, ECE programs are receiving consultations from mental 
health providers on how to work with children experiencing signifi cant behavioral problems. 

 However, given the push to have most early childhood programs focus on cognitive develop-
ment, it may be preferable to develop special programs, like Early Head Start, that are designed 
to work with intensively with both parents and children and that will deliver services in the home 
as well and in childcare settings. In any case, working with parents through ECE systems must be 
supplemented by programs that reach families with children under 2 and over 5, since most ECE 
programs focus only on children in this age range. The most likely role for early childhood and 
other school based programs is as a component in system that begins with strong parenting pro-
gram for new parents (at least those who are at statistical risk of not providing adequate parenting) 
and specialized services for other parents who face special challenges in childrearing. I look now 
at the possible elements of such a system.   

   (c)    Community-Based Programs Focused on Higher-Risk Parents and Children 
 In most communities, there are multiple health and social service programs that are designed to 
help to prevent the emergence of harmful parental behaviors, to promote positive parent–child 
interactions, and to help parents who are experiencing diffi culties with parenting. Many of these 
are described throughout the chapters in this volume (see the chapters by Daro and Benedetti, 
Chap.   14    , Molnar and Beardslee, Chap.   15    , and Hashima, Chap.   16    ). These programs may be 
provided by government agencies, non-profi t community organizations, and in some cases by 
profi t-making entities.     

 There are three main programmatic approaches currently being employed to support and enhance 
parenting. One, the federal Women, Infants, and Children Program (WIC), focuses primarily on preg-
nant mothers. WIC provides nutritional and counseling services to low-income, nutritionally at risk 
pregnant women and mothers of young children. WIC serves 53 % of all infants born in the United 
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States (WIC at a Glance   http://www.fns.usda.gov/fns    ). While WIC employs activities designed to 
encourage pregnant women to adopt healthful behaviors, including eating well and refraining from 
smoking, drinking, and using drugs during pregnancy, the major focus is on providing access to medi-
cal care and nutrition. It does not focus on parenting skills outside of this domain. 

 The second, home visiting, focuses more directly on improving parenting, through home based 
parenting support and education, usually offered at the time a woman becomes pregnant or gives birth 
(see Daro and Benedetti this volume, Chap.   14    ). These programs now reach 500,000 children 
(Ammerman et al.  2010 ). Services are offered for differing periods of time, in some cases as long as 
3 years (Paulsell et al.  2010 ). The mostly widely known program model is the Nurse Family Partnership 
(NFP) model, developed by David Olds over a number of years (Olds  2010 ). It currently provides 
services primarily to fi rst time, young mothers; this is the group for whom the program has demon-
strated the most effectiveness. There also are a number of other home visiting models that have been 
implemented in different jurisdictions. Although home visiting has been tried at the local level for 
over 40 years, it is just now is receiving major federal support, through a large-scale experimental 
initiative to test the effectiveness of various models (USDHHS  2011b ). 

 The third approach seeks to improve children’s cognitive and social development, while also 
improving parenting skills, through center-based education and support services that involve exten-
sive focus on the parent as well as the child (distinguishing these programs from the types of pre-
school efforts discussed above). This approach includes Early Head Start and various preschool 
programs that include heavy parental involvement, such as the Chicago Parent Child Centers and 
some Head Start programs. Preschool programs that actively engage parents have been shown to have 
an impact on children’s long-term behaviors, perhaps even to a greater degree than on their cognitive 
development (Schweinhart et al.  2005 ). There are several efforts underway to expand the capacity of 
childcare centers and preschools to work with multi-problem families. One major effort is Educare, a 
network of programs that provides at-risk children and their parents with center-based childcare, 
preschool, and social work support from birth to age 5 (Kirp  2011 ). 22  

 In most communities, there also are various structured programs that provide skills training and 
advice to parents experiencing diffi culties in childrearing. These generally are available to all parents 
on a voluntary basis, although they usually serve families with children ages 2 and older. Three such 
programs use well-developed and replicable models: the Triple P-Positive Parenting Program (Triple P) 
(Sanders et al.  2003 ; Prinz et al.  2009 ), Incredible Years (IY) (Webster-Stratton  2005 ), and the 
Strengthening Families Program (SFP) (Strengthening Families  2012 ). All three employ relatively 
short interventions, from 1 to 20 sessions (Barth  2009 ). In addition, some communities have available 
more intensive clinical services for parents experiencing signifi cant problems in interacting with their 
children. These families may self-refer or be referred by organizations working with the child or 
parent. Two highly regarded programs are intensive parent child therapy (Lieberman and Van Horn 
 2008 ), which works with parents experiencing a variety of parenting problems and Multi-Systemic 
Therapy (   Henggeller  1999 ), which focuses on families whose children are committing delinquent 
acts. These programs are distinguished by their intensity, the need for highly trained personnel, and 
expense. Most of the specifi c programs just described are considered evidence-based in that there is 
research indicating that the model of program delivery has proven more effective for participants than 
doing nothing or than being in a comparison programs. 

22   The program resembles the Abecedarian Project, conducted in the 1970s. In Abecedarian, a group of “high-risk” new 
parents were provided home-based parenting support; their children also received very high quality childcare and pre-
school from infancy until kindergarten. A long-term follow-up of the participants indicates that the program led to better 
long-term outcomes for many of the children. However, even with a program of this intensity and quality, 28 % of the 
children did not graduate high school and there was no apparent impact on the level of criminal convictions or substance 
abuse (Campbell et al.  2012 ). Interestingly, Abecedarian had stronger impact on college going and social mobility than 
on helping the bottom group, indicating that it might be best for poor, but reasonably functioning, parents. 
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 In addition to such “evidence-based” programs, virtually all communities support a number of 
local programs that provide various services to parents experiencing diffi culties with a child, such as 
family resources centers and community mental health centers (Hashima this volume, Chap.   16    ). 
While there are indications that some of these programs are highly effective, most have not been 
evaluated in a reasonably scientifi c manner. There is virtually no evidence about how small, good 
programs can be scaled to reach large numbers of families. 

 There clearly is clinical knowledge about how to work with these families (Lieberman and Van Horn 
 2008 ), and a number of individual programs in local jurisdictions offer high-quality services to multi-
problem families. However, while a small a number of programs show positive results, the impacts 
generally are modest in size. In fact, even in programs considered as proven to be effective, a signifi cant 
portion of the children have still experienced substantial problems upon follow-up, and the success may 
have involved children living with better functioning parents. Often it is not clear whether the programs 
are reaching the most highly disorganized, multi-problem families or having results with such families. 
This is true with respect to home visiting, Early Head Start, and parenting programs like Triple P and 
the Incredible Years. For example, in a recent report Olivia Golden and other researchers concluded 
that most home visiting programs were not reaching, or serving effectively, mothers suffering from 
depression (Golden and Fortuny  2011 ). Daro and Benedetti conclude that “the current prevention 
service network and system has failed to reach deep into the at-risk population and has not created the 
contextual and normative change necessary to maximize the safety and healthy development of the 
nation’s children” (this volume, Chap.   14    ,  p. 296; Walker et al.  2012 ). In reaching this conclusion, 
Daro is speaking about programs where reducing maltreatment is the goal. It may actually be the case 
that current programs are better able to reduce maltreatment than alter parenting that impairs children’s 
longer-term development, which would make their conclusion even more sobering. 

 Most importantly, no state or community provides these types of services in a systematic manner 
that integrates the various approaches, connects families to on-going support as children age, and that 
examines community needs and makes funding priorities based on needs. 23  They largely work indepen-
dently of each other, have different funding streams, and may serve different target populations. They 
often focus on a single problem, such as substance use, mental health, or domestic violence. Most of 
the programs do not have resources to reach even the full target population. Unlike school systems, that 
now are being held accountable for producing educational outcomes, no agency or program is account-
able for producing any outcomes for the children.   

    Developing a Coordinated System 

 Given the depth of the barriers facing many multi-problem parents, it may not be adequate to just 
improve existing programs and make them available to all parents who seek them out. To really help 
children, a much more coordinated set of services, starting during pregnancy and available for as long 
as needed, is likely to be necessary. 

 Figure  13.1  shows what such a system might look like for parents with infants and young children. 
It would include several core programs, such as WIC and home-visiting, that would be provided to 
parents on a universal or targeted basis. There would then be three possible tracks of services for 
parents and children. One track would be for children in homes where there was no need for special 
parenting services; this track would focus on the child and include high-quality child care and pre-
school designed to help prepare children for academic success in K-12. A second track would offer 

23   There are a few such efforts being tried on an experimental basis, such as the Durham Initiative (Dodge et al.  2004 ; 
Daro  2009 ) and the well-known Harlem Children’s Zone. Community-wide initiatives are diffi cult to implement and 
sustain; a number have failed (Daro et al.  2009a ,  b ; Walker et al.  2012 ). 
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services, such as Early Head Start and special preschool, for families that needed more focus on 
parenting; these programs would work with both the parents and the children. Finally, some children 
and parents with special needs would receive intensive services, such as Educare, intensive parent–
child therapy, and Triple P. WIC personnel, home visitors, pediatricians, childcare and preschool 
personnel, and teachers might be both direct service providers and charged with referring families that 
need additional services to the appropriate resource, based on their knowledge of the family. As dis-
cussed below, this approach might include incentives to parents for participation, contingent upon 
their active participation; it would not just make services available and hope that all parents will vol-
untarily participate. Certain elements, such as home visits, might be made mandatory as a condition 
for receiving some forms of income support or job training.

   The particular programs identifi ed below are current programs that have a signifi cant evidence 
base; they are examples of possible elements, not necessarily the recommended set of programs. One 
model for the creation of such a system might be Project LAUNCH, a system of coordinated services 
currently being tested in 35 communities throughout the United States, funded by the federal 
Department of Health and Human Services (http://projectlaunch.promoteprevent.org).  

    Moving Forward-Five Core Issues 

 There are a number of issues that must be resolved in designing a system that responds to parents’ 
needs and is likely to improve the chances that children will have successful outcomes. Given the 
limited success of past efforts to help parents and alter problematic behaviors, there needs to be 
 careful thought not only about the theory behind each program but also about the challenges of 
implementation. 24  It is rare that legislation establishing and funding programs addresses issues of 

24   Designing a system, or even individual programs, that can provide quality services may be especially hard in rural 
areas, as well as in cities with high levels of poverty. Yet, a large percentage of the target parents and children live in 
these areas. Policy proposals, and legislation, often ignore the special challenges created by geography. 

  Fig. 13.1    Support system fl owchart       
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implementation. It may be better to try to do a small number of things well than to continue to 
experiment with the wide range of approaches currently being tried.

    1.    Multiple Programs v. Small Number 
 At present, a wide-range of program models are being utilized in different jurisdictions, even 
where there is an attempt to use evidence-based practices. Different jurisdictions employ various 
home visitor models, parent–child behavior modifi cation models, etc. One key issue is whether to 
continue to support the use of multiple programs models or to concentrate funding on a small 
number of models and establish procedures to continuously improve these programs’ through 
research and evaluation. As Daro and Benedetti discuss in their chapter, there are arguments for 
each approach. 

 A number of factors support encouraging and funding local variation. Most communities have 
a variety of services in place that are not easy to alter. Building a more uniform approach around a 
small number of program models would require getting Congress and state legislatures to alter 
funding streams, which also is not easy to do. Given the absence of a single approach that has been 
clearly shown to be superior, many commentators suggest continued experimentation, encourag-
ing states and localities to use a variety of both evidenced-based programs and local models in 
order to see which are most successful and for what populations. Allowing each community to 
select a program that best fi ts its capacities and integrates with local resources also may lead to 
better implementation. This is the approach ultimately adopted by the federal government to test 
home visitor programs and underlies the recommendations made by several committees of the 
National Academy of Sciences (NRC-IOM  2009a ,  b ; IOM-NRC  2012 ). 

 There is a strong argument, however, for adopting a very small number of programs and trying 
to build their capacity overtime. In families facing multiple problems, parenting is very diffi cult to 
change. In general, successful programs have a clear theory of how to infl uence both parent and 
child development (Reynolds  1998 ). It may be easier to improve the quality of available services 
if there are just a few models in operation. Rather than try to evaluate a large number of different 
approaches, which often leads to little really usable information, it may be preferable to implement 
the programs with the best available current theory and evidence and to create a capacity building 
entity to work with local units, engaging them in continuous improvement (Ammerman et al. 
 2010 ). Moreover, this approach may be superior from a research and evaluation perspective. 
Evaluation of a single program model may yield more useable information than the current scat-
tered research approach, which often involves a small-scale evaluation of a particular program with 
no on-going research that builds knowledge. It also is possible to customize a program to meet the 
need for local variation. 

 As a practical matter, moving to a very small number of models for any of the various approaches 
may not be politically feasible, as was evidenced by the reaction to the original intention of the federal 
Department of Health and Human Services to fund just one model in the home visiting experiment. 
This met widespread resistance by the fi eld. Many programs have constituencies that can strongly 
infl uence funding. The research community always is calling for more research on a variety of 
approaches, without really addressing whether such research is likely to produce useable knowledge. 
But, I believe that the desire to do everything needs to be reexamined, particularly in an era of limited 
budgets. A more focused research agenda examining a small number of policy- relevant issues and 
designed to help existing programs improve, rather than create new models, should be discussed.   

   2.    Expand Individual Programs or Build a System 
 Whether it is decided to invest in multiple programs or a few models, there also is the issue of 
whether the various types of services should, and can, be integrated into a single systemic approach 
tying together the various services, as outlined above. Many people at the ground and policy levels 
push for an integrated, systemic approach. However, getting the funding and administrative struc-
ture for a coordinated system is very diffi cult; proponents of more coordination have been trying 
unsuccessfully for many years to change the behavior of federal, state, and local governments. 
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Funding, at both the federal and state levels is heavily siloed into different problem areas (mental 
health, domestic violence, substance abuse, etc.), with different agencies having oversight of 
different programs, making development of a fully coordinated system very diffi cult. The silo 
problem infl uences advocacy and research as well. 

 Given the politics, it may be best to continue funding a small number of specifi c programs at the 
federal and state levels and encourage local jurisdictions to develop coordinating mechanisms. The 
program(s) should be embedded in health and education systems, since these are the only systems 
with suffi cient fi nancial resources necessary to have a system of high quality programs. Clearly 
WIC should be supported, since parental participation in WIC reduces the likelihood of premature 
and low-birth weight infants, a group that is at high risk of developmental problems 25  (Almond and 
Currie  2010 ). For children 0–2, a high quality home health visitor program, such as the Olds 
model, could be adapted to work with a target population that exhibits multiple-risk (   Boris et al. 
 2006 ). This would require connecting the HHV component into a system that provides treatment 
for mental health, substance abuse, and family violence. For somewhat older children, a substantial 
expansion of Early Head Start (EHS), which already is focused on working with higher-risk par-
ents and children (Schumacher et al.  2006 ; Child Trends  2010 ; Ayoub et al.  2011 ), might be the 
best approach. These might be supplemented by one or several parent–child programs that have 
been tested and appear to work for fairly severe kinds of problems, such as Triple P and IY. Each 
of these approaches does have systemic qualities, although they are not coordinated with each 
other. They have program models and technical assistance capacity, although most operate more 
like a franchise without strong central control. Since most of these approaches are heavily depen-
dent on federal support, it is possible to develop regulations or even new legislation that would 
focus on improving implementation, including perhaps giving less discretion to localities with 
respect to implementation issues.   

   3.    Targeting and Identifi cation 
 The debate over whether programs should be available universally or only supported for use with 
targeted populations is a continuing conundrum. Daro and Benedetti (this volume, Chap.   14    ) 
review some of the arguments that relate to prevention of maltreatment. 

 The main argument for universality generally is that only universal programs generate high 
levels of support. Targeted programs for higher risk families are seen as both stigmatizing and 
unable to generate a large enough constituency to infl uence government funding. It seems ques-
tionable, however, whether a set of adequate services can be put in place without some target-
ing, at least for some of the programs, like WIC, home visiting, and Early Head Start. Only a 
portion of all parents require relatively intensive services in order to be able to provide their 
children with protection and the type of supportive parenting necessary for them to attain basic 
economic well- being as adults. However, helping these families requires far more resources 
than is currently being invested; for example, Early Head Start is available to only 3 % of the 
eligible population and this is an income-tested program (which may of course refl ect the prob-
lem of generating support). While a substantial portion of the population might benefi t from 
some parenting support, especially at the time of a fi rst baby, it seems highly unlikely that 
legislatures will provide funds to serve the entire population – and this may not be a good use 
of limited resources. 

 There are several possible ways of targeting, including means testing, placing services in areas 
with high levels of likely need, or by using some form of risk assessment tool to identify and reach 
out to high need families. Over the past 20 years there have been signifi cant advances in the use of 
risk assessment tools in the juvenile justice and child welfare systems to determine the level of 
supervision and services that should be offered to people whose behavior requires intervention. 

25   This is primarily true for premature or low birth weight children who live with low-income parents. 
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These apply to people who have already engaged in problematic behaviors and the issue is what 
type of actions to take. However, several recent studies have identifi ed factors that help predict 
which parents will place their children at high risk of very poor developmental outcomes. While 
the studies are not consistent with respect to specifi c factors, they all fi nd that it is the presence of 
multiple factors, not any single factor, which is predictive of future problems (Dishion et al.  2008 ; 
Felitti et al.  1998 ; Putnam-Hornstein and Needell  2011 ). Resources also should be focused on 
families where a child already is exhibiting behaviors that are predictive of poor long-term out-
comes, for example children with high levels of school absences, substantial developmental delays, 
or signifi cant problem behaviors at school or preschool. 

 In addition, even within the target population, different families may require different levels of 
intensity of services. A number of studies have reported good outcomes for children through the 
provision of what seem to be relatively limited services to parents. These include Family Check-Up 
(Dishion et al.  2008 ), Parent–child Interaction Therapy (Thomas and Zimmer-Gembeck  2011 ), 
and various other programs (Bakermans-Kranenburg et al.  2003 ; Bernard et al.  2012 ). However, 
other parents may need more long-term, intensive services (Henggeller  1999 ; Lieberman and Van 
Horn  2008 ; DePanfi lis et al.  2008 ). More thinking is needed regarding how to decide who needs 
what level and type of services.   

   4.    Incentives and Monitoring 
 A core issue that has received little attention is how to get parents to engage in needed services. 
Many of the target parents either do not seek out services or do not complete participate fully after 
entering services. At present, this is not an issue that receives much attention, in part because for 
most programs there are not enough resources to serve all who volunteer, so there is no need to 
force or try to induce other parents to participate. However, if a system is developed and suffi -
ciently funded so that it reaches all target families, it may be necessary to do more than just offer 
parents services and hope that they will utilize them. 

 There are several different possible approaches. 26  One is to offer various “hard” services to 
parents in connection with parenting training. For example, there are efforts to provide job training 
programs and education programs for mothers in coordination with childcare centers (Golden and 
Fortuny  2011 ). This is being tried in connection with both Early Head Start and Head Start (King 
et al.  2009 ). Such services may be able to attract parents who might not otherwise participate in 
parent–child programs and sustain their engagement. A second approach is to offer fi nancial incen-
tives to parents who participate in parenting programs, such as childcare subsidies, housing subsi-
dies, or some type of children’s allowance. A critical issue is whether allowing the parent to 
participate in training programs or receive various fi nancial rewards should be made contingent on 
participation in a parenting program and evidence of improved parenting, as Mexico is doing 
through the Progresa program and as some states have done in connection with the TANF program; 
given low engagement and high attrition rates in various programs, making benefi ts contingent 
seems like an important element (Aber and Rawlings  2011 ). The potential monitoring role of sup-
port personnel, like home visitors, also needs to be explored.   

   5.    Economic Support 
 As noted above, poverty is a central factor in the lives of many parents who struggle to provide 
adequate parenting to their children. While the causal issues are still unresolved by researchers 
(Duncan et al.  2010b ; Mayer  2010 ; Costello et al.  2003 ; Drake and Jonson-Reid this volume, Chap.   7    ), 
it seems clear that reducing poverty, especially deep and persistent poverty, is a necessary element 
of any approach to helping children achieve the four outcomes I have been discussing. Since the 
passage of “welfare reform” in 1996 (PRWORA  1996 ), poverty policy in the United States revolves 

26   One possibility that has been proposed is to license parents (Westman  1994 ). There are a number of reasons this is 
problematic (Wald and Sandmire  1990 ). 
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largely around connecting all parents with jobs. This approach has had successes, but many parents 
still live in deep and persistent poverty. Little attention is being paid to their plight and the plight 
of their children. It is unrealistic to expect that parents facing major problems just surviving eco-
nomically can or will participate fully in programs designed to help them parent better. Parenting 
programs must be connected to income-support and job training. 

 There are some current experiments with “two-generational” approaches that seek to support 
the academic and social development of young children while working with their parents on edu-
cation and job skills (Aspen Institute  2012 ). It is too early to assess the impact of these efforts. But 
any new discussion of approaches to improving parenting must be accompanied by a new discus-
sion of approaches to helping parents acquire the education and work skills needed to enable them 
to parent well (Sabol and Chase-Lansdale  2012 ; Blank  2007 ; Halpern  1999 ).    

      Conclusion 

 In the United States, there is a major focus on improving educational institutions in order to enable 
more children to perform at higher academic levels in K-12 schools, to graduate from college, and to 
close the achievement gap. Under current public policy, educational institutions are increasingly being 
held accountable for specifi c outcomes, through the use of rewards and sanctions tied to these out-
comes. There is now a great deal of attention being paid by policy-makers, child care and school 
personnel, advocates, and researchers to the educational policies and programs that might be useful in 
helping children better succeed in school. 

 In contrast, there is far less discussion and public debate about how to improve policies and 
programs designed to help children by improving parenting in homes where the parenting is 
highly inadequate. Rather, the main policy movement has been to extend education into early 
childhood, with a focus on the child not the parent. This is part of the historic pattern in the 
United States to try to improve children’s lives primarily through education. This tendency is 
refl ected even in the most signifi cant scientifi c effort to address public policy for children, 
 Neurons to Neighborhoods , the report of the NRC-IOM Committee on Integrating the Science 
of Early Childhood Development. While this group recognized the critical importance of ade-
quate parental care, it’s recommendations focused largely on improving child care, not on ways 
of improving parenting (NRC-IOM  2000 , pp. 392–393). At the same time, there has been a ten-
dency among advocates, practitioners, and academics concerned with social services to propose 
exceptionally broad and ambitious social policy and research agendas that have little chance of 
being funded or effectively implemented. 

 A new discussion is needed, one that begins by specifying the outcomes society wants for children. 
It must be recognized that priorities among these outcomes need to be established because different 
policies and investments are associated with each outcome. The policies and programs that are most 
effective at increasing college enrollment and completion, or closing the achievement gap, may be 
quite different from those that try to help children attain more basic outcomes. It is likely to take far 
more resources and more controversial policies in order to help the children who are at greatest risk 
with respect to the outcomes of safety and basic economic well-being. Focusing on these children and 
parents is perhaps the most challenging task, in terms of the value choices, generating political will, 
and implementing effective approaches. I believe that there is a moral imperative to work with the 
most disadvantaged (Wald and Martinez  2003 ). Hopefully, more policy-makers will come to this 
conclusion.   
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     Appendix 

 Child maltreatment victims aged 0–5 per 1,000 population in FFY 2009, by state.

     

    Source: USDHHS ( 2010 )   
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           Introduction 

 Developing an effective prevention response to maltreatment has long been stymied by the sheer 
breadth of behaviors and social conditions associated with the terms child abuse and neglect (Daro 
 1988 ; Helfer  1982 ; Daro and McCurdy  2007 ). Parental behaviors considered as abusive or neglectful 
include, among others, the willful or intentional physical beating of a child; the failure to provide for 
a child’s basic emotional and physical needs; overt emotional abuse of a child through continuous 
belittling, inappropriate control or extreme inconsistency; and the sexual mistreatment of a child or 
use of a child for sexual pleasure (Myers  2006 ). Social norms and public policies that condone and, 
sometimes, promote corporal punishment or high levels of violence and sexually explicit language in 
the media as well as child poverty, inadequate housing, failing educational systems and limited access 
to preventive health care also represent, in the eyes of some, society’s collective maltreatment of its 
children (Garbarino  1995 ; Straus  2000 ). Given this diversity in perspectives, it is understandable that 
the fi eld has struggled with defi ning the problem’s scope, consequences, and appropriate interventions 
to both remediate its effects and prevent its occurrence. 

 Setting aside the issue of social conditions and inadequate welfare and support systems, the number of 
children directly abused or neglected is substantial. One of the earliest and most rigorous studies on the 
annual incidence of maltreatment estimated that in 1968 between two and four million families either 
failed to act or used physical force with the intent of hurting, injuring or killing their children (Gil  1970 ). 
Since that time, repeated household surveys and national incidence studies consistently document a 
problem of notable proportion and one that affects children of all ages and socio- economic groups 
(Finkelhor et al.  2005 ; Gelles and Straus  1988 ; Sedlak and Broadhurst  1996 ; Sedlak et al.  2010 ). 

 More recently, child abuse reporting statistics as well as federally funded national incidence 
studies have observed a notable decline in certain types of maltreatment offering some evidence 
that investments in treatment and prevention strategies are yielding results (Finkelhor  2008 ). For 
example, the Fourth Federal National Incidence Study on Child Maltreatment (NIS-4) completed 
in 2010, reported a 19 % reduction in the overall rate of child maltreatment since the 1993 incidence 
study (Sedlak et al.  2010 ). The most recent study found signifi cant drops in the rates of sexual 
abuse, physical abuse, and emotional abuse, changes that have been mirrored for several years in 
the administrative data maintained by state child welfare agencies (U.S. Department of Health and 
Human Services  2011a ). 
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 Unfortunately, these reductions are not consistent across populations or communities. For example, 
only minimal changes have been observed in reported rates for child neglect among the nation’s poorest 
children and the number of child abuse fatalities, the vast majority of which involve children under the 
age of fi ve, have increased in recent years (U.S. Department of Health and Human Services  2011a ). 
And while declining, the absolute number of children confi rmed as victims of maltreatment remains 
high. Indeed, state and local child protective services (CPS) agencies received an estimated 3.3 
million referrals alleging child abuse or neglect in 2010. These referrals included more than 5.9 million 
children and, of those, approximately 695,000, or 9.2 per 1,000, were determined to be victims of 
maltreatment (U.S. Department of Health and Human Services  2011a ). 

 Although reductions in the documented cases of maltreatment are uneven and many children continue 
to be victimized, the overall trend suggests that comprehensive prevention strategies, high- quality 
clinical interventions for victims and perpetrators, and policies and laws that hold those who harm 
children accountable for their actions all have the capacity to keep children safe (Finkelhor  2008 ; 
Daro  2010a ). The critical question moving forward, however, is how to effectively extend and deepen 
this capacity. 

 Today, the United States and many world economies are facing signifi cant challenges. Public 
safety nets as well as social and health service systems are operating with restricted budgets even as 
an increasing number of children are reared in households with fewer fi nancial and human resources 
(Addy and Wight  2012 ). High unemployment rates among those just entering the work force, the 
absence of middle income jobs for those lacking advanced education and training, and the growing 
number of children being raised in households with a single caretaker create environments that can 
elevate parental stress and potentially create a higher risk for maltreatment (McLanahan et al.  2010 ). 
In order to address this increased need with diminishing public resources, the next generation of 
prevention strategies will need to be more effective and more effi cient. 

 The purpose of this chapter is to take stock of where the prevention fi eld is at and to identify those 
areas that offer the richest opportunities for doing better. The chapter is not simply a review of exem-
plary prevention programs but rather an overview of how the fi eld has evolved and the core issues and 
challenges it faces moving forward. Beginning with a prevention history, the chapter examines the 
various stages through which the fi eld has evolved, briefl y summarizing the major gains observed 
during these stages. The chapter then summarizes the research emerging from four “pillars of preven-
tion planning” which currently frame the fi eld and generate the greatest interest among policy makers, 
practitioners, and researchers. These include a primary focus on strategies that target a child’s fi rst few 
years of life and strengthening early parent–child relationships; public policy initiatives making 
investments in a growing number of evidence-based program models with demonstrated success in 
achieving targeted outcomes; the emphasis on implementation research to insure program replication 
occurs with consistent fi delity and quality; and the importance of creating effective service delivery 
systems capable of sustaining and extending the reach of promising interventions. The chapter con-
cludes with a discussion of the challenges facing the fi eld and outlines a set of promising pathways 
available for improving prevention’s reach and effectiveness.  

    What Has Been Accomplished 

 Several policy and contextual factors have infl uenced the general structure and focus of the prevention 
fi eld over the past 40 years. At the most general level, efforts to prevent child maltreatment have 
moved through multiple stages – public recognition of the problem, experimentation with a wide 
range of prevention programs addressing one or more factors believed to increase a child’s risk for 
maltreatment, an intentional focus on services targeting pregnant women and new parents, and the 
evolution of broadly defi ned preventive systems of care and service integration across diverse domains 
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(Daro and Cohn-Donnelly  2002 ; Daro  2009 ). At each stage, public policy and interventions have been 
shaped by research and practice lessons from the previous stage. 

 As initial awareness and understanding of the issue grew in the late 1970’s, the fi eld moved into 
the development and replication of a diverse set of interventions designed to both remediate the 
negative impacts of abuse and prevent its reincidence and initial occurrence (Cohn  1983 ). These 
programmatic investments followed two distinct paths – interventions targeting reductions in 
physical abuse and neglect (including emotional neglect and attachment disorders) and interven-
tions targeting reductions in child sexual abuse (Daro  1988 ,  2010b ). Programs in the fi rst group 
emanated from a research base that suggested physical abuse and neglect resulted from a parent’s 
lack of knowledge, resources and emotional capacity. These prevention strategies included, among 
others, services to new parents, general parenting education classes, parent support groups, family 
resource centers, and crisis intervention services such as hotlines and crisis nurseries (Cohn  1987 ). 
In contrast, the primary target population for sexual abuse prevention has been potential victims, 
not potential perpetrators. Strategies within this framework included a number of educational-
based efforts, provided on a universal basis, to children on the distinction between good, bad and 
questionable touching and the concept of body ownership or the rights of children to control who 
touches their bodies and where they are touched (Wurtele and Miller-Perrin  1992 ). These educa-
tional programs also encouraged children and youth who had been victimized to report these 
incidences and seek services. 

 While this broad array of interventions most certainly assisted many families and addressed several 
of the most egregious problems and lack of options identifi ed in early clinical studies, not all families 
were well served by this system. This prevention “continuum”, while logical, missed an important 
aspect underlying ecological theories of maltreatment: the additive and interdependent impacts of 
multiple factors on a parent’s ability to care for her child (Daro  1993 ). Further, program evaluations 
and basic research on the profound impacts of abuse and neglect on a young child’s developmental 
trajectory and her capacity to form stable relationships as an adult, resulted in the prevention fi eld 
placing primary emphasis on investments in services for new parents, particularly home based inter-
ventions (Carnegie Task Force  1994 ; Shonkoff and Phillips  2000 ). 

 With these lessons in mind, the fi eld is now focusing on ways to better coordinate and integrate 
services provided through multiple domains and alter the context in which parents rear their children 
(Daro and Dodge  2009 ). The goal is shifting from individual level change to achieving population 
level change by creating safe and nurturing environments for all children, communities in which par-
ents are supported through both formal services and normative values that foster mutual reciprocity. 
Strategies for creating these types of safe and nurturing environments are far from self-evident. As 
Melton, Thompson, and Small have noted, achieving child protection becomes a shared, moral 
responsibility “not merely to prevent wrongdoing, but to achieve positive obligations as well” ( 2002 , 
p. 11). Although such systems are not fully operational in any community, the goal of altering both 
the individual and the context in which she lives potentially provides a more potent programmatic and 
policy response (Daro et al.  2009 ). 

 Moving forward, child abuse prevention efforts will continue to evolve in response to at least four 
trends framing the current research and policy landscape. First, a broad range of research and practice 
experiences suggest directing prevention resources to pregnant women and new parents is the most 
promising approach for achieving a meaningful reduction in population level maltreatment rates. 
Second, public and private programmatic investments are being directed to an increasing number of 
programs with evidence of effectiveness, as determined through rigorous research. Third, more 
focused attention is being paid to how programs are being implemented, documenting the degree to 
which program standards are being systematically followed over time. Finally, growing attention is 
being paid to how individual services are linked within a coordinated system of care and the attributes 
required for sustaining such systems over time. These characteristics are not unique to child abuse 
prevention efforts nor do they account for all of the investments currently being made in reducing the 
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likelihood for maltreatment across diverse populations and circumstances. However, they are dimensions 
that are framing an increasing proportion of the fi eld’s research, practice and policy agendas. The follow-
ing sections summarize key research in each of these areas. 

    Early Childhood Matters 

 While initiating prevention services at the time a child is born has long been a core component of child 
abuse prevention efforts, new advances in neuroscience have given rise to stronger empirical evidence 
supporting this approach. Such research has highlighted in very dramatic and visual ways the negative 
impacts that poor parenting and stress can have on a child’s developing brain and the longer term 
implications of this damage into adulthood. During early childhood, neural connections in the brain 
are being formed, and “serve and return” activities – when an adult responds to an infant’s coos and 
other verbalizations in a controlled manner – are instrumental to the healthy development of motor 
skills, language, memory, emotion, and behavioral control. Attentive care giving from adults is abso-
lutely essential during formative years when the brain is most sensitive to external forces (Center on 
the Developing Child  2012 ). 

 In 2011, a collection of medical bodies published several academic journal articles and dissemi-
nated a press release calling attention to child maltreatment and other forms of toxic stress in the 
lives of children (Committee on Psychosocial Aspects of Child and Family Health et al.  2011 ; 
Shonkoff et al.  2011 ). Each publication identifi es the fi eld of human development as multidisci-
plinary, and emphasizes the importance of collaborative efforts and information exchange between 
the fi elds of neuroscience, molecular biology, genomics, developmental psychology, epidemiology, 
sociology, and economics. They link the effects of toxic stress to the failure to develop coping skills 
and adaptive capabilities and “unhealthy lifestyles” (e.g. substance abuse, poor diet, lack of exer-
cise) that can lead to fragmented social networks and fi nancial hardship in adulthood. Additionally, 
they reiterate the need for adult caregivers to buffer children to keep stress levels within a healthy 
range (Committee on Psychosocial Aspects of Child and Family Health et al.  2011 ). In an eco-bio-
developmental (EBD) framework that describes the “inextricable interaction between biology (as 
defi ned by genetic predispositions) and ecology (as defi ned by the social and physical environ-
ment)”, nature and nurture are highlighted as critical and intertwining components of human devel-
opment (Shonkoff et al.  2011 , p. 234). 

 Technological and methodological advances have played a large part in our rapid understanding 
of cognitive development. New MRI and fMRI capabilities and human and animal studies have led 
to a better understanding of both functional and structural changes in the developing brain 
(Blakemore  2011 ), and early life stress can now be connected to cognitive impairments in adoles-
cence (Mueller et al.  2010 ). A number of studies have tested the neuroendocrine system that helps 
the body to maintain balance when experiencing child maltreatment and other stressful situations 
through the regulation of cortisol levels. Findings have shown atypical cortisol levels associated 
with abuse or neglect (Oosterman et al.  2011 ), a caregiver experiencing high stress (Fisher and 
Stoolmiller  2008 ), exposure to prenatal substance abuse (Fisher et al.  2011a ), and time in the fos-
ter care system (Fisher et al.  2011b ,  c ; Pears et al.  2011 ). These fi ndings lead researchers and poli-
cymakers to raise questions about the types of interventions that will most effectively ensure 
healthy brain development, but also about whether it is possible for interventions to change neural 
processes in brains that have already undergone damage due to trauma. Some researchers suggest 
that the most recent fi ndings on neural plasticity provide evidence that it may be possible to design 
interventions to reverse negative effects on brain development caused by environmental trauma in 
childhood, particularly in regard to executive  function development (IOM and NRC  2012 ; Bryck 
and Fisher  2011 ). 
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 Indeed, many interventions have proven effective in alternating the negative impacts of early 
trauma (Barnett et al.  2008 ; Bernard et al.  2012 ; Dozier et al.  2009 ) and improving the development 
of executive function (National Scientifi c Council on the Developing Child  2011 ). However, the 
prevention fi eld has continued to place emphasis on expanding research and investments in programs 
targeting new parents. As discussed in the subsequent section, the provision of home based interventions 
offered at the time a woman becomes pregnant or gives birth are among the most widely disseminated 
child maltreatment prevention strategies (Daro  2010b ). Although fi ndings remain inconsistent across 
program models, target populations, and outcome domains, the approach continues to demonstrate 
impacts on child maltreatment frequency and harsh punishment (Chaffi n et al.  2012 ; DuMont et al. 
 2010 ; Lowell et al.  2011 ; Olds  2010 ; Silovsky et al.  2011 ), parental capacity and positive parenting 
practices (Connell et al.  2008 ; Dishion et al.  2008 ; DuMont et al.  2010 ; LeCroy and Krysik  2011 ; 
Nievar et al.  2011 ; Roggman et al.  2009 ; Zigler et al.  2008 ) and healthy child development (DuMont 
et al.  2010 ; Shaw et al.  2009 ; Lowell et al.  2011 ; Olds et al.  2007 ). In addition, repeated follow-ups 
on families enrolled in Nurse Family Partnership’s randomized clinical trials support the long-term 
effi cacy of early intervention on parents (Eckenrode et al.  2010 ) and children (Kitzman et al.  2010 ; 
Olds  2010 ). Given the empirical strength of these fi ndings and the strong support home visiting has 
from policymakers, we anticipate that the prevention fi eld will continue to focus on extending the 
availability of such early intervention efforts for new parents. 

 Although home-based interventions have the most robust data base, a number of parenting educa-
tion and group-based interventions also have achieved improvements in parental capacity, particularly 
in cases where they have targeted risk factors associated with child abuse and neglect such as sub-
stance abuse, mental illness, domestic violence, and child conduct problems (Barth  2009 ). A 2011 
review of 46 randomized control trial evaluations of parenting programs focuses on long term out-
comes across multiple developmental periods and fi nds that existing programs show a variety of posi-
tive effects up to 20 years after the intervention occurred (Sandler et al.  2011 ). Specifi c parenting 
program evaluations were conducted on The Incredible Years, an evidence-based parenting program 
that treats child conduct problems (Letarte et al.  2010 ; Marcynyszyn et al.  2011 ; Webster-Stratton 
et al.  2011 ), and Parents Anonymous, a mutual self-help group (Polinsky et al.  2010 ). 

 In addition to offering direct services to new parents, greater consideration is being given on how 
best to use existing service delivery systems that regularly interact with families to address the poten-
tial for maltreatment. For example, the medical fi eld has long sought ways to better address healthy 
child development and child maltreatment within clinical settings. Historically, the traditional check-
 up appointment has been plagued by barriers preventing health professionals from taking up this 
responsibility. Doctors are oftentimes uncomfortable discussing sensitive issues, and they lack the 
training to instigate such conversations and the ability to recognize key warning signs. Additionally, 
adequate and comprehensive screening tools have not been made available to all primary care provid-
ers (Dubowitz et al.  2009 ). The Healthy Steps program, an evidence-based model which places child 
development specialists within selected pediatric practices, was initially created in the 1980s to 
address this issue. Today, Healthy Steps is available in 17 states, and has demonstrated consistent 
impacts on child health, child development and school readiness, and positive parenting practices 
(Caughy et al.  2003 ; Minkovitz et al.  2001 ,  2007 ). 

 More recently, the Safe Environment for Every Kid (SEEK) was created to help health profession-
als address risk factors for maltreatment through a training course, the introduction of a Parent 
Screening Questionnaire, and the addition of an in-house social worker team to work with families. 
Two studies were recently conducted to test existing SEEK programs: one to determine outcomes for 
children and families and one to measure effects on the health professionals participating in the inter-
vention (Dubowitz et al.  2009 ). The fi rst was a randomized trial conducted between 2002 and 2005 in 
resident clinics in Baltimore, Maryland. Those families enrolled in the SEEK treatment group showed 
signifi cantly lower rates of maltreatment across all measures (Dubowitz et al.  2009 ). Two years later, 
a second study was conducted to determine if the program changed doctor attitudes, behaviors, and 
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competence in addressing child maltreatment in their patients (Dubowitz et al.  2011 ). Eighteen private 
practice primary care clinics participated in a cluster randomized control trial. The pediatricians from 
the SEEK group signifi cantly improved in their abilities to address substance use, intimate partner 
violence, depression, and stress, and they reported higher levels of comfort and perceived competence 
(Dubowitz et al.  2011 ). 

 Continued advancements in neuroscience, medicine, psychiatry and psychology increase our 
understanding of child development, and in turn, improve the scientifi c foundation of successful 
interventions to support healthy families. While the link between early experiences and optimal 
child development is becoming clearer, how to systematically intervene in this period remains a 
challenge. The period from birth until about 5 years of age is a period where families are not 
universally anchored to formal supports. From a policy standpoint, once children enter school, it 
is much easier to determine children’s needs, monitor their progress, their challenges, and engage 
with families. Before kindergarten, it is much harder to establish systematic connections with the 
children and families that would benefi t the most from programs designed to optimize develop-
mental outcomes, teach good parenting techniques, and develop protective factors. Parenting 
needs vary widely based on factors like culture and income level, and thusly, successful tech-
niques for engaging parents in different communities and across different populations vary. These 
differences are diffi cult to measure, and generally, parents improvise with what is available to 
them. Despite the challenges of early intervention, the quality of programs being developed and 
the diversity of strategies being employed are demonstrating that measurable and meaningful 
improvements can be achieved early in a child’s life in a number of core outcome domains, 
including child maltreatment.  

    Investing in Evidence-Based Programs 

 In the current economic and political climate, public policy increasingly supports the implementa-
tion of evidence-based, tested programming. President Obama’s administration has worked with the 
Offi ce of Management and Budget (OMB) to roll out a series of “evidence-based initiatives” with the 
main goals of expanding effective social programs, eliminating ineffective programs, advancing 
evidence- based programming, and creating the opportunity for high quality research and evaluation 
(Haskins and Baron  2011 , p. 6). This emphasis on selecting and replicating evidence-based pro-
grams have fostered several large scale federal initiatives that either directly, or indirectly, expand 
prevention services that reach families at risk of maltreatment. 

 Most notable has been the passage of the Maternal, Infant, and Early Childhood Home Visiting 
program (MIECHV), which was authorized as a part of the Affordable Care Act of 2010 (U.S. 
Department of Health and Human Services  2011b ). Over 5 years, this program will allocate $1.5 bil-
lion worth of grants to states to implement evidence-based home visiting programs. The program is 
administered through the Health Resources and Services Administration (HRSA) and the 
Administration for Children and Families (ACF). The initial grant required that all state applications 
include a comprehensive needs assessment to identify the communities most at-risk for poor maternal 
and child health. In the assessment, states took stock of the communities’ greatest defi ciencies, assets, 
and resources, and they created a plan to address the unique needs of that community. 

 Federal regulations required that 75 % of state funding be invested in evidence-based program 
models approved by HRSA. In 2009, the federal government funded Home Visiting Evidence of 
Effectiveness (HomVEE) to conduct a systematic review of the research available on 22 home visiting 
programs. Of the original 22, nine programs met the evidence threshold and were subsequently 
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approved by HRSA for state implementation. 1  Through implementation of these programs and the 
development of coordinated early intervention systems, states are required to set and achieve bench-
marks in three of six core domains: maternal and child health, childhood injury prevention, school 
readiness and achievement, crime or domestic violence, economic self-suffi ciency, and efforts to 
coordinate with existing community resources. 

 Following a similar process of interagency collaboration and investment in evidence-based pro-
grams, the U.S. Department of Health and Human Services in partnership with the U.S. Department 
of Education established a $500 million competitive grant competition to improve access to high 
quality early education programs. Specifi cally, the Race for the Top – Early Learning Challenge 
(RTT-ELC) assists states in achieving three goals: (1) increase the number of low-income and disad-
vantaged infants, toddlers, and preschoolers who are enrolled in a high quality education program; 
(2) create an integrated system of programs and services; and (3) require that assessments conform 
with the standards of the National Research Council in the area of early childhood education. In 
October of 2011, 35 states, Puerto Rico, and Washington DC applied for grants of $50–$100 million. 
The amount awarded was determined by the relative population of low-income children served by the 
state. The states recommended for funding were California, Delaware, Maryland, Massachusetts, 
Minnesota, North Carolina, Ohio, Rhode Island, and Washington. 2  

 This emphasis on supporting evidence-based interventions also is refl ected in current support for 
teen parents. Encouraged by a growing evidence base surrounding teen pregnancy prevention pro-
gramming, the Obama Administration commissioned a literature review on existing research to 
inform a decision to launch a federal initiative in this area. In the review, program models were identi-
fi ed that were associated with high quality research, two of which showed sustained reductions in teen 
pregnancy in randomized control trials (Haskins and Baron  2011 ). 3  In 2010, under the Teen Pregnancy 
Prevention Initiative (TPPI), the Offi ce of Adolescent Health (OAH) awarded $75 million to pro-
grams that had high quality research supporting their effectiveness. Seventy-fi ve programs were cho-
sen from 32 states. 4  Another $15 million was awarded to support promising strategies to second tier 
“demonstration programs” that have the potential to contribute new innovative approaches to 
addressing teen pregnancy. 5  Lastly, OAH partnered with the Centers for Disease Control (CDC) to 
support community-wide models in eight locations. 6  

 Finally, the strategy has led to additional services on programming designed to improve father 
engagement in caring for young children. The Department of Health and Human Services (HHS) 7  has 
established a $150 million initiative to promote “healthy marriage promotion and responsible father-
hood.” Under this initiative, the Administration for Children and Families (ACF) provides a resource 

1   The nine evidence-based programs chosen as “national models” and green-lighted for implementation as part of the 
MIECH-V program are: (1) Child FIRST, (2) Early Head Start-Home Visiting, (3) Early Intervention Program for 
Adolescent Mothers (EIP), (4) Family Check-Up, (5) Healthy Families America (HFA), (6) Healthy Steps, (7) Home 
Instruction for Parents of Preschool Youngsters (HIPPY), (8) Nurse Family Partnership (NFP), and (9) Parents as 
Teachers (PAT). For more information on the home visiting models assessed for effectiveness, visit the U.S. Department of 
Health and Human Services Home Visiting Evidence of Effectiveness website:  http://homvee.acf.hhs.gov/Default.aspx . 
2   Department of Education website:  http://www2.ed.gov/programs/racetothetop-earlylearningchallenge/awards.html . 
3   More information about evidence-based programs identifi ed by the review can be found at the Offi ce of Adolescent 
Health website here:  http://www.hhs.gov/ash/oah/oah-initiatives/tpp/programs.html . 
4   More information about individual projects is available from the Offi ce of Adolescent Health here:  http://www.hhs.
gov/ash/oah/oah-initiatives/tpp/grantees/tpp-tier1.pdf 
5   Demonstration programs funded by OAH:  http://www.hhs.gov/ash/oah/oah-initiatives/tpp/grantees/tpp-tier2.pdf 
6   Information on community-based teen pregnancy prevention efforts can be found at the CDC site here:  http://www.
cdc.gov/TeenPregnancy/State-Community-Orgs.htm . 
7   HHS Promoting Responsible Fatherhood website:  http://fatherhood.hhs.gov/2010Initiative/index.shtml . 
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called the National Responsible Fatherhood Clearinghouse (NRFC). NRFC is a media campaign 
disseminating information about responsible fatherhood and healthy marriage with the help of a website 
featuring aggregate resources available to individuals and families. 8  Additional monies fund activities like 
counseling, mentoring, marriage and relationship education, and the Strengthening Families Evidence 
Review, a database of research on fatherhood programming. 9  Increasing the accessibility to informa-
tion and services for the public could contribute to the reduction of child maltreatment rates by 
preventing damaging parenting practices from ever occurring. 

 Obama’s evidence-based initiatives to support healthy families and positive parenting are based on 
a blueprint that identifi es the target social problem, chooses model programs that are proven to work 
through rigorous and high quality research, funds the large-scale implementation of model program-
ming, and requires continued evaluation of ongoing interventions (Haskins and Baron  2011 ). While 
these methods are logical, responsible, and could lead to a reduction in programming costs in the 
future, the current economic crisis has created a political climate where sound research is not a suffi -
cient reason for expanding investments (Haskins and Baron  2011 ). The need for greater fi scal auster-
ity presents a danger to all of the current evidence-based initiatives and may lead to an overall 
downsizing of social spending in the United States over the next several years, a move that not only 
dampens enthusiasm for investing in quality research but also may well reduce the availability of 
services to families at risk for maltreatment.  

    Understanding Program Implementation 

 With a growing policy focus on the implementation of evidence-based models in large scale initia-
tives, it becomes necessary for research to test and examine how best to introduce these models into a 
diverse array of community settings. Implementation responsibilities include staff training and cre-
dentialing, fi delity to protocol, engagement of community members, connection of participants to 
other existing services and programs, continued evaluation of program components, attrition rates, 
and mostly importantly, positive outcomes for parents and children. There is common consensus that 
preventive strategies should be assessed in terms of their capacity to achieve both immediate and 
distal outcomes for children, parents and families. That being said, there is less understanding about 
which aspects of our service delivery system support these outcomes, even after rigorous evaluations 
prove a model’s overall effectiveness. We have a propagating list of models proven to elicit positive 
outcomes, but far fewer evaluations have been done that test the actual process of implementation and 
dissemination (Mildon and Shlonsky  2011 ). 

 There is an existing body of literature on the subject of program implementation (Durlak and 
DuPre  2008 ), and in 2005 the National Implementation Research Network published a valuable step- 
wise process for program implementation (Fixsen et al.  2005 ). For any organization thinking about 
bringing their program model to scale, it is important to fi rst clarify exact goals. There are three dif-
ferent ways of “going to scale” identifi ed in the literature: expansion, which increases the scope of 
operation; replication, which involves getting others to import the model; and collaboration, which is 
forming partnerships to divide the responsibility of going to scale (Cooley and Kohl  2005 ). Before 
initiating any of these types of scaling up, it is recommended that an organization, after clarifying 
what is being brought to scale, test and refi ne the model, conduct a needs assessment and allot enough 
time for the site to develop readiness and capacity. Site readiness is essential to implementation 
success and most replication failures can be linked to inadequate site preparation or readiness (Elliot 

8   ACF maintains the NRFC website to provide up to date information to families:  http://fatherhood.gov/home . 
9   ACF OPRE resources on fatherhood programming research:  http://www.acf.hhs.gov/programs/opre/strengthen/
proven_promising/index.html . 
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and Mihalic  2004 ). Additionally, a third party assessment of the implementation often provides other 
critical elements to the process of scaling up and helps accurately determine the impacts (Cooley and 
Kohl  2005 ). The main lesson the literature conveys is that for effective replication, it is essential for a 
site to develop a clear plan and allow enough time for readiness so as not to rush to implementation. 

 Program fi delity is another critical issue to consider when bringing a model to scale. Today, few 
evaluations have identifi ed the specifi c components that can be used to determine program fi delity, but 
a history of research on the subject sheds some light on current efforts (Gearing et al.  2011 ). In 2009, 
the National Evidence-Based Practices (EBPs) Project published fi ndings on a study in which inter-
ventions were evaluated for their use of a new implementation model that utilized fi delity feedback 
reports. Among the critical factors they identifi ed: strong on-site leadership committed to high fi delity 
outcomes; effective educational trainings and materials provided to a skilled and competent workforce; 
ongoing technical assistance; and routine feedback to providers on the clinical aspects of their work 
(Bond et al.  2009 ). Unique challenges exist in measuring fi delity in child welfare systems, and while 
some measures of fi delity (e.g. frequency and dosage) are easily quantifi ed, others are more subjective 
and rely on the practitioner’s professional judgment (Kaye and Osteen  2011 ). 

 In a study of the implementation of one child safety program, model developers and local practi-
tioners worked together to establish both fi delity instruments and measurement instruments. The 
observed model was successful in part because it was inclusive and built capacity amongst stakehold-
ers, and it could be replicated in other sites in the future (Kaye and Osteen  2011 ). “Safeguarding 
fi delity” in one’s interventions requires high quality training programs, an evidence base that is easily 
understood by practitioners and includes outcomes for interventions with diverse participants, and 
staff that are experienced in a number of different protocols. Additionally, clear and comprehensive 
program materials are essential, clinical outcome data should be collected, and staff should be both 
evaluated and supported at all steps of the process (Mazzucchelli and Sanders  2010 ). 

 In some cases the program model needs to be adapted to fi t a specifi c population. Ensuring that the 
adaptation does not compromise the fi delity of the model is important to sustaining impacts. How do 
we effectively implement evidence-based programs with high fi delity, but also with adaptability to 
cultural, socioeconomic, and demographic difference? Those involved in the successful implementa-
tion of the universal, community-based Positive Parenting Program (Triple P) in different settings 
have offered fi ndings from evaluations of such efforts. They conclude that strict adherence to manual-
ized treatment does not necessarily lead to the best outcomes and believe it is possible to train practi-
tioners to adapt to the circumstances of their work without moving outside the evidence-base 
(Mazzucchelli and Sanders  2010 ). 

 Taking a program to scale often raises questions about the sustainability of the program or initiative. 
Common sustainability challenges for prevention programs include: securing funding that supports 
services and system functions without compromising quality or the program model’s design; demon-
strating effi cacy of the model and ensuring replication with quality; and maintaining the program 
characteristics that made the program successful in the past (Elliot and Mihalic  2004 ). When planning 
strategic implementation of an initiative, it is important to incorporate institutionalization of the 
 program, to build community ownership from the start, and to secure long-term sustainable funding 
opportunities (Chavis and Trent  2009 ).  

    Building Service Delivery Systems 

 Maximizing prevention efforts at the population level requires new understanding of how to con-
struct and sustain effective state systems, local community collaboratives, and robust community-
based organizations. All stakeholders in the child welfare system, from the perspective of prevention 
to deep-end service provision, agree that greater focus must be paid to building human service 
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delivery systems that facilitate pragmatic collaboration. In the current economic climate, pressure 
mounts to provide effective and effi cient systems of care. Up until now, previous research efforts in 
the area of agency-collaboration have been predominantly descriptive, and for the most part they 
provide a summary and history of relevant research on the topic (Tseng et al.  2011 ). When consider-
ing changes to systems of care to increase the potential for agency collaboration, it is benefi cial to fi rst 
establish a framework to guide efforts. In the conception of this foundation certain questions should 
be asked, i.e. are these changes structural or operational and do they attempt to achieve long term 
or short term impacts? What is the collaborative’s current “developmental” stage? (Tseng et al. 
 2011 ). The developmental stage of the system is important because different factors are crucial to 
the success of a collaborative at different times throughout the process. For example, in the forma-
tion stage, communication between member parties is essential as roles and responsibilities are 
assigned, and an overall system of operation is established. In the stage of conceptualization, the 
identity of the group takes precedence as a mission statement is created, goals and strategies are set, 
and so on (Tseng et al.  2011 ). Through the collection and categorization of data collected from 
successful collaborative systems, researchers will be able to determine which aspects of the process 
are necessary to achieve positive outcomes, and thusly, will have the basic tools with which to 
improve social service systems overall. 

 System building efforts require a fi rm and well-researched framework, but they also require atten-
tion to both individual organizations and the people they employ. Current work in organizational 
theory can provide useful guidance for establishing an organizational environment that is not only 
open to change, but one that fosters innovation. A review of relevant literature suggests that individu-
als are more likely to go along with change within their organization if (1) they have been trained in 
the new procedures and policies in advance of implementation; and (2) when they feel they are work-
ing in an environment with a “learning culture” (Choi and Ruona  2011 ). First, employees must be 
made to feel that the impending change is not only necessary, but likely to be successful. Therefore, 
investing in informing and training the entire organization about new upcoming initiatives is essential 
to the process (Choi and Ruona  2011 , pp. 47–49). Second, contextual factors like environment and 
leadership are highly infl uential. As a result, a culture of learning must be established early, so that all 
members of an organization buy in to the idea that learning is a perpetual process and the best organi-
zations are able to adapt easily to new improvements (Choi and Ruona  2011 , p. 60). 

 In a study to determine if organization type (public vs. private) or organizational support infl uence 
the attitudes of providers towards the use of evidence-based programs, results indicate that providers 
working within private, for-profi t organizations have more positive attitudes toward innovations like 
evidence-based programming and are more open to implementing evidence-based interventions 
(Aarons et al.  2009 ). Currently, a movement is underway to make government organizations and 
agencies more effi cient by becoming more responsive to the needs of their client and changes in the 
environment (Daniels and Sandler  2008 ). The fi ndings of Aarons and colleagues ( 2009 ) suggest that 
while a movement to redesign government with private business models in mind exists, there is still a 
long way to go before public agencies are as deft and open to the implementation of cutting edge 
programming. In the meantime, additional resources and attention should be paid to public institu-
tions implementing new evidence-based programming. 

 Data-sharing is another important issue facing agencies that work together to benefi t children and 
families. A 2011 study on data-sharing in a hospital setting for the purpose of quality improvement 
showed fi ndings similar to those indicated as important to overall system-building efforts. In order for 
a hospital to excel in data-sharing efforts it should have strong organizational leadership, organiza-
tional reverence for the data, a strong vision for organizational goal attainment, data to track service 
quality and program outcomes, and staff who share an understanding of the importance of the col-
laborative effort (Korst et al.  2011 ). Results intended to increase data-sharing in hospitals can be 
extrapolated to agency collaboration efforts because in each instance separate and somewhat 
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autonomous departments/agencies must work to meet goals designed to improve overall effi ciency 
and effectiveness, thusly affecting outcome measures for clients. 

 These findings can be easily applied to data-sharing to promote child maltreatment preven-
tion. In fact, a 2011 Government Accountability Offi ce (GAO) report found that strengthening 
the national data on child fatalities could aid future prevention efforts (Brown  2011 ). The federal 
National Child Abuse and Neglect Data System (NCANDS) does not require inclusion of all 
available information regarding the circumstances of child deaths, and it is likely that a number 
of child deaths are not counted in NCANDS at all (Brown  2011 ). Challenges in data collection at 
the local level are caused by inconsistent interpretations by law enforcement, medical examin-
ers, and child welfare workers. At the state level, coordination efforts across jurisdictions and 
state agencies can fail due to confi dentiality issues (Brown  2011 ). The GAO recommends that the 
HHS invest in strengthening data quality, expanding available fatality information, and improv-
ing information-sharing (Brown  2011 ). Researchers call attention to the potential of new tech-
nologies in developing much needed longitudinal, multi-sector, multi-dimensional administrative 
data bases (Duncan et al.  2008 ; Jonson-Reid and Drake  2008 ). Better data on child maltreatment 
occurrence will lead to research that can shed light on how to build better prevention interven-
tions and program components. With regard to the overall quality and effi ciency of service deliv-
ery systems, future improvements will be dependent on successful collaborative initiatives, 
organizational and community buy-in, a fostered organizational “learning culture,” and the smart 
collection, analysis, and sharing of data.   

    Current Debates Facing the Field 

 Ecological theory has been used for several decades to frame the child abuse prevention paradigm, 
recognizing that most maltreatment stems from a complex web of factors within a person’s personal-
ity, family history and community context (Belsky  1980 ; Bronfenbrenner  1979 ; Garbarino  1977 ; 
Cicchetti and Rizley  1981 ). In addition to articulating a nested set of domains governing human 
behaviors, ecological theory identifi es a set of risk factors as well as protective factors. As such, the 
theory underscores the importance of crafting prevention strategies that seek to reduce the interper-
sonal and environmental challenges families face and to build a network of protective or supportive 
factors that can help families cope with risks that are not easily eliminated or modifi ed. 

 Although the theory has strong heuristic capabilities and has been useful in outlining the array of 
factors that contribute to abusive and neglectful behavior, it has demonstrated more limited utility as 
a policy and practice framework for several reasons. First, ecological theory, by defi nition, suggests 
prevention efforts are needed at multiple levels of the social ecology. Unfortunately, the more success-
ful interventions, as noted earlier, are well-focused and build their strategies around a limited number 
of causal pathways. Indeed, multifaceted initiatives that attempt to alter an array of variables at mul-
tiple ecological levels frequently struggle with implementation issues and a sense of mission drift as 
they attempt to address myriad reasons parents may struggle to care for their children (Daro and 
Dodge  2009 ). Second, responsibility for health, education, economic well-being, housing, and child 
protection is distributed across many federal and state agencies, each of which defi ne core outcomes 
and standards of best practice within their own disciplines and sphere of infl uence. Developing, man-
aging and sustaining programs that cut across these defi ned areas in the manner suggested by an 
ecological framework is, at best, challenging. Finally, measuring outcomes and success is easier at the 
participant level than at a population level. As such, the prevention response has been more focused 
on creating a series of interventions that target distinct populations rather than efforts to alter com-
munity context or normative values. 
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 In short, we have a theoretical framework that many in the fi eld embrace at direct odds with the 
prevention fi eld’s current programmatic initiatives. Although there have been notable gains in both the 
fi eld’s awareness and understanding of maltreatment, the current prevention service network and sys-
tem has failed to reach deep into the at-risk population and has not created the contextual and norma-
tive change necessary to maximize the safety and healthy development of the nation’s children. 
Crafting a prevention framework that better aligns our programmatic efforts with our theoretical 
explanation for maltreatment requires policy, practice and research communities to address how 
resources are allocated along at least three continua:

•    Universal versus targeted approaches to service delivery  
•   Evidence-based programs versus innovation  
•   Direct services versus infrastructure    

 None of these debates have an absolute answer nor can they fully be resolved through the 
empirical process. However, creative problem solving is best served when diverse opinions are 
recognized and openly debated. Effective policy directions are often those that capture the most 
promising elements of both ends of a continuum rather than limiting the choice to one end or the 
other. Within the child abuse prevention fi eld, we believe these three dimensions represent this 
type of fertile opportunity for new learning. 

    Universal Versus Targeted Prevention Efforts 

 Much of the prevailing research on the effectiveness of various prevention programs argue for invest-
ing resources in targeted as opposed to universal services (Karoly et al.  1998 ; Heckman  2011 ). 
Targeted programs generally produce stronger outcomes with their participants, in part, because such 
participants have a higher likelihood to experience diffi culties in the absence of intervention and, 
therefore, have more to gain if interventions are successful. As such, it is not surprising that the effect 
sizes in randomized trials of targeted programs exceed the effect sizes of programs that engage a 
broader spectrum of participants (Horowitz and Garber  2006 ). Although those engaging in high qual-
ity prevention services do indeed benefi t from early intervention, it is equally true that many of the 
most diffi cult and challenged families fail to fully engage in these services (Daro et al.  2003 ; Guterman 
 2001 ; Navaie-Waliser et al.  2000 ). And once enrolled, they fail to stay enrolled for suffi cient time to 
achieve targeted program objectives (Duggan et al.  2000 ; McCurdy and Daro  2001 ). 

 Further, the high cost of these interventions suggest care is needed if they are to be targeted solely 
on the basis of various demographic indicators of risk such as young maternal age, poverty, or single 
parent status. While low-income parents, those raising children on their own, and those birthing chil-
dren before their own developmental trajectory has been stabilized face signifi cant challenges, not all 
poor parents, teen parents or single parents require intensive, long term interventions to avoid abusive 
or neglectful behaviors. 

 Beyond these logistical challenges, targeted prevention programs suggest that struggles with 
parenting are limited to only certain segments of the population and that most parents have no 
need for additional assistance to avoid acts of abuse or neglect. This strategy does little to create 
a collective commitment to child well-being or to draw the public together in a shared obligation 
to insure the optimal health and development of all children. Targeted prevention efforts rein-
force a stark line between parents that can meet their obligations and those that cannot, contribut-
ing to society’s “coming apart” which as long troubled many social policy scholars (Bellah  1985 ; 
Murray  2012 ; Wuthnow  1991 ). 

 Moving forward, it seems prudent for prevention advocates to invest some resources in strate-
gies that provide universal offers of assistance to parents at critical infl ection points in the 
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parenting process where the demands of caregiving are high. Possible timing for such universal 
assistance might be at the time a child is born, the transition to toddlerhood, and the onset of 
puberty. Limited evidence exists regarding the capacity of such interventions to have meaningful 
impacts on child maltreatment rates. However, initial fi ndings regarding the benefi ts of universal 
assessments and offer of assistance at birth are promising (Alonso-Marsden et al.  2011 ; Dodge 
et al.  2012 ; Daro et al.  2005 ; Fischer et al.  2008 ) as are fi ndings on the impacts of multi-tiered 
prevention strategies (Prinz et al.  2009 ; Sanders et al.  2003 ). The eventual impacts of this type of 
embedded system on child development outcomes and parental behaviors are not yet known 
because studies are now in progress. And, as with all interventions, ultimate impacts will be a 
function of implementation quality, the universal outreach system’s ability to identify accurately 
the level of support parents require, and the capacity of local formal and informal resources to 
meet identifi ed demands.  

    Evidence-Based Interventions Versus Innovations 

 As discussed earlier, public investments are increasingly being directed to program models iden-
tifi ed as being “evidence-based” and ongoing assessment or monitoring of program effects are 
being built into service operations (Haskins and Baron  2011 ). This new clarion call for evidence-
based decision- making is re-framing the process through which prevention strategies are selected 
for replication. When faced with the need to select a given strategy or defi ne a specifi c service 
delivery process, policy makers, agency directors and direct service staff are asked to view those 
decisions through an “evidence- based” lens. Competing alternatives are weighted in relation to 
their ability to demonstrate signifi cant and meaningful impacts on their target population. The 
evaluative fi ndings included in such assessments generally refl ect fi ndings from clinical random-
ized trials or, in some instances, carefully crafted quasi-experimental designs (Tseng  2012 ). The 
logic behind this decision-making framework is that such standards increase the likelihood that 
programs and policies will refl ect rigorous thinking and will, therefore, increase the odds that 
public and private resources will be invested in strategies most likely to achieve policy or pro-
grammatic objectives. 

 Although no one can seriously disagree with the importance of reviewing empirical fi ndings before 
allocating public funds, the ability of existing evidence-based approaches to realize desired objectives 
is neither absolute nor sustainable. The strategy insures that one is implementing programs that have 
demonstrated effects. It cannot, however, insure that such effects will continue to occur indefi nitely, 
particularly when the underlying characteristics of the population shift or the service and policy con-
text is altered. Even if the population and context remains stable, research has repeatedly demon-
strated that attempts to replicate strong programs often fail to adhere to program standards in such 
critical dimensions as dosage and duration or capture the original intent or manner in how such ser-
vices should be delivered (Durlak and DuPre  2008 ). 

 This lack of certainty in replication and potential decline in relevance underscores the impor-
tance of also investing in innovations or alternative service delivery methods, which while 
untested, may provide important insights into extending the effectiveness of prevention services. 
Maximizing the benefi ts and minimizing the limitation of “rational decision-making” requires a 
more nuanced application of the concept. A rigid adoption of a decision-making process that 
would suggest you design a program, test it, determine that it works, and then market it without 
a clear pathway for learning how to do better will not create an informed program planning pro-
cess. The policy target or message should not be simply a mandate to adopt empirically-based 
practice, but rather to establishing an implementation and decision-making process that will 
insure continuous program improvement.  
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    Direct Service Investments Versus Infrastructure 

 As we have noted, many barriers exist in replicating programs with quality and extending the avail-
ability of services to those families facing the most diffi cult circumstances. While some of these 
barriers lie within the programs themselves, attention has shifted to consider the elements of context 
that support or complicate the initial implementation and sustainability of the most promising inter-
ventions (Tibbits et al.  2010 ; Wandersman et al.  2008 ). Just as any physical structure requires 
strong infrastructure, social service programs benefi t from an array of elements that strengthen their 
capacity to deliver services at high quality and with consistency over time. Some have conceptually 
organized these elements into three groups – foundational infrastructure (planning and collabora-
tion); implementation infrastructure (operations and workforce development); and sustaining 
infrastructure (fi scal capacity, community and political support, communications and evaluation) 
(Paulsell et al.  2012 ). 

 Investing all prevention dollars into program replication is insuffi cient for creating the type of 
prevention system needed to both strengthen programs and sustain them over time. Comprehensive 
planning efforts, establishing, staffi ng and sustaining robust collaborative networks, and staffi ng 
prevention programs with a diverse and well-trained work force will require substantial public invest-
ment. Just as one would not build a subdivision without adequate investments in streets, public utili-
ties or police and fi re services, continuous replication in individual interventions without a comparable 
investment in the efforts need to sustain them over time is unlikely to achieve desired outcomes.   

    Prevention Strategies for the Twenty-First Century 

 Moving forward, child abuse and neglect prevention planners will face many external challenges. 
However, they also will have a vast body of existing knowledge and many bright spots of innovation. 
Technological advancements in social media and improved access to the internet present exciting new 
opportunities to engage parents, to provide information while maintaining privacy, and to increase 
contact (Benedetti  2012 ). And, as we have indicated, much can be learned from successes and failures 
in other fi elds. All of these events will continue to inform the work of maltreatment prevention just as 
they have throughout history. 

 There are no guarantees of success. However, several promising pathways exist that, if pursued, 
can enhance our learning and potentially improve our capacity to prevent maltreatment. These strate-
gies include the following.

    End our singular focus on child abuse prevention and embrace the need to promote healthy child 
development:  Preventing child abuse may best be served by shifting our focus from a singular empha-
sis on reducing negative behaviors to a more aggressive emphasis on promoting child well- being. 
Such change in focus, in addition to capturing the full spectrum of behaviors and outcomes parents’ 
desire for their children, offers the possibility of engaging a broader array of scholars studying indi-
vidual and systemic pathways that support positive child development and health promotion.  

   Extend the promise of equal opportunity to all children by offering support at the time a child is born:  
A core value in the United States is a commitment to equal opportunity, to offering all citizens the 
chance to advance their economic and social standing. Historically, this concept has been best exem-
plifi ed by our commitment to universal public education and to creating a pathway to literacy and 
economic success. By initiating offers of support to all children at the time of birth, we have the 
capacity to establish this value at the earliest point in a child’s life and reinforce the shared need for 
support all parents face.  
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   Offer families choice in how they secure the help they need by engaging a range of stakeholders 
and drawing together both formal and informal sources of support:  The public health perspective is 
grounded in the belief that collective goals are best realized when individuals act in ways supportive 
of their own health and the health of their children (Wallack and Lawrence  2005 ). Reduction in the 
rate of smoking, fatalities due to drunk driving and the increased use of safety devices such as car 
seats have, at their core, a set of specifi c behaviors around which individual citizens feel empowered 
to take personal action to insure collective outcomes. Community child abuse prevention will become 
a reality when a comparable set of behaviors are in place that will facilitate the ability of parents to 
provide nurturing and supportive environments for their children and to help others in their commu-
nity achieve these same outcomes.  

   Continue to rigorously evaluate all of our assumptions – do not assume all ideas are worth replicating 
and once we do replicate, check to be sure we are replicating with quality and fi delity to the concept:  
Assessing the impacts of our efforts is an ongoing challenge. Achieving meaningful change in our 
capacity to prevent child abuse will not rest in the simple replication of what we know works but 
rather in the commitment to continuous program improvement and learning.  

   Build collaboratively not just at the institutional level but among the professions leading the fi eld – 
make interdisciplinary thought and practice a reality in workforce development:  An early feature of 
the child abuse prevention response included a focus on multidisciplinary teams in which a diverse 
array of professionals shared their unique perspectives on the factors contributing the abusive and 
neglectful behaviors and how best to remediate its effects (Schmitt  1978 ). Despite this commitment 
to multidisciplinary learning and case planning, relatively little progress has been made in breaking 
down walls across various disciplines. Correcting this shortcoming is a critical feature for enriching 
our interventions as well as building a stronger systemic response.     

    Conclusion 

 Child maltreatment policy and practice innovations have a long history of responding to new learning 
generated by careful research. Most recently, this reliance on doing what the research suggests may 
be promising has resulted in a particular concentration on supporting programs that engage pregnant 
women and new parents. Focusing on a child’s fi rst years of life provide a promising foundation on 
which to build the institutional infrastructure needed to produce sustained reductions in all forms of 
maltreatment. In maximizing the benefi ts of targeting prevention services to this population, public 
policy is directing its investments to evidence-based interventions which have been subject to rigorous 
evaluation and found to produce positive effects. Moving forward, it will be increasingly important to 
track program implementation to assure that services are delivered in the manner intended and with 
the recommended dosage and duration. When high quality services are diluted or implemented with 
staff poorly trained or inadequately supervised, positive outcomes and effect sizes suffer. Investing in 
evidence-based programs will not advance the prevention mission unless comparable and consistent 
attention is paid to how these programs are replicated. 

 Finally, the future of prevention lies only in part on the replication of promising program models. 
Perhaps more important will be insuring that such programs are effectively linked together into a 
coordinated system of care. As suggested by ecological theories of human development, combating 
child abuse as well as other threats to child well-being requires myriad efforts that address the quality 
of the parent–child interaction as well as the quality of the context in which parent rear their children. 
Simultaneously addressing these multiple threats to child well-being will require a network of inter-
ventions, greater collaboration, and outcome alignment among those agencies that direct their 
resources to families and young children and help to shape the communities in which children live.     
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        As described elsewhere in this volume, evidence-based interventions to prevent child maltreatment by 
instructing and assisting parents in high-risk families (e.g. teen parents, single parents, families living 
in poverty), are being implemented throughout the U.S. This chapter describes a much newer, and, to 
date, largely overlooked area of inquiry: community-level approaches to child maltreatment preven-
tion and the ways that they may augment existing individual and family-focused efforts. Informed by 
emerging research on neighborhood structural factors and potentially modifi able social processes 
such as collective effi cacy – both of which are associated with fl uctuations in maltreatment rates in 
expected directions – community-level interventions focus on changing environments to improve 
population rates of maltreatment (Coulton et al.  2007 ; Freisthler et al.  2006 ). 

 This chapter begins by describing the theoretical foundation of community-level prevention 
programs and reviewing empirical research on the utility of the community-level approach. Next, we 
outline how experts defi ne community-level programs for child maltreatment prevention and describe 
the various types of existing programs. After detailing the strategies programs use to build relation-
ships and work with culturally diverse communities, we identify existing barriers to implementation 
and discuss how these programs become sustainable. The chapter ends with recommendations for 
moving community-level child maltreatment prevention programs forward and increasing their effi -
cacy and longevity. 

    Theoretical Foundation 

 Over the past 30 years, a multitude of research has identifi ed and analyzed the ways in which 
neighborhoods infl uence child health (Leventhal and Brooks-Gunn  2000 ; Sellstrom and Bremberg 
 2006 ). From this vital body of work comes Bronfenbrenner’s Bioecological Theory of Human 
Development – one of the most valuable lenses through which to examine the relationship between 
social context and individual behavior. According to Brofenbrenner ( 2005 ), all individuals negoti-
ate relationships with their social environments through a process of reciprocity; changes in an 
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individual affect that individual’s environment, and concomitantly, changes in an individual’s 
environment affect that individual. 

 This theory informs understandings of child maltreatment prevention in that it posits that a variety 
of social contexts – and the relationships that exist within them – infl uence families and behaviors. 
Families lacking positive community-level resources are at higher risk for a myriad of poor outcomes 
(e.g. mental illness, substance abuse, homelessness, criminal activity, violence victimization and per-
petration) – all of which are signifi cant risk factors for maltreatment of children within and around 
those families. Thus, social contexts provide important opportunities for intervention (e.g. improving 
parenting, strengthening community resources, providing support to families) that can be used to 
prevent child maltreatment. 

 Social disorganization is another important piece of the maltreatment puzzle. Theories of social 
disorganization, which originated in sociology and social work traditions, address the ways that 
neighborhood conditions contribute to higher or lower stress levels and affect parents and children. 
Studies have identifi ed numerous examples of child maltreatment as concentrated in neighborhoods 
characterized by stress-inducing structural factors such as concentrated poverty, residential instability, 
abundance of alcohol outlets, and disorder (Coulton  1995 ; Freisthler  2004 ; Freisthler and Holmes 
 2012 ; Freisthler et al.  2006 ; Garbarino  1981 ; Garbarino and Sherman  1980 ; Korbin et al.  1998 ; 
Zuravin  1989 ; Zuravin and Taylor  1987 ). Such conditions increase family stress, and, as the research 
on the etiology of child maltreatment demonstrates, families under tremendous stress have an 
increased risk of child abuse and neglect (Garbarino and Sherman  1980 ). Indeed, Guterman and col-
leagues’  2009  study of 20 U.S. cities found that perceived negative social processes affect parenting 
stress, which, in turn, affects the risk of neglect and physical abuse. 

 Relatedly, a more recent line of inquiry identifi es that positive neighborhood social processes are 
predictive of lower rates of child maltreatment. Also guided by social disorganization theories, these 
studies have found that perceived support buffers family stress among those families living in neigh-
borhoods in which residents work together for a common good. At the heart of this relationship is 
 collective effi cacy , a construct derived from Albert Bandura’s work on self-effi cacy, which he defi nes 
as “the belief in one’s capabilities to organize and execute the courses of action required to manage 
prospective situations” (Bandura  1995 , p. 2). Extending this understanding to the community level, 
Bandura ( 1995 ) postulated communities are strengthened by members’ belief that working together 
will enable them to solve collective problems. 

 There is strong empirical evidence for neighborhood-level collective effi cacy’s infl uence on indi-
vidual behaviors. For example researchers have found higher levels of neighborhood collective effi -
cacy to be associated with lower rates of violent behavior (Morenoff and Sampson  1997 ; Sampson 
et al.  1997 ), fi rearm carrying by youth (Molnar et al.  2004 ), youth aggression and delinquency (Molnar 
et al.  2008 ), intimate partner violence (Browning and Cagney  2002 ), and dating violence perpetration 
(Jain et al.  2010 ; Rothman et al.  2011 ). Moreover, a number of studies have found an association 
between collective effi cacy and several other advantageous outcomes, such as improved mental health 
(Xue et al.  2005 ), delayed onset of adolescent sexual initiation (Browning et al.  2004 ), improved 
educational and substance use outcomes (Coley et al.  2004 ), and higher standardized math test scores 
(Emory et al.  2008 ). 

 Researchers have also identifi ed several other positive neighborhood social processes that contrib-
ute to lower levels of child maltreatment. For example, in a multi-level study that controlled for 
individual- level support (and thus represented a social process above the presence of individual sup-
port), researchers found lower rates of parent-to-child physical aggression (a measure combining 
physical abuse and physical punishment) in Chicago neighborhoods in which individuals reported 
having larger social networks of family and friends (Molnar et al.  2003 ). The fi nding was true only for 
Hispanic families, suggesting that culture played a role as well (Molnar et al.  2003 ). 

 Similarly, an ethnographic study of residents in poor neighborhoods with disparate rates of mal-
treatment found neighbors who were supportive of each others’ parenting to be a potential mechanism 
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of lower child maltreatment rates, even in the presence of poverty (Korbin et al.  1998 ). Zolotor and 
Runyan’s  2006  study which employed a measure of social capital that combined collective effi cacy, 
social cohesion, and a psychological sense of community into a 22-item instrument, predicted a 30 % 
reduction in the odds of neglect and psychologically harsh (but not physically harsh) parenting. 
Combining the structural and social characteristics of neighborhoods, Garbarino and Barry ( 1997 ) 
postulated that the  social impoverishment of neighborhoods  affects child maltreatment by producing: 
(1) high levels of need among residents that inhibits sharing; (2) a lack of positive role models that 
reinforces inappropriate and inadequate parenting behavior; and (3) a lack of intimate and confi dent 
interactions that inhibit both nurturance and feedback.  

    Community-Level Programs to Prevent Child Maltreatment 

 The following description of model community-level child maltreatment programs and the elements 
that have made them successful draws from published research, fi eld work, and a series of in-depth 
interviews with 33 representatives from programs in the United States, Canada, and Australia. Using 
purposive sampling, we chose to interview those with experience in community programs, including 
community-based agency directors, academic researchers, community-involved government and law 
enforcement offi cials, program staff, and program evaluators. Respondents represented a diversity of 
programs with a variety of goals, including those that sought to unify community sectors, those work-
ing on efforts to build community-level infrastructure to coordinate services and prevention efforts, 
experts seeking to locate and expand the reach of family-focused programs, and those working to 
change norms of collective responsibility for child safety and healthy development, increase collec-
tive effi cacy and build social fabric, and utilize resources that already existed in their communities. 

    Examples of Community-Level Programs 

 Evaluation studies have identifi ed several promising community-level maltreatment prevention efforts 
(Daro and Dodge  2009 ; Dodge and Coleman  2009 ). One such effort is the  Triple-P  program, a tiered 
parenting intervention developed in Australia by Matthew Sanders and colleagues ( 2003 ). Utilizing a 
U.S.-based randomized trial of 18 counties in South Carolina to evaluate population-wide implementa-
tion of the program, researchers identifi ed signifi cant county-level intervention effects: counties with 
the  Triple-P  program had lower rates of out-of-home placements, child injuries related to maltreatment, 
and lower rates of reported child maltreatment than did counties without the program (Prinz et al. 
 2009 ). In addition, the  Triple-P  program’s approach of providing different intensities of services 
depending on the different needs of families were both successful and cost effective (Prinz et al.  2009 ). 

 Another promising program, the  Durham Family Initiative , utilizes the concepts developed in 
System of Care (Tolan and Dodge  2005 ), or “wraparound” services increasingly used in children’s 
mental health services in recent decades. Researchers expanded this model to develop and evaluate 
what they call a Preventive System of Care (Dodge et al.  2004 ). This approach focuses on (1) using 
home visiting to connect families with needed prevention services and (2) enhancing the availability 
of evidence-based services in communities. The program has yielded promising evidence of effi cacy, 
as substantiated rates of child maltreatment in Durham County decreased 49 % (more than twice the 
22 % decrease experienced in fi ve comparison communities over the initial evaluation period) (Daro 
and Dodge  2009 ; Dodge and Coleman  2009 ). 

  Strong Communities  (described elsewhere in this volume) is a program that sought to increase col-
lective effi cacy for parents and children across an entire community in northwestern South Carolina. 
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Using outreach workers to build and promote norms of neighbors helping families keep their children 
safe, this community-wide initiative focused on primary prevention of child abuse and neglect.  Strong 
Communities  emphasizes the philosophy that “families should be able to get help where they are, 
when they need it, in a form that they can use it, with ease and without stigma,” or, as they shortened 
it –  “people shouldn’t have to ask” (Melton  2009 ,  2010 ). The program successfully recruited over 
5,000 volunteers who spent more than 60,000 hours welcoming and supporting families (Haski-Leventhal 
et al.  2008 ). Compared with matched communities, the areas with  Strong Communities  experienced 
signifi cant benefi ts that speak to program success: Child maltreatment reports fell, and, parents involved 
in the program 5 years after it began reported experiencing a number of improved outcomes, including 
greater social support, more help from others, and a greater sense of community (Melton  2010 ). 

 There are also several community-level programs specifi cally focused on preventing child sexual 
abuse. On such program,  Stop It Now , is a nationally available hotline where callers can anony-
mously fi nd help if they suspect a child is at risk or being harmed but are not quite ready to make a 
report to authorities, if they are worried about possibly harming a child themselves, or if they have 
already sexually abused a child and want help in stopping the behavior. Evaluation of the impact of 
the  Stop It Now!  Georgia site from 2002 to 2007 found drops in state reports of child sexual abuse in 
4 of the 5 years off the study period, with an overall drop from 99 to 56 cases per 100,000 children 
during this time. The helpline at the site fi elded over 1,200 calls and trained 7,700 community mem-
bers and professionals (Schober et al.  2012a ). The  Enough Abuse  campaign, another effort targeting 
child sexual abuse, is a program that focuses on educating, communicating, and advocating for pre-
vention of child sexual abuse using community and social change strategies. Although an outcome 
evaluation of this program, which was initially piloted in four sites in Massachusetts, has yet to be 
done, a process evaluation found that it met its goals and received high ratings from participants 
(Schober et al.  2012b ). 

 In addition, a number of programs focus on community-level prevention of infant head trauma 
stemming from caregivers’ shaking of an infant to a point where severe head trauma occurs. Although 
it has a relatively low incidence rate, this trauma, sometimes called Shaken Baby Syndrome is 
extremely damaging and often fatal. Recent research points to unsoothable crying, a developmentally 
normal infant-caregiver interaction, as a trigger for caregivers’ shaking behavior (Barr  2012 ). The 
 Period of Purple Crying  program (PURPLE is an acronym representing the signs of unsoothable cry-
ing) targets this form of maltreatment. The program was created by a team in western New York who 
found that having parents sign a commitment not to shake their babies, watch an educational DVD, 
and read a related booklet resulted in a 50 % reduction of the infant head trauma incidence rate after 
6 years (Dias et al.  2005 ). Expanded by the National Center on Shaken Baby Syndrome (  www.dont-
shake.org    ) to include reinforcement by public health and physician practices, and a public health and 
media campaign for the general public, the program’s effectiveness has been established through a 
number of studies, including randomized controlled trials in Seattle and Vancouver, B.C., (Barr et al. 
 2009a ,  b ) and a trial in all 91 of North Carolina’s hospitals. A recent randomized controlled trial in 
Japan also found the program to be effective in changing knowledge and walk away behavior during 
episodes of unsoothable crying (Fujiwara et al.  2012 ).   

    Defi ning a Community-Level Approach 

 Given that the focus on community-level strategies is relatively new in this fi eld, we asked each of the 
experts we interviewed to share their defi nition of “community-level prevention of child abuse and 
neglect.” We also asked them to discuss the elements they believe are necessary for program success. 
Despite variation, respondents’ defi nitions of community-level interventions to reduce child maltreat-
ment cohered around four themes: 
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 First, community-level intervention programs are those that  work across sectors  of a community. 
Many of those interviewed noted that it is important that “everybody feels involved,” and “all the play-
ers develop a shared vision of what the community should look like, then work together toward that 
vision.” They also discussed efforts to build infrastructure that effectively coordinates services and 
prevention efforts. For example, one program evaluator described these programs as providing a “web 
of support,” or a “group hug.” Those interviewed agreed that the connectedness, monitoring, and 
opportunities for children were increased only through the creation and strengthening of the social 
fabric of a community. A stronger social fabric reduces stress and links families with needed resources, 
which, in turn, improves family interaction and child health. 

 A second emergent theme was the goal of  locating programs for families in community settings . 
Those we talked with mentioned that programs should be available community-wide and should 
actively monitor the needs of the community in which they are set. Several of those interviewed 
described this method as taking a “systems approach.” Their discussions centered around themes such 
as engaging members, assessing needs, increasing resources, fostering collaboration, and reassessing/
retooling. 

 The next emergent theme emphasized  changing community conditions regarding safety for children . 
For example, an interview participant from a community-level program that sought to increase collec-
tive effi cacy discussed their efforts as creating norms of collective responsibility for child welfare and 
healthy child development. He noted, “(our) mantra has, in its various incarnations, been that…that 
families ought to be able to get help where they are, when they need it, in a form they can use it, with 
ease, and without stigma.” Others described similar efforts, such as building dependable social networks 
for parents, providing interventions to change community/societal norms of parenting behaviors, and 
changing policies to support new behaviors. 

 The fourth and fi nal theme to emerge from these defi nitional discussions was a broadly shared 
acknowledgement that community-level programs must  focus on changing population-level rates of 
child maltreatment . This goal was mentioned by many of the respondents, even those who had found 
the changing of rates to be very diffi cult to demonstrate.  

    Challenge: Building Relationships with Communities 

 In addition to exploring how programs defi ne their organizations and goals, we also sought to identify 
the ways that community-level programs gain entry, plan, and implement child maltreatment inter-
ventions in a variety of community settings. We asked interview participants to discuss the strategies 
they used to gain community access and build community trust. There was unanimous agreement on 
the absolute importance of doing careful work in order to gain the trust of communities, assess their 
needs and strengths, and gain buy-in for the goals and objectives of new initiatives. In analyzing 
participants’ discussions of their approaches, we identifi ed eight common strategies for successful 
community engagement. 

 To begin, many program experts discussed a strategy of  identifying or utilizing catalysts for action . 
Several participants noted that a single case of child maltreatment in the media or the identifi cation of 
a perpetrator within a community was a catalyst for action that led to the development of a community- 
level program. For example, one participant described how a high-profi le child death was a catalyst 
that led to four countywide pilot studies of the effectiveness of evidence-based child maltreatment 
programs, which were then followed by statewide implementation within 6 months. 

 A second identifi ed strategy was that of going through a process of  assessing readiness for change  
in a community. Multiple interview participants described using a process for assessing whether a 
community had enough resources for a community-level intervention to succeed. Typically, they 
would present community agencies or leaders with a list of what a community needs to get started 
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during early negotiations and would only move forward if and when they deemed a community ready. 
Related to this was a third emergent theme –  utilizing or enhancing existing infrastructure . According 
to those interviewed, investing the initial time to conduct comprehensive needs assessments and 
assess organizational readiness enabled programs to identify those individuals and agencies already 
working on prevention. 

  Identifying key leaders  was another important strategy identifi ed by program representatives. Most 
participants described the identifi cation of key leaders in a community as a vital step towards success-
ful community engagement. One program worker explained, “fi nding that mover and shaker in the 
community who is going to be legitimate and is going to be able to provide energy. And I think we’re 
always looking as we go out to the communities, either for a leader like that, or an organization that 
kind of has those…those qualities embedded in it.” 

 Several community-based agency directors recalled quickly learning the strategic necessity of  pro-
moting programs as those other than “child abuse prevention.”  Recognizing the possibility of alienat-
ing clients or participants, several respondents noted that they made the strategic choices  not  to 
explicitly identify as focused on “child maltreatment prevention.” However, whether or not they were 
always publicly explicit about program goals of lowering community rates of child abuse and neglect, 
the majority of respondents agreed that this was a consistent internal goal. An executive director of a 
community-based agency observed that this is particularly true for programs that target child sexual 
abuse, noting, “If child abuse is hard, child sexual abuse is harder, it has the tremendous yuck factor …. 
You know, nobody wants to think about this issue.” 

 Finally, all program representatives recognized the strategy of  coalition building  to be an important 
part of community engagement. This essential strategy is well-illustrated by the following description 
of building relationships between churches, schools and individuals within communities:”Well, you 
rebuild the village. You create social fabric….we developed [an] interfaith partnership where we 
would go around in poor Black communities, fi nd large Black churches within a half a mile of these 
schools, and tell the Black churches to go to the schools and link with schools so that the children 
could have mentors, connectedness, social fabric, monitoring, things to do to create social self esteem, 
build social skills. Give people some safety.”  

    Challenge: Working with Culturally Diverse Communities 

 Diversity in the United States is continuously rising: Between 2000 and 2010, the U.S. minority 
population rose from 86.9 to 111.9 million – an increase of 29 % (Humes et al.  2011 ). It is unsur-
prising, then, that program success and sustainability require effective management of  cultural 
sensitivity, cultural humility, and cultural competence . As Betancourt and Cervantes ( 2009 ) assert, 
“The foundation of cross-cultural care and communication is based on the attitudes central to 
professionalism: humility, empathy, curiosity, respect, sensitivity, and awareness of all outside infl u-
ences on the patient” (472). Cultural competence must be a “commitment and active engagement…
that requires humility as individuals continually engage in self-refl ection and self-critique” (Tervalon 
and Murray-Garcia  1998 , p. 118). Moreover, Teravalon and Murray-Garcia ( 1998 ), continues, 
(cultural) humility is required to check power imbalances, and to maintain respectful partnerships 
with communities. To successfully meet the challenge of working effectively both within and 
across community cultures, it is necessary to conceptualize opportunities and challenges – a process 
that requires recognition of the multiple levels (each with a unique set of challenges) involved in 
such work. 

 The fi rst level entails delivering interventions to individuals or families in a specifi c program, in a 
specifi c geographic locale. Sensitivity to culture, language and family traditions are essential to effec-
tive delivery of services. To meet this challenge, some programs choose to pay higher salaries to staff 
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members who can speak the language and know the culture from the inside. Program location is also 
key to delivery: It is important to choose locations where community members are most comfortable, 
be it a school, community center, or other arena. 

 Several of the experts we interviewed mentioned the importance of knowing – but not judging – the 
history of a particular people. For example, one interview subject described the challenges of helping 
their local Haitian community “envision a different way of modeling behavior” around severe 
physical punishment of children, paying close attention to historical context, noting: “the parents 
would say, you know, if you lived in Haiti under Papa Doc Duvalier, any misstep on the part of your 
kid could mean your kid was dead. And so harsh physical punishment to make them pay attention 
was certainly less serious than the kind of punishment you would get from soldiers.” Another inter-
view participant discussed the importance of analyzing larger, long-term patterns, explaining it is 
necessary to understand “why some communities … have less social capital, cultural capital, access 
to resources…to me, underlying the whole thing is racial segregation and discrimination…fi fty 
percent of [African American children] will be investigated for child abuse and neglect … before 
their tenth birthday.” 

 The second level of program implementation entails delivering interventions to groups of people 
from either similar or different cultural backgrounds. At this level, sensitivity to the settings in which 
interactions occur is absolutely crucial. One strategy employed by programs at this level is bringing 
community members from diverse backgrounds together in order to have them learn from each other 
and fi nd common ground. As one expert described, “This area probably sets the record for people, the 
number of parents born in other countries … We do the best that we can to have people on the team 
who can connect to those cultures and languages but there is just such diversity in the city. There are 
just too many times you can’t speak the language so we get creative… giving all of those parents from 
whatever cultures they come from, [the opportunity to] share … the ways they are different but ulti-
mately come to the place of where they’re the same, which is their children.” 

 Many of those we talked with also emphasized the importance of advisory boards. They noted that, 
because advisory boards can be seen as representing diverse constituencies and cultures in a commu-
nity, they often help with the processes of understanding cultural sensitivity and bringing different 
groups from different cultures together. 

 The third level of program implementation involves coordinating programs across a variety of 
 different centers, each with their own organizational culture. At this level, it is important to demon-
strate sensitivity and awareness to organizational diversity. Our own experiences with programs such 
as  Head Start  (  www.nhsa.org    ) illuminated the ways in which various centers can be quite different 
from one another for multiple reasons. They may serve different cultural groups, have unique orga-
nizational histories, or have specifi c and unique connections to a community – all producing differ-
ing organizational cultures. In addition, organizational cultures are also heavily determined by the 
particular purpose of an organization (e.g. a traditional human services agency vs. a grassroots orga-
nization that has grown up around a particular issue). 

 For leaders, then, it is necessary to be sensitive to the various structures and cultures of diverse 
organizations and to devise strategies that will allow for coordination and effective program delivery. 
This necessity is well-illustrated by one respondent’s description of working with a Native American 
community. Doing so often meant working with a variety of tribes and their diverse histories, different 
religions, and differing governmental structures – all of which had profound impact on how child 
abuse prevention could be organized: “the tribes have their own histories with each other over the 
years – sometimes good, sometimes not so good. And the cultures and the languages and things like 
that are to some extent distinct. And, you know, people naturally don’t like being lumped in with 
everybody else. And so you have to go with a certain respect for even the differences between tribe-
to- tribe, differences in the culture. 

 The fourth level entails working in multiple diverse settings with large programs in quite different 
geographic areas. At this level, it is important to devote attention to geographic differences as well as 
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to differences in the structure of health care, education and social welfare. This work requires cultural 
sensitivity and attention to quality control and infrastructure across many different sites – tasks that 
present challenges signifi cantly different than the ones involved in working in a single defi ned site or 
geographic area. When working in multiple diverse settings, it is necessary to balance the degree of 
need in each community with differing capacities to organize and deliver programs. Recognizing and 
meeting needs requires continuous listening and modifi cation as needs evolve over time. Experts from 
our study gave several examples of how important it was to get practical help for a community. One 
respondent discussed an experience trying to balance their need to recognize the necessity of a com-
munity dental clinic with the need to help their community raise money to assist a family who had 
experienced a tragedy. 

 According to many, addressing pressing needs early on was an important part of cultural sensitivity. 
Respondents emphasized that listening and responding, in part, by tailoring programs to meet 
community needs, was essential. One said, “I think the guiding principle in all of this work is to 
listen and to pay respect, and to not assume that this organization has the answer [in this case, 
referring to a nurse-family program] and to really work with community stakeholders to fi rst of all 
gain some understanding of the degree to which this program really is a good fi t … listening and 
being respectful are fundamental to any kind of cultural or population level adaptation that may be 
appropriate.” 

 Some of those we talked with emphasized that there were some important fundamental principles 
that worked across all cultures, no matter how different they may be. One respondent makes this very 
point, noting that most important for all communities are “a safe engaging environment for children, 
a positive learning environment, consistent, assertive discipline … reasonable expectations … and 
taking care of yourself [as a parent]. There is no culture anywhere, I believe, where those principles 
would not be helpful to children.”  

    Challenge: Barriers 

 Barriers present another signifi cant challenge that those doing community-level work must overcome. 
According to the experts we talked with, this work commonly entails overcoming multiple types of 
barriers, including those within agencies or programs themselves, those between agencies or pro-
grams and the barriers presented by community dynamics. 

 Within agencies or programs, fi nancial challenges are a constant and signifi cant barrier. Whether 
trying to stretch tight budgets or competing with other programs for limited available funds, fi nancial 
challenges constrain the scope and duration of community programs. The challenges of managing 
organizational dynamics present another intra-organizational barrier. From working with differing 
organizational cultures and bridging divergent priorities to coordinating multiple partnered agencies 
and struggling for resources in a fi eld full of others doing the same, the struggle to bridge differences 
is a signifi cant obstacle to program implementation. 

 In our interviews with experts, several respondents also noted that time – or the lack thereof – is 
yet another signifi cant barrier. They reported that this is exacerbated by a climate of scarce funding 
and noted feeling that they often didn’t have enough time to implement community programs in the 
best possible way. One government offi cial recalled, “We also had another problem in that, because 
we were having to do this so quickly, and we weren’t really planning it. It was just kind of being 
pushed on us … there was just no forethought. It was just kind of go out and do, in mass chaos.” The 
diffi culty of training and coordinating personnel, and keeping them on board, is another logistical 
challenge to overcome. 

 In addition to the barriers within agencies, there are also multiple barriers constituted by gulfs 
and competition between agencies. The organizational fi eld within which intervention programs 
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operate is, by no means, sparsely populated. Often, community agencies feel threatened by some-
thing new coming into their community and fear that a new program will disrupt or replace work 
they are already doing. Many of those with experience in the child maltreatment fi eld remarked 
that they regularly competed with other agencies and programs for resources (including funding, 
recognition, message resonance, and community perceptions of legitimacy and value). A govern-
ment offi cial recalling her experiences in grappling with this obstacle described the confusion and 
diffi culty inherent in such competition: “We caused a lot of competition between the [new pro-
grams] here and the already existing programs that were trying to do good work.... At that time, 
we had…literally had programs standing on a front door of a family fi ghting over, “Will you enroll 
in our program?” “Well, no, enroll in our program,” you know. Because everyone was targeting the 
same people.” 

 When agencies partnered together, they also faced the diffi culty of communicating and coordi-
nating with multiple organizations/agencies (each with its own organizational culture). This pre-
sented a barrier to their efforts to construct, implement, and maintain consistent and effective 
intervention programs. The divergent organizational cultures within partnered agencies often made 
it very diffi cult for new ideas, practices, and programs to gain traction in a community. According 
to our sample of experts, open communication with existing programs is an important strategy for 
overcoming this barrier. 

 Both the characteristics of communities themselves and the specifi c dynamics of the organization- 
community interaction also constitute hurdles to be overcome. Some of these challenges include 
reaching communities, transforming community norms, and constructing and maintaining trusting, 
respectful, and inclusive relationships between the community and the organizations responsible for 
program implementation. 

 Stratifi cation is one community characteristic that presented a barrier to effective program 
implementation. Many respondents reported that existing divisions within communities were a 
frequent source of tension and challenge. For some, these barriers were constituted by racial segre-
gation and inequality. Others pointed to local cultures of isolation and alienation that created prob-
lematic environments that discouraged community member interaction and mutual assistance. 

 Similarly, established norms and traditions (e.g. physical forms of discipline, taboos surround-
ing discussions of sexuality, confrontational forms of communication) constituted another com-
munity characteristic that acted as an impediment to successful and effective community 
intervention programs. The information and practices taught by programs are often somewhat 
novel and counter the normative behaviors and beliefs predominant in many communities. As a 
result, workers routinely face extreme resistance to change, profound skepticism, and a powerful 
desire to adhere to the status quo – all stumbling blocks that have to be overcome for effective 
community intervention programs. One expert explaining why traditions and programs often 
clashed noted, “…it’s a very tough situation… you know, the way you raise your child is probably 
one of the most personally deeply held things you will do in your entire life…” Another illustrated 
this point: “…I have families that, you know, when I talk about not spanking their kids as their 
pediatrician, they look at me like I’m from another planet…There are some big cultural differ-
ences.” And another said that programs often raised “…in adults all these taboos…about their own 
prejudices (regarding) sexual abuse….because it’s such an uncomfortable topic for adults to think 
that adults can engage in this with children . ” Issues that touch close to moral standards and reli-
gious beliefs can be particularly problematic. 

 Connecting with communities is another a basic requirement for program implementation that 
can run into barriers. In many instances, this requirement is not always an easy task, as simply 
reaching communities frequently involves obstacles to physical access as well as diffi cult interac-
tional norms that act as barriers to effective education and communication. One primary impediment 
to physical access is community violence, which makes staffi ng programs and serving communities 
diffi cult. 
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 Another impediment is working against pre-judgments, stereotypes, distrust, and skepticism that 
are prevalent in some areas. Specifi c to child maltreatment prevention, widespread fears that program 
workers are threats to their family unit and associated with punitive measures that will cause them to 
lose their children or their resources are common in many communities. The experts we interviewed 
told us that workers in these programs regularly had to grapple with skepticism and disdain that 
community members have for organizations and programs like theirs. An executive director of a 
community- based agency observed that many doubts and attitudes were often the result of community 
members’ negative experiences with other similar organizations, which they felt were exploitative, 
ineffective, harmful, and insensitive. Building trust between all members of a community could be 
very challenging, as illustrated by this quote, “Who are you guys, coming again to my community, 
and what are you going to do for me? You’re going to be here, and then you’re going to be gone.” 

 Another challenging component of fostering community involves bridging the gap between aca-
demic scholarship and approaches, and local experience and expertise. Many program experts were 
acutely aware of existing gaps between academic/scientifi c/state methods and understandings and the 
approaches used in community members’ daily lives. One noted that programs that do not account for 
existing realities and norms were unlikely to become integrated into community life in any stable or 
long-term way, and explained, “…a big challenge, is how to co-develop a program with the commu-
nity so that we bring positive principles of both university-based rigor…and fi delity of implementa-
tion and rigor of evaluation, from the university side. [While] on the other side, being community 
friendly, and sustainable, and fi tting into ongoing community structures.” 

 Community members’ awareness of the divide between locals and experts may lead them to 
feel as if their knowledge and experiences are devalued and/or disrespected by experts. As such, 
our experts reported that community members were sometimes skeptical and fearful of program 
offerings, as they felt that they would be ineffective, harmful, or irrelevant to their own lived expe-
riences. One expert emphasized the absolute necessity of bridging the expert/community divide: 
“making community-level change, it requires initiative, and commitment, and appreciation of the 
goal from both the top-down and the bottom-up…we can’t impose a certain kind of reform or 
change in a community if it’s not what the families themselves are engaged in and want.” Thus, the 
gap between expert and community approaches may constitute a major barrier that threatens the 
ability to foster the open and respectful community so crucial for effective intervention programs 
if not addressed.  

    Challenge: Sustainability 

 Sustainability is an essential piece of the work of designing and implementing successful community 
intervention programs. Sustainable programs are those that continue to operate in communities long 
after their initial introduction and implementation. Sustaining community buy-in is one part of the 
challenge; fi nding ongoing resources to continue funding a program is another. According to many of 
those with experience in these efforts, it is essential that the introduction and implementation of inter-
vention programs focus on community ownership and making long-term organizational dependence 
entirely unnecessary. 

 One common strategy to increase sustainability is to provide initial training and leadership and 
then quickly identify leaders within existing community organizations who can take over the pro-
gram. This process was described by one of our experts this way: “In these communities, we see our 
role initially as the kind of like instigator if you will … very quickly we try to transfer leadership and, 
you know, to other entities in the community, so that we become more of the staff, if you will, to the 
project than the chairpeople, or the leaders…provide leadership without being arrogant … And so 
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once we do that kind of motivational piece … It’s… basically helping people become effective advo-
cates, helping them see a vision that they believe they can achieve.” 

 According the experts interviewed, community investment is the vital foundation that makes 
sustainability possible. One expert refl ected on the inherent complexity of creating sustainable 
community- owned programs:  “ The challenge that comes with this goal of developing a program is 
that at the outset [it] has a goal of being owned and implemented by the community, and sustained 
by the community. That’s a real challenge because it means collaborating, negotiating, giving up on 
certain ideas, and adhering to other ideals as you go along.” After initial implementation, sustain-
ability requires communities to assume ownership of intervention programs and become responsi-
ble for keeping them running over the long term. Those involved in these efforts agreed that their 
work is meant to act as a catalyst for long-term efforts. One expert described the experience as 
follows: “we were in there for 5 years, and it wasn’t until the project really, really ended, and I 
remember … there was a big celebration. And I sat there and I thought, this isn’t ours any more at 
all. It really is the community’s.” Discussions of program sustainability cohered around the impor-
tance of following four steps that would lead to program longevity and support. 

 First, experts noted that it is essential to  establish frameworks:  Sustainability begins with sharing 
program basics and training community members to implement the programs. This initial implemen-
tation involves tailoring programs to specifi c community needs and realities, fi nding the right people 
to fulfi ll organizational roles, training staff, and empowering professionals and community organiza-
tions. Helping organizations formulate a community action plan is one commonly used and effective 
strategy to establish frameworks. 

 Next, program sustainability requires that programs  build coalitions , as mentioned earlier in our 
discussions of community engagement. Strong coalitions provide a broad foundation for programs 
and serve as a bridge to communities. Coalition building entails bringing together a variety of com-
munity groups and parties that are active on a local level and committed to a unifi ed vision. Over time, 
networks between these groups strengthen and their commitment to program sustainability and 
growth becomes a foundational piece of community intervention programs. Strong coalitions act as 
the cement that binds programs and communities together. 

 Third, it is essential to  build capacities . As one expert explained,“…we are also there to build 
capacity of staff…and so, every year, we do support for them, but less and less. I mean, they’ve taken 
on more and more … we’ll do whatever the community piece that we need to do next, to just help 
build capacity in whatever way we can. Because we’re promoting independence.” Noting that build-
ing capacities involves equipping community members with the skills they need to maintain and 
expand programs, he went on to say, “Our commitment is to go wherever anybody wants to partner 
with us to start a new program. At least the fi rst time they do it. And it very much is… building capac-
ity in them so that after we assure they know what they’re doing, and they have got this, and they’re 
doing it in the best way for their community, we can move on and move to another community.” By 
building capacities, organizations further the goal of program sustainability by equipping community 
members with training and skills they need to maintain and expand programs, secure fi nancial sup-
port, and do what is necessary to ensure that programs continue into the future. 

 Organizations worked to build capacities by teaching community members how to reach out to 
philanthropic organizations and private businesses for funding, equipping them with the skills they 
need to teach locals to apply for federal and grassroots grants, encouraging creativity in seeking peer-
to- peer support, and exploring other revenue ideas (e.g. matching initiatives, federal program 
 reimbursements, selling training packs). 

 The fi nal step on the path to program sustainability is to  diversify funding sources : According to 
many, relying on multiple sources for funding and support increases sustainability because it ensures 
that the fate of a community program is not wholly tied to the fate of a single group or organization. 
Having a variety of funding streams enables program independence and allows programs to carry on 
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even if one source of support runs out/disappears. For example, agencies build capacities by enabling 
community programs to develop new revenue streams and teaching them to fi nd and apply for grants. 
Others develop dissemination systems that are capable of taking the program to scale with fi delity 
across communities, states, and nations.  

    Conclusion and Recommendations 

 Because research and experience have demonstrated that lowering rates of child maltreatment is 
possible, it is important that we use effective and innovative methods. As we have discussed, one 
promising category of prevention is the use of community-level programming. We described a 
range of programs that brought community residents and sectors together to strengthen social fabric 
and increase collective effi cacy, that built community-level infrastructure to coordinate services, 
those that expanded the reach and resources available to family-focused programs, and those that 
sought to change norms of collective responsibility for children’s safety and well-being. We 
discussed a number of issues that came up in interviews with experts doing all of the above, such 
as working with culturally diverse populations, overcoming barriers, and creating sustainable 
programming. 

 Drawn from existing research as well as the experience of multiple experts who work to prevent 
child maltreatment through community-level programming, the following recommendations are use-
ful for planning, implementing, and sustaining effective and successful community-level programs to 
prevent child maltreatment.

    1.     Understand Communities and Their Needs : To effectively implement a community-level child 
maltreatment program, it is absolutely essential to engage in thorough, formative research that 
identifi es the groups, structures, characteristics, and potential challenges to program goals and 
practices that exist within the community of interest. Such research entails an embedded, on-the- 
ground approach that seeks refl exive, accurate understanding of the life of a community. Doing 
this formative research fi rst will enable programs to be tailored to address the needs, challenges, 
and resources unique to a community.   

   2.     Work for Holistic Community Change : While tested, effective programs are essential, to suc-
cessfully prevent child maltreatment, culture and behaviors must be transformed. In order to 
achieve fundamental cultural transformation, programs must identify community social norms, 
address their origin and their possible negative consequences, and provide reasonable and imple-
mentable alternatives to existing beliefs and practices.   

   3.     Make Community Members Stakeholders : Community-level programs cannot succeed without 
the work, belief, and commitment of community members. It is important that community 
members feel that their input is essential, respected, and valued. To foster this understanding, 
work with locals from the very beginning by asking for their input, advice, and service. It is 
especially useful to strategically engage with community members in ways that may activate 
their resources (infl uence, fi nancial benefi ts, formal support, large social networks) to benefi t 
program operations.   

   4.     Plan for Sustainability from the Beginning : Sustainability should be a consideration before 
program implementation. Because introducing a valuable but unsustainable program could under-
mine community faith and resources, it is essential that the design of the community-level program 
include plans for long-term operation and funding resources. Planning for and making  sustainability 
a permanent priority are the best means to ensure that community-level programs will be enabled 
to reduce child maltreatment far into the future.         
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           Introduction 

 More than two decades ago when the U.S. Advisory Board on Child Abuse and Neglect ( 1990 ) 
declared child maltreatment as a national emergency, it emphasized that the immense problems in the 
child protection system were not simply the product of insuffi cient resources or failures in child 
welfare agencies alone. Rather, the Board concluded that:

  [t]he most serious shortcoming of the nation’s system of intervention on behalf of children is that it depends upon 
a reporting and response system that has punitive connotations and requires massive resources dedicated to the 
investigation of allegations. (U.S. Advisory Board  1990 , p. 80) 

   The emphasis on reporting and investigation was due to an underestimate of the magnitude of the 
problem of child maltreatment (U.S. Advisory Board  1990 ). When it was believed to be a rare 
problem, action to investigate a few cases was indeed a reasonable strategy. Unfortunately, child 
maltreatment is not a rare problem anymore and in such a context, the problems of the child protection 
system are understandable. 

 The child protection system does serve an important role in intervening in situations where child 
maltreatment is already suspected. However, no one system or discipline has the capacity to address 
the issue of child maltreatment. If the nation ultimately wants to reduce the rates of child maltreat-
ment, public health can and should intensify its efforts in the prevention of child maltreatment. This 
chapter discusses the reason why child maltreatment is a public health issue, the current state of child 
maltreatment work in the fi eld of public health, and recommendations for future directions for the 
fi eld in the prevention of child maltreatment.  

    Why Is Child Maltreatment a Public Health Problem? 

 In 1990 “violent and abusive behavior” was one of 22 public health priority areas in Healthy People 
2000 (  http://www.healthypeople.gov/2020/about/history.aspx    ), the national disease-prevention and 
health-promotion strategy. It continues to be one of the objectives (“injury and violence prevention”) 
for Healthy People 2020 (  http://www.healthypeople.gov/2020/default.aspx    ). Specifi cally, child 
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 maltreatment is a major public health problem because children who experience maltreatment 
encounter increased risks for illness, injury, and death (for review, see Section IV of the handbook 
and Hashima et al.  2014 ). Children who are maltreated often suffer from injuries which may result 
in permanent physical disabilities and even death. Additionally, child maltreatment may alter healthy 
brain development leading to developmental delays, cognitive impairments, and risk behaviors 
over the life course (Carrion et al.  2007 ; Nelson and McCleery  2008 ; Shonkoff et al.  2009 ). 
Furthermore, studies have revealed that child maltreatment has been shown to have lifelong adverse 
health consequences on some of the nation’s worst health problems, such as cancer (Felitti et al.  1998 ; 
Fuller-Thomson and Brennenstuhl  2009 ), heart disease (Dong et al.  2004 ), diabetes (Kendall-Tackett 
and Marshall  1999 ), and depression (Chapman et al.  2004 ; Fergusson et al.  2008 ). The association 
between child maltreatment and health (both short and long term) clearly makes a case that child 
maltreatment is a serious but preventable public health problem (Hashima et al.  2014 ; Mercy and 
Saul  2009 ; Offi ce of the Surgeon General  2005 ).  

    Public Health Burden: Costs of Child Maltreatment 

 In addition to the tremendous human cost, the fi nancial costs of child maltreatment are substantial 
also. Several studies have produced estimates of the national economic burden of child maltreat-
ment (Bonomi et al.  2008 ; Conrad  2006 ; Currie and Widom  2010 ; Daro  1988 ; Fang et al.  2012 ; 
Florence et al.  2012 ; Fromm  2001 ; Miller et al.  1996 ; Wang and Holton  2007 ). Almost two decades 
ago, for instance, Miller and colleagues ( 1996 ) estimated the economic effects of child maltreat-
ment to be approximately $56 billion per year (in which $3.6 billion was for medical and mental 
health care spending). The latest estimates of average lifetime cost per victim of nonfatal child 
maltreatment calculated by Fang and colleagues ( 2012 ) is $210,012 in 2010 dollars and the esti-
mated average lifetime cost per death (as a result of child maltreatment) is $1,272,900. The estimate 
of nonfatal case of child maltreatment includes $32,648 in childhood health care costs; $10,530 in 
adult medical costs; $144,360 in productivity losses; $7,728 in child welfare costs; $6,747 in crimi-
nal justice costs; and $7,999 in special education costs. Fang and colleagues’ ( 2012 ) estimate of 
fatal case of child maltreatment includes $14,100 in medical costs and $1,258,800 in productivity 
losses. Combined, the total lifetime economic burden resulting from new cases of fatal and nonfatal 
child maltreatment in the U.S. in 2008 was as large as $124 billion (in 2010 dollars) (Fang et al. 
 2012 ). In 2010, health expenditures in the United States neared $2.6 trillion and by 2020, it is 
projected to reach approximately $4.6 trillion ( Centers for Medicare and Medicaid Services, n.d. ). 
In order to reduce the health expenditures in the United States, preventing child maltreatment is a 
major public health policy priority.  

    The Role of Public Health in the Child Maltreatment Work 

 The mission of public health is “the fulfi llment of society’s interest in assuring the conditions in which 
people can be healthy” (Institute of Medicine  1988 , p. 40) and its focus is to  prevent  disease, injury, and 
disability, and to  promote  physical and mental health (Winslow  1923  reprinted 1984). Within the formal 
structure of government, the federal government leads and supports state and local health departments but 
protection of public health is primarily a responsibility of the states (Turnock  2012 ; Wilson  2011 ) and the 
role of local health department is assigned by the state government (Turnock  2012 ; Wilson  2011 ). 

 The public health approach to child maltreatment work differs from the child welfare or criminal justice 
perspectives that have often dominated the efforts to address the problem of child maltreatment. 
Its approach is population-based and its three main functions are  assessment  (i.e., monitor health status, 
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investigate health problems, evaluate health services),  development of policy  to reduce health problems 
(including developing research for innovative solutions to health problems), and  assurance  that 
needed action (i.e., provision of services, training competent public health staff, informing the public, 
mobilizing the community) occurs (Institute of Medicine  1988 ). 

 Public health has the potential to create broad population-level impact. It can and must play a critical 
role in addressing the issue of child maltreatment by: (1) advancing scientifi cally valid surveillance 
information on child maltreatment (assessment); (2) increasing the knowledge base of population-level 
approach to the prevention of child maltreatment (policy development); and (3) creating effective 
messages about the issues of child maltreatment to inform the public (assurance).  

    Assessment: Surveillance 

 Surveillance is the cornerstone of public health practice. As the former U.S. Surgeon General, David 
Satcher, commented, “In public health, we can’t do anything without surveillance. That’s where 
public health begins” (cited by Thacker et al.  2012 , p. 3). To effectively respond to the problem of 
child maltreatment, policy and programmatic decision-makers at the national, state, and local levels 
need valid and reliable information on child maltreatment. State and local health departments 
currently rely on data from multiple data sources, most of which are collected for other purposes, for 
their child maltreatment data. According to the Centers for Disease Control and Prevention (CDC), 
the top fi ve data sources used by state public health departments for their child maltreatment prevention 
planning and programming are Child Death Review data (86 % of state public health departments), 
Vital Statistics (78 %), child welfare and protection services data (73 %), Youth Risk Behavior Survey 
(67 %), and Pregnancy and Risk Assessment Monitoring System (63 %) (CDC  2011 ). 

 At the national level, child welfare and protection services data are mainly used to calculate estimates 
of child maltreatment. For example, the fourth and most recent congressionally mandated National 
Incidence Study (NIS-4), funded by the U.S. Department of Health and Human Services (DHHS), 
used a sentinel sample methodology which incorporates data of children who were investigated by the 
child protective service (CPS) agencies, those who were investigated by community professionals 
but were not reported to CPS, and those who were screened out by CPS without investigation 
(Sedlak et al.  2010 ). The NIS-4 revealed that the number of maltreated children under the study’s 
“Harm Standard” (i.e., a standard requiring that demonstrable harm has occurred) was 1,256,600 with 
a prevalence rate of 17.1 per 1,000 children in the general population nationwide (Sedlak et al.  2010 ). 
In contrast, the 2005 and 2006 reports of the National Child Abuse and Neglect Data Systems 
(NCANDS), also funded by the U.S. DHHS, are based on CPS data only (U.S. DHHS  2006 ,  2007 ). 
The NCANDS reports revealed that an estimated 899,000 children were victims of child maltreatment 
in federal fi scal year 2005 (U.S. DHHS  2006 ) and 905,000 children in 2006 (U.S. DHHS  2007 ). 
For both years, the prevalence rate was 12.1 per 1,000 children in the general population nationwide 
(U.S. DHHS  2006 ,  2007 ). 

  A System of Linked Data . Indicators of child maltreatment are often embedded in various surveillance 
systems such as Vital Statistics and Child Death Review. Unfortunately, they do not necessarily com-
municate with one another. For a more accurate and richer epidemiologic data on child maltreatment, 
the collection and analysis of data on child maltreatment and data related to child maltreatment must 
be expanded. In order to do so, the linking of important data across various data sets must be improved. 
Public health should take a leadership role in developing a system of linked data sets from both 
public (e.g., Vital Statistics, Child Death Review reports, behavioral and school-based health 
assessments, program specifi c data such as the Women, Infants, and Children data, etc.) and private 
data (e.g., private health care providers’ data systems). Furthermore, at the federal level, DHHS must 
support health departments seeking opportunities for active surveillance (e.g., adding questions on 
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modifi able risk and protective factors of child maltreatment to electronic health records). To facilitate 
data exchange within and outside the public health system, policies to enable partnering of state and 
local health departments as well as other federal agencies and private partners engaging in public 
health surveillance are also critically needed. 

 Furthermore, public health can and should provide a central setting to house comprehensive child 
maltreatment data which can be stored in a multi-dimensional matrix and secured in public cloud 
computing. In his 2009 keynote address for CDC’s vision for public health surveillance in the twenty- 
fi rst century, Thacker and colleagues ( 2012 ) cited Savel and colleagues’ ( 2010 ) model of public health 
grid and speculated that the future surveillance system would be “an electronic health grid” (p. 7) that 
consolidates various health information for public health surveillance (Fig.  16.1 ).

   Public health must take a leadership role in exploring various approaches, data sources, and capaci-
ties in order to develop such a system that can be supported and maintained. Of course, this is easier 
said than done. In 2009 when CDC surveyed 434 Division Directors of CDC and Agency for Toxic 
Substances and Disease Registry (ATSDR), members of the Surveillance Science Advisory Group 
(SurvSAG), and scientists on the CDC/ATSDR science distribution list, only 22 % of the respondents 
agreed that CDC surveillance systems work well in today’s world of information technology (Thacker 
et al.  2012 ). The 2009 survey also revealed that the role of surveillance is “the most pressing issue that 
confronts the agency and its partners” (Thacker et al.  2012 , p. 5). State and local health departments, 
their partners, and federal agencies must all commit to advancing the nation’s child maltreatment 
surveillance data capacity. In addition to taking advantage of President Barack Obama’s priority for 
an integrated health information system, the extraordinary advances in information technology 
does provide excellent opportunities for such a system. If a small start-up company can

  scan up to 500 million e-mails, Facebook updates, and corporate documents to create a service that can outline 
the biography of a given person you meet, warn you to be home to receive a package or text a lunch guest that 
you are running late (Hardy  2012 ), 

  Fig. 16.1    National Public Health Grid (Thacker et al.  2012 , p. 8). Abbreviations:  CMS  Centers for Medicare and 
Medicaid Services,  D0D/VA  U.S. Department of defense/Department of Veterans Affairs,  EMS  Emergency Medical 
Services,  FDA  Food and Drug Administration,  NIH  National Institutes of Health,  RHIO/HIE  Regional Health 
Information Organization/Health Information Exchange       
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 surely linking and organizing child maltreatment data into a format that is accessible in a more timely 
manner and useful is possible. Naturally, for such a system to be possible, there is a critical need for 
workforce development at the national, state, and local levels as well. Only 28 % of the respondents 
of the 2009 survey conducted by the CDC agreed that “the agency maintains rigorous standards for 
the collection, maintenance, and analysis of data for CDC/ATSDR and its partners” (Thacker et al. 
 2012 , p. 8). Thus, there is a critical need for the public health workforce to be trained in skills needed 
for effective and effi cient public health surveillance of the twenty-fi rst century. 

  Uniform Defi nition of Child Maltreatment . In order to accurately assess the magnitude, scope, charac-
teristics, and consequences of child maltreatment, there are efforts by the federal government to consoli-
date the various defi nitions of child maltreatment. After a systematic review of child maltreatment 
defi nitions of NIS (including comparison against all state defi nitions as codifi ed in the state statutes) by 
DHHS, the child maltreatment defi nitions were refi ned for NIS-4 and resulted in 60-form maltreatment 
typology (Sedlak et al.  2010 ). In addition to refi nements of the maltreatment typology, coders of NIS-4 
continued to evaluate each suspected child maltreatment case using two defi nitional standards or “count-
ability criteria” (Sedlak et al.  2010 , pp. 2–12): the Harm Standard and the Endangerment Standard. If a 
child experienced an observable harm, a case would be coded as child maltreatment under the Harm 
Standard. If “the source (CPS or sentinel) considered the perpetrator’s actions or omissions to have 
placed the child at serious risk of harm” (Sedlak et al.  2010 , pp. 2–12), a case would be coded as child 
maltreatment under the Endangerment Standard (Sedlak et al.  2010 ). Also, “the Endangerment Standard 
includes all Harm Standard countable children, but adds in other children as well” (Sedlak et al.  2010 ). 
The NIS-4 also specifi ed elements (child’s age, custody status, intention) that must be met for a case to 
be counted as a child maltreatment case (Sedlak et al.  2010 ). Furthermore, as the coders entered the data, 
a new Computer-Assisted Evaluative Decision System (CAEDS) was used to automatically remind the 
coders about the defi nitions and check for any coding error. 

 In 2008, the CDC published  Version 1 . 0 of Child Maltreatment Surveillance :  Uniform Defi nitions 
and Recommended Data Elements  (Leeb et al.  2008 ). Designed “to promote and improve consistency 
of child maltreatment surveillance for public health practices” (Leeb et al.  2008 , p. 5),  Version 1 . 0 of 
Child Maltreatment Surveillance  defi ned child maltreatment as “[a]ny act or series of acts of commis-
sion or omission by a parent or other caregiver that results in harm, potential for harm, or threat of 
harm to a child” (Leeb at al.  2008 , p. 11). It also defi ned associated terms of child maltreatment 
(e.g., “harm,” “caregiver,” “acts of commission,” “acts of omission”), and recommended data elements 
to include in a child maltreatment surveillance system (Leeb et al.  2008 ). Focusing on all types of 
child maltreatment, the document was intended to guide data collection for public health surveillance 
of child maltreatment. CDC’s  Version 1 . 0 of Child Maltreatment Surveillance  is an important resource 
to assist states to improve the consistency and comparability of the child maltreatment data. 

 Unfortunately, a lack of uniform defi nitions for child maltreatment surveillance continues to be a 
major barrier in public health’s child maltreatment work (CDC  2011 ). A survey funded by the Doris 
Duke Charitable Foundation revealed that less than half (47 %) of the state public health departments 
were aware of the CDC uniform defi nitions for child maltreatment surveillance, and only 14 % used 
the CDC uniform defi nitions for child maltreatment surveillance (CDC  2011 ). The reason was because 
each state has its own defi nition of child maltreatment (U.S. DHHS  2011 ). The Federal Child Abuse 
Prevention and Treatment Act (CAPTA) defi ned child maltreatment as:

   at a minimum , (italicized by author) [a]ny recent act or failure to act on the part of a parent or caretaker which 
results in death, serious physical or emotional harm, sexual abuse or exploitation; or an act or failure to act, 
which presents an imminent risk of serious harm (U.S. Department of Health and Human Services  2011 , p. 19). 

   Obviously, when each state has its own defi nition of child maltreatment, data on child maltreatment 
are not captured in consistent ways. However, to effectively respond to the problem of child maltreat-
ment, policy and programmatic decision-makers at the national, state, and local levels need valid and 
reliable information on child maltreatment. As surveillance being one of the essential public health 
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services (IOM  2002 ), public health must take a lead in bolstering the surveillance system of child 
 maltreatment in order to improve the consistency and comparability of child maltreatment data. 
Furthermore, every health department must agree on using a uniform defi nition of child maltreatment 
and its related terms (e.g., caretaker, harm), and develop ways to integrate them with their own 
defi nition of child maltreatment as required by their state statute so it can accurately estimate the 
public health burden, track trends, and evaluate prevention efforts of child maltreatment. 

 The strength of public health is its ability to integrate the efforts of diverse organizations, commu-
nities, and scientifi c disciplines. Thus, it can and must take a leadership role in garnering support for 
the use of a uniform defi nition of child maltreatment. State and local health departments, their 
partners, federal agencies, national organizations, philanthropic foundations, and academic institutions 
must all commit to providing, once and for all, a more scientifi cally valid and useful surveillance 
information on child maltreatment.  

    Policy Development: Research for New Insights and Innovative 
Solutions to Prevent Child Maltreatment 

 When state-level Maternal and Child Health (MCH) and Injury and Violence Prevention (IVP) pro-
gram directors were surveyed in the country, only 21 % (a coordinated response of MCH and IVP 
program directors in 50 states and the District of Columbia) indicated that their agency was making 
progress in decreasing the rates of child maltreatment in their state/district (CDC  2011 ). In naming 
how state health departments were currently addressing the problem of child maltreatment, the fi ve 
most common responses given by the MCH and IVP program directors were: (1) identifying and 
targeting at-risk populations (73 %); (2) making referrals to external child maltreatment resources 
(67 %); (3) communicating best practices, funding, and training for child maltreatment prevention 
(63 %); (4) convening child maltreatment prevention partners (55 %); and (5) building capacity for 
child maltreatment efforts within the state public health departments (CDC  2011 ). While they are all 
important roles for public health to play, one of the critical roles it can play is developing innovative 
solutions to prevent child maltreatment. 

 The child maltreatment fi eld is beginning to address community-level risk factors which have long 
been shown to be important determinants of child maltreatment (Coulton et al.  1999 ; Deccio et al. 
 1994 ; Drake and Pandey  1996 ; Garbarino and Crouter  1978 ; Garbarino and Kostelny  1994 ; Garbarino 
and Sherman  1980 ; Korbin and Coulton  1996 ; Melton  1992 ; Melton and Barry  1994 ; Molnar et al. 
 2003 ; Runyan et al.  1998 ; Sampson et al.  1997 ; U.S. Advisory Board on Child Abuse and Neglect 
 1990 ,  1993 ; Vimpani  2000 ; Zuravin  1989 ). Unfortunately, it is still unclear what specifi c community 
factors are associated with child maltreatment (Daro and Dodge  2009 ; Hashima  2005 ). Thus, there are 
still only a handful of community-level interventions that have demonstrated positive impacts on risk 
factors of child maltreatment (Klevens and Whitaker  2007 ). Given the magnitude and seriousness of 
the problem of child maltreatment, there is an urgent need to advance the fi eld’s understanding of 
what works at the community-level to prevent child maltreatment. With a wealth of fi eld experience 
in improving the health and well being of populations, public health can and must take a leadership 
role in creating innovative strategies to prevent child maltreatment at the community-level. Specifi cally, 
with infrastructure existing in every state and territory within the United States (ASTHO  2011 ), public 
health is well suited to gather information on prevention strategies that are “practical, affordable, 
suitable, evaluable, and helpful in the real-world” (Chen  2010 , p. 207). 

  Public Health and Viable Validity . Regardless of its effectiveness, a prevention program has little 
chance of sustainability in a community unless it is relevant and useful to the community. Thus, 
the question, “Is it feasible?” is just as important as the question, “Does it work?” Warning that the 
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evidence- based movement may mistakenly promote interventions that have little chance of real-world 
survival, Chen ( 2010 ) proposed an integrative validity model as an alternative to the Campbellian 
model (Campbell and Stanley  1963 ). In addition to internal validity (effectiveness) and external validity 
(generalizability), Chen’s model ( 2010 ) addresses viable validity (viability in the real world). 
According to Chen ( 2010 ), viability evaluation assesses “practicality, affordability, suitability, evalu-
ability, and helpfulness” (p. 207). Thus, in his model, which he refers to as “the bottom-up approach”, 
the evaluation sequence begins with a viability study then goes through effectiveness study, effi cacy 
study, and ends with dissemination (Chen  2010 ). In a Campbellian model, which Chen ( 2010 ) refers 
to as “the top-down approach,” evaluation proceeds from effi cacy study, to effectiveness study, then 
to dissemination (see Fig.  16.2 ).

   It is imperative that public health recognize the role it can play in assessing the viability of existing 
or innovative solutions to the problem of child maltreatment and promoting a culture of innovation – a 
learning community – in which there is continuing attention to new knowledge created in the real 
world and continuous refi nement of its prevention work. As Chen ( 2010 ) pointed out:

  Researchers should not be the only source of scientifi c knowledge. Rather, stakeholders’ program efforts, 
knowledge, and experience in helping clients, as well as their evaluation priorities, should be recognized and 
included as an integral part of scientifi c knowledge (p. 213). 

       Assurance: Informing the Public and Changing Social Norms 

 Using public awareness campaigns to inform the public about health issues has long been regarded as 
a vital component of public health. For instance, as a result of anti-smoking campaigns, the public’s 
perception of smoking, once socially an acceptable behavior, has gradually changed over time. 

  Fig. 16.2    Campbellian Model versus Chen’s Integrative Validity Model (Chen  2010 , p. 209)       
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Growing awareness of the danger of smoking and changes in public policy (e.g., no advertisement on 
television, smoking not permitted in public areas, tax increase on cigarettes) resulted in the social 
norm change about smoking. Similar to a campaign against smoking, public health must develop a 
unifi ed message that child maltreatment is a major, but preventable public health problem. Specifi cally, 
it must strive to create effective strategies to reach and inform the public (including policy-makers, 
health care professionals,  and  public health practitioners) about: (1) both the short and long-term 
health consequences of child maltreatment; (2) the associated fi nancial costs of child maltreatment 
and how primary prevention of child maltreatment is critical in reducing health care costs; (3) the 
broader context in which child maltreatment occurs; (4) the unique role of public health in preventing 
child maltreatment. Such messaging also should reframe the prevention of child maltreatment as a 
promotion of healthy child development. As Wald ( 2009 ) recommended, “Preventing maltreatment 
must be a  desired outcome , but  not the primary focus , of public investments in children” (p. 183). 
Framing prevention of child maltreatment as promoting safety and well-being of children is more 
likely to strengthen social will and garner political support to protect children. 

 In the 2009 survey of state-level MCH and IVP program directors mentioned earlier, only 69 % of 
the respondents indicated that their agency considered child maltreatment a public health issue (CDC 
 2011 ). Furthermore, 45 % percent of the MCH and IPV programs directors responded that lack of 
“buy-in” from state level partners that child maltreatment is a public health issue as a major barrier 
limiting the health department efforts in child maltreatment prevention (CDC  2011 ). Without the 
understanding that child maltreatment is a public health issue, it is not surprising that only 37 % of the 
states/district reported that they had a statute, law, or executive order mandating that the health 
 department participate in state child maltreatment prevention efforts and only 39 % had a designated 
child maltreatment staff person or program. 

  The Health Burden of Child Maltreatment . Public health must make a case that child maltreatment is 
a major but preventable public health problem. It must inform the public that children who experience 
maltreatment encounter increased risks for illness, injury, and death (Brown et al.  1997 ; Chapman 
et al.  2004 ; Dong et al.  2004 ; Felitti et al.  1998 ; Fergusson et al.  2008 ; Fuller-Thomson and 
Brennenstuhl  2009 ; Kendall-Tackett and Marshall  1999 ) in addition to altering brain development 
leading to developmental delays, cognitive impairments, and risk behaviors over the life course 
(Carrion et al.  2007 ; Nelson and McCleery  2008 ; Shonkoff et al.  2009 ). The public must be informed 
that preventing child maltreatment is strategic for achieving measurable and lasting impacts on the 
nation’s health. 

 Additionally, it is critical to educate public health practitioners that many of the programs which 
may not specifi cally address child maltreatment but foster healthy child development are contributing 
to the child maltreatment prevention efforts. Every health department staff and leaders (not just those 
involved in MCH and IPV) must understand the relationship of their programs to child maltreatment 
prevention and the importance of incorporating child maltreatment prevention strategies into their 
services for children and adults. Such awareness and understanding will be an important step in 
facilitating the much needed alignment of health department programs and integration of services to 
create a comprehensive system of care for children and families. 

  The Economic Burden of Child Maltreatment . Public health also must inform the public about the 
fi nancial cost of child maltreatment – that the total lifetime economic burden resulting from new cases 
of fatal and nonfatal child maltreatment in the U.S. in 2008 was as large as $124 billion ( Centers for 
Medicare and Medicaid Services, n.d. ; Fang et al.  2012 ). The message that preventing child maltreat-
ment will reduce the health expenditures in the United States must especially reach business leaders 
and policy-makers. If health expenditure in 2020 is projected to reach approximately $4.6 trillion 
( Centers for Medicare and Medicaid Services, n.d. ), the health burden of child maltreatment is a 
powerful message. Framing child maltreatment as nation’s fi scal problem may serve as a fi nal tipping 
point to create political commitment and push for effective action. 
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  The Broader Context of Child Maltreatment . A telephone survey conducted in 1999 revealed that only 
39 % of the 1,234 participants responded that environment plays an important role in causing child 
injuries (Hearne et al.  2000 ). Had the respondents been asked about how much impact environment has 
on child maltreatment, the answer would most likely be even lower. As the survey response refl ects, 
the lay public is usually unaware of the environmental context in which child maltreatment occurs. In 
a culture where the notion of personal responsibility is highly valued, there also is resistance to 
acknowledge that child maltreatment is “inescapably a judgment about communities – communities 
that differ in the level of support and supervision they offer to individual parents” (Garbarino and 
Collins  1999 , p. 5). 

 To prevent child maltreatment, public health must take a lead in educating the public that parenting 
behaviors (both positive and negative) are embedded in broader ecological (i.e., neighborhood, com-
munity, and cultural) contexts (Belsky  1980 ; Bronfenbrenner  1977 ; Cicchetti and Lynch  1993 ; 
Cicchetti and Rizley  1981 ; Garbarino  1977 ; Garbarino and Kostelny  1992 ; Hashima and Amato 
 1994 ). Because many are not aware that child maltreatment is usually more about parents being bur-
dened and overwhelmed than being sadistic, public health must lead in creating well-formulated 
media campaigns to shift the current social norm which focuses solely on caretaker culpability. By 
changing social norms related to children’s safety and well-being, it also will help strengthen the 
social will to take ownership of the problem of child maltreatment and galvanize communities toward 
the prevention of child maltreatment.  

    Conclusion 

 Solving the problem of child maltreatment requires a broad-sector coordination and public health is 
uniquely positioned to do so. Many complex issues seen as social and safety issues have achieved 
great progress from public health’s contributions, such as vaccination, sanitation, and motor vehicle 
safety. As shown below (Fig.  16.3 ), such success is due to its practice of coordinating a collective 
action of a multidisciplinary team of professionals (e.g., public health offi cers, physicians, nurses, 
educators, social scientists, epidemiologists, statisticians, community development workers, commu-
nications offi cers, public health lawyers) and partners (both private and public) to carry out 
 science- based approach into large-scale fi eld settings.

   Public health can build on its strength on child health and bring governments, nonprofi t organiza-
tions, academic institutions, businesses, media, and public around a common agenda of child well- 
being and create collective impact on children’s safety and health. Its collective approach can also 

  Fig. 16.3    The public health system: Government and some of its potential partners (IOM  2002 )       
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push for a system-wide progress by aligning programs and integrating services (within departments 
and among partners) at the state and local levels. At the federal level, DHHS can establish a much 
needed agency-wide vision for child maltreatment prevention, and develop strategies to: (1) clarify 
the roles of the agency’s operating divisions involved in the prevention of child maltreatment; 
(2) integrate its services for a more effi cient use of resources; and (3) collaborate with other federal 
agencies (e.g., Department of Agriculture, Department of Housing and Urban Development) to better 
address the issue of child maltreatment. As a new system of health care delivery is being established, 
public health can and must seize the opportunity to lead the fi ght in promoting the safety and 
well- being of children.     
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       Making headlines in most major American news media with the release of its fi rst report in 1990, the 
U.S. Advisory Board on Child Abuse and Neglect (U.S. ABCAN) declared a national emergency. 
The blue-ribbon panel based its conclusion on three fi ndings: (a) the epidemic scope of the problem; 
(b) “chronic and critical multiple organ failure” (U.S. ABCAN  1990 , p. 2); (c) the annual multi-billion- dollar 
cost of dealing with these failures. 

 The members of the Board also made clear, however, that the moral challenge that they – and 
indeed all American adults – confronted was found in the fact of child maltreatment itself, not its 
consequences. “ Even when  [ child maltreatment ]  causes no demonstrable harm to children ,” the Board 
lamented, “ it is shameful ” (U.S. ABCAN  1990 , p. 6, emphasis in the original):

  Child abuse is wrong. Not only is child abuse wrong, but the nation’s lack of an effective response to it is also 
wrong. Neither can be tolerated. Together they constitute a moral disaster…. 

 Beating children, chronically berating them, using them for sexual gratifi cation, or depriving them of the 
basic necessities of life are repellent acts and cannot be permitted in a civilized society. Tolerating child abuse 
denies the worth of children as human beings and makes a mockery of the American principle of respect for 
the rights and needs of each individual. 
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  Child neglect is also wrong …. When those who have assumed responsibility for providing the necessary 
resources for children (usually parents) fail to do so, it is wrong. When parents and other caretakers have the 
psychological capacity to care for their children adequately but lack the economic resources to do so,  society 
itself is derelict  when it fails to provide assistance…. 

 It is bad enough – simply immoral – that the nation permits assaults on the integrity of children as persons. 
To make matters worse, such negligence also threatens the integrity of a nation that shares a sense of community…, 
regards individuals as worthy of respect…, reveres family life, and…is competent in economic competition. 
(U.S. ABCAN  1990 , pp. 3–4) 

   The Board further concluded that the nation’s failure to meet its obligation to ensure the safety of 
its youngest citizens was the product of an ill-designed system:

  The most serious shortcoming of the nation’s system of intervention on behalf of children is that it depends upon 
a reporting and response process that has punitive connotations, and requires massive resources dedicated to 
the investigation of allegations. State and County child welfare programs have  not  been designed to get immediate 
help to families based on voluntary requests for assistance. As a result it has become far easier to pick up the 
telephone to report one’s neighbor for child abuse than it is for that neighbor to pick up the telephone to request 
and receive help before the abuse happens. (U.S. ABCAN  1990 , p. 80) 

   Consequently, the Board promised to devote its efforts to “the long-term development of a new, care-
fully planned, coherent approach for assuring the safety of children” (U.S. ABCAN  1990 , p. 8). The 
Board asserted that the answer was “the development of plans for the coordinated, comprehensive, 
community-based prevention, identifi cation, and treatment of abuse and neglect” (U.S. ABCAN  1990 , 
p. 94). Toward that end, the Board articulated two “fundamental principles” for child protection: (a) the 
involvement of the entire community (not just the specialty child welfare system) and (b) a focus on 
children’s individual needs. Subsequently, in a report focused on the federal role in child protection, the 
Board (U.S. ABCAN  1991 ) further asserted that “the principal goal of governmental involvement in 
child protection should be to facilitate comprehensive community efforts to ensure the safe and healthy 
development of children” (p. 46). 

    The U.S. Advisory Board’s Proposed National Strategy 

    The Rationale 

 Keeping its promise and adhering to its principles, the Board undertook an ambitious initiative to 
discover and apply international norms of human rights and empirical knowledge about the social 
underpinnings of child maltreatment to the design of a comprehensive community strategy for protec-
tion of children. [Papers that were commissioned to inform the Board’s discussions can be found in 
two edited volumes (Melton and Barry  1994a ; Melton et al.  2002 ).] At the culmination of this process 
in 1993, the Board proposed the development of a national child-centered, neighborhood-based child 
protection system. The Board imagined a “neighborly” society in which “all American adults…
resolve to be good neighbors – to know, watch, and support their neighbors’ children and to offer help 
when needed to their neighbors’ families” (U.S. ABCAN  1993 , p. 82). The Board articulated a fi ve- 
pronged strategy for fulfi llment of this vision: (a) strengthening neighborhoods as environments for 
child development and family life; (b) reorienting human services to emphasize prevention of child 
maltreatment and promotion of family well-being; (c) improving government’s involvement in child 
protection (e.g., developing comprehensive plans for child protection; reforming the fi nancing of 
human services to facilitate integrated services); (d) re-shaping societal values that may contribute to 
child maltreatment [e.g., ratifying the Convention on the Rights of the Child; taking steps to “reduce 
the acceptance of violence as a means of resolving confl ict, change attitudes that may contribute to 
the exploitation and sexualization of children, and promote appreciation of cultural differences as a 
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source of strength in our society” (Melton and Barry  1994b , p. 9); and (e) generating knowledge 
useful in comprehensive community efforts to prevent child maltreatment. 

 The Board’s proposal drew on research showing that poor neighborhood quality ( social poverty , 
controlled for social class) and sustained  economic poverty  are strong factors in the etiology of child 
maltreatment (see generally Garbarino and Kostelny  1994 ; Melton  1992 ; Pelton  1994 ; Thompson 
 1994 ), although the mechanisms for such effects were and are less well known (Coulton et al.  2007 ). 
Since the time of the Board’s report, research evidence has increased that neighborhood quality – 
especially concentration of economic poverty and instability of residence – is critical in the safety and 
well-being of children (see, e.g., Drake and Pandey  1996 ; Ernst  2001 ; Freisthier et al.  2006 ,  2007a ; 
Korbin et al.  1998 ). 

 Such studies show in part that neighborhood quality is important in ensuring children’s safety, 
because that task becomes much more diffi cult when social and economic resources important in care 
for children are absent or limited and when families are confronted with exceptional stressors. For 
example, a study in Chicago of families with children aged 3–15 showed decreased risk of child mal-
treatment as family support increased (Martin et al.  2012 ). Neighborhood rates of maltreatment of 
young children in an urban county were inversely related to (a) the proportion of 3- and 4-year-olds 
attending preschools and (b) the ratio of licensed child care spaces to the number of young children 
with working parents (Klein  2011 ). In the same study, risk was highest in high-poverty neighbor-
hoods with ethnic heterogeneity and inadequate resources for informal child supervision. Risk also 
escalates when poverty is accompanied by easy access to alcohol and drugs (Freisthier  2004 ; Freisthier 
et al.  2005 ,  2007b ) – in effect, offering the opportunity to cope by avoidance of severe challenges of 
daily life, in the context of a dearth of legitimate pathways to economic security. 

 Neighborhood physical characteristics are also important elements in children’s safety. It is simply 
more diffi cult to keep a child safe in an unsafe environment. Moreover, physical markers (e.g., the 
presence of fences around residential yards; the availability of signs communicating the neighborhood 
identity) are powerful indicators of residents’ collective concern for the neighborhood and their 
 motivation and competence to maintain it. Such social variables in turn might reasonably be inferred 
to refl ect neighbors’ watchfulness, exercise of informal control, and engagement with one another 
(see Zolotor and Runyan  2006 , on the relation between social capital and neglectful and harsh parent-
ing). Presumably refl ecting such processes, the neighborhood attributes that can be observed on a 
drive- through (see McDonell and Waters  2011 ), even after statistical controls for demographic vari-
ables (e.g., family income; residential stability), account for almost one-fourth of the variance in 
parents’ perceptions of their children’s safety in their homes (McDonell  2007 ). Among 168 neighbor-
hoods studied in South Carolina, observed physical and social conditions accounted for 27.4 % of the 
variance in rates of physical abuse, 17.5 % of the variance in rates of sexual abuse, and 6.7 % of the 
variance in rates of neglect, as classifi ed according to ICD-9 categories and as applied to all hospital 
inpatient and emergency-room care (McDonell and Skosireva  2009 ). Overall, physical and social 
conditions accounted for 28.3 % of the variance in rates of child maltreatment. 

 Not only do neighborhood factors infl uence risk of maltreatment, but they also mediate its long- 
term effects. Individual strengths are important predictors of resiliency after child maltreatment only 
when family and neighborhood stress is low (Jaffee et al.  2007 ). Chauhan and Widom ( 2012 ) found 
that a history of child maltreatment predisposes residential choices in adulthood (toward neighbor-
hoods with weaker social cohesion and greater disadvantage) in a manner that increases risk of illicit 
drug use at least until middle adulthood. Similarly, in a study of a largely African American popula-
tion in Detroit, a history of child maltreatment and current residence in a disorderly neighborhood 
interacted to predict the incidence of adult binge drinking (Keyes et al.  2012 ). Research also has 
shown that neighborhood-level sense of collective effi cacy moderates the effect of a history of neglect 
on aggression by 12-year-olds (Yonas et al.  2010 ). More generally, the severity of neighborhood 
disadvantage and instability moderates the effect of early child maltreatment on adolescent and 
adult lawbreaking (Schuck and Widom  2005 ). In another long-term follow-up study, although 
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neighborhood advantage did not directly affect resilience among adolescents and young adults who 
had experienced physical or sexual abuse as children, it did moderate the relationship between house-
hold stability and resilience in adolescence and between cognitive ability and resilience in young 
adulthood (DuMont et al.  2007 ). 

 The relatively few personal (psychological) factors that are known to be important in the etiology 
of child maltreatment (e.g., parental depression; perceived effi cacy of parents as individuals, family 
members, and community members) are closely related to these social and economic variables 
(Pelton  1994 ). For example, family support in moderate- to high-violence neighborhoods has been 
shown to reduce the risk of child maltreatment by decreasing parents’ vulnerability to depression 
(Martin et al.  2012 ).  

    Principles for Action 

 Apart from basic research on the relation of neighborhood factors to the prevalence of child maltreat-
ment and the well-being of families, research also had suggested that programs within and of the com-
munity have the greatest effectiveness in helping children and families. Reviewing 21 contemporary 
programs generated in the family support movement and identifi ed by national experts as exemplary, 
Wilson and Melton ( 2002 ) noted 12 commonalities:

•    Focus on both prevention and treatment;  
•   Strengthen family and community supports and connections;  
•   Treat parents as vital contributors to child growth and development;  
•   Create opportunities for parents to feel empowered to act on their own behalf;  
•   Respect the integrity of the family unit and serve it holistically;  
•   Enhance parents’ capacities to foster the optimal development of their children and themselves;  
•   Show sensitivity to the cultural, ethnic, religious, social, and economic characteristics of the 

community;  
•   Establish linkages with community support systems;  
•   Provide settings where parents and children can gather, interact, support each other, and learn from 

each other;  
•   Enhance coordination and integration of services needed by families;  
•   Enhance community awareness of the importance of healthy parenting practices;  
•   Provide 24-h emergency support when parents and children need help. (pp. 199–200)    

 Although some of these characteristics do not inherently require a community or neighborhood 
base, it is diffi cult to imagine a more distal base if these characteristics are taken as an integrated whole. 
In fact, the model programs generally grew from grassroots concerns and local needs. Programs com-
monly had non-professional origins in civic clubs, neighborhood associations, or ethnic associations, 
and they continued to operate with largely volunteer staffi ng. Moreover, the centers that were created 
went well beyond “one-stop shopping” for professional services to centers of community for creative 
integration of tailored programs and, like the settlement houses established about a century ago, for 
conversation, recreation, practical assistance (e.g., education in home repairs), and sharing of resources. 

 Indeed, the contemporary model family support programs created in part with goals of preventing 
and treating child abuse and neglect are strikingly similar to the settlement houses of the early-
twentieth- century and the community action agencies in the War on Poverty in the 1960s. Note the 
descriptions in Levine and Levine’s social history ( 2002 ):

  The settlement houses emphasized educational, recreational, and social purpose. Even though they dealt with 
children and families from different neighborhoods who had many problems associated with poverty, settlement 
workers emphasized uplift, development, and growth. They provided the opportunity for individuals to develop 

G.B. Melton



333

themselves in ways those individuals thought desirable. They provided a place for children to do homework, for 
children and adults to learn to play music, participate in plays or athletics, and…develop organizational skills by 
providing positions of leadership in clubs. There were no eligibility requirements, no intake, no forms to fi ll out 
unless one signed up for a club or a service or became a member of the settlement. People came to the settle-
ments for activities that they wanted and enjoyed and that helped them to participate successfully in the larger 
society. The settlement workers were there to assist others to develop, not to cure them…. 

 Similarly, in the 1960s…people came to the [neighborhood service] centers for job leads, employment coun-
seling, and training opportunities that often provided stipends…. The centers were located in neighborhoods and 
operated informally (one could drop in without an appointment). 

 Neighborhood center workers felt free to make informal home visits, to advise people of opportunities, or 
simply to stay in touch with problem families. Because of the frequent, informal contacts, neighborhood workers 
learned about problems that individuals and families were having, and they could attempt to intervene by offer-
ing services. These services were often concrete and immediate; they ranged from advocacy efforts to such 
mundane matters as providing transportation to make a service available. Neighborhood workers greeted clients 
and former clients on the streets and inquired about them, exchanged Christmas cards, and responded when 
people asked for assistance not directly related to employment. (pp. 94–95) 

   The U.S. Advisory Board was impressed by these historical examples and the research and theory 
on which they were based. On logical grounds, the Board theorized that, to be effective, the child 
protection system must be a part of everyday life. It should be embedded in the settings where families 
live, work, study, worship, and play. Such settings have the capacity to strengthen parents’ sense that 
they can make a difference in regard to the well-being of their own and their neighbors’ children in 
their community. Such settings also provide opportunities to notice the needs of young families and 
to respond immediately, reciprocally, and usefully. Moreover, infusion of reciprocal help into the set-
tings of everyday life “normalizes” assistance and thereby both minimizes stigma and maximizes its 
utility and generalizability (see Limber and Hashima  2002  and Thompson  1994  for reviews of the 
nature and potency of informal social support; see also Murphy-Berman and Melton  2002  on mutual 
assistance, including “self-help” groups). 

 By contrast, the U.S.-style child protection system that has dominated child welfare around the 
world in the past 50 years is based on allegations, not needs for help (see Melton  2005 ; Worley and 
Melton  2012 ). By emphasizing the central importance of state social workers’ investigations, the 
system has inadvertently diminished community residents’ sense of personal responsibility to assist 
neighbors in need. Ironically and tragically, the child protection system had been designed in a  manner 
that had implicitly (but inadvertently) absolved citizens of any responsibility other than “telling” that 
they suspected child maltreatment and that had transformed helping professionals into detectives. In 
effect, the system had undermined the assistance that neighbors can give each other, both in ordinary 
daily life and times of crisis. Ironically and tragically, it had diverted the resources designated for 
child protection to a law enforcement function, so that little help was available to families who ulti-
mately go all the way through an inherently unfriendly system. 

 For a neighborhood-based system to work, the Board recognized, it must be universal. Exclusion 
of affl uent families with relatively few unmet needs diminishes the resources available in a system of 
reciprocity. Moreover, as families become more and more isolated (an endemic process in 21st- 
century industrialized societies), even those families with the greatest resources may fi nd themselves 
alone at times of crisis (e.g., parental illness). 

 The system must also be inclusive of those families whom communities might otherwise exclude. 
Although the removal of adult offenders from communities may be justifi ed by the offenders’ con-
duct, de facto punishment should not extend to their children. Those who do or will care for children 
during and after their parents’ incarceration should be held within the community safety net. So too 
should new immigrants and ethnic minorities who otherwise might not be fully integrated into 
communities. 

 The ideas presented by the U.S. Advisory Board were given broad public attention but with mixed 
impact (Melton  2002 ). By the mid-1990s, the Board’s arguments pushed the (U.S.) National Child 
Abuse Coalition to broaden its federal advocacy beyond programs in the specialty child welfare 
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sector. The Board’s work also was catalytic in expansion of infant home visitation, especially in the 
non- profi t sector in the United States. Developments in public discourse and professional aspirations 
are not trivial accomplishments, especially amid the continuing clash of interest groups and the result-
ing iterative, relatively slow-paced change that typically results in the American political process. 
However, these developments fell far short of the level of change that the Board envisioned in the 
federal sector alone – reforms that would have required action by scores of congressional committees 
and subcommittees (U.S. ABCAN  1991 ). 

 The Board had recognized that fulfi llment of its vision would not be easy:

  It will require reversal of powerful social trends, within neighborhoods at highest risk (those that have been 
“drained”) and the nation as a whole. The problem of child maltreatment is so complex – increasingly so – that 
the strategy necessarily includes many elements, and the science and technology of neighborhood development 
are only minimally developed…. Moreover, a focus on the social conditions that undermine the safety of 
children means that the responsibility for change must be shared not only by the individual families involved but 
also by service providers, the community, and all levels of government – in fact, by society itself…. Although 
the Board’s strategy builds on such historic values of our society, it does so with recognition of the need to 
accommodate to trends in the post-industrial age that have weakened the expectation of voluntary help by 
neighbors for each other and that have reshaped not only neighborhoods but also the families within them. 
(U.S. ABCAN  1993 , p. 81) 

   Accordingly, the Board’s number one recommendation when it released its report on the 
neighborhood- based strategy was in effect a request for tryouts of the approach. Specifi cally, the Board 
recommended the creation of Prevention Zones – model neighborhoods in which intensive efforts 
would be made to promote economic and social development designed to facilitate the implementa-
tion of a neighbors-helping-neighbors strategy for prevention of child maltreatment. 

 Although support for such Prevention Zones was conceived as primarily a federal responsibility, 
action occurred in the philanthropic sector. Specifi cally, The Duke Endowment made a generous 
multi-year (2002 to approximately 2008) grant to the Clemson University Research Foundation to 
undertake such an initiative through the CU Institute on Family and Neighborhood Life (then under 
the author’s leadership) in a portion of metropolitan Greenville, South Carolina. That initiative, 
known as Strong Communities for Children and based at the Center for Community Services in 
Simpsonville, remains to my knowledge the only comprehensive attempt to apply the U.S. Advisory 
Board’s strategy at scale. 

 (A still larger-scale outgrowth of the Board’s recommendations was Healthy Families America, a 
national initiative for infant home visitation sponsored by Prevent Child Abuse America and also 
originally supported in the philanthropic sector. However, the scope of services in Healthy Families is 
substantially more limited than was envisioned in Strong Communities, which was intended to engage 
all sectors of the community in prevention of child maltreatment and to enable support for all families, 
not just those at high risk.)   

    Strong Communities for Children 

    The Approach 

 Greenville is a widely dispersed metropolitan area. The service area included the southern third of 
Greenville County and the northeastern section of Anderson County – an area that at the time had 
about 125,000 people. It is ethnically and economically diverse, with an urban area, suburban areas, 
small towns, and rural areas. 

 In consonance with the analysis in the preceding section, Strong Communities was designed to 
change the  norms  of the participating communities and to enable easy implementation of those norms, 
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in both cases by mobilizing communities through primary institutions (e.g., schools; businesses; 
churches; family health clinics; public safety agencies). In particular, efforts were made to create or 
enhance a sense of community (norms of caring [e.g., attentiveness; neighborliness] and inclusion) 
and a sense of effi cacy (optimism [e.g., the belief that action on behalf of families will be effective 
because the community is welcoming and supportive] and action [e.g., the belief that practical activity 
could and should be directed toward family support]). Taken together,  the goal was to ensure that 
every child and every parent would know that if they had reason to celebrate ,  worry ,  or grieve ,  some-
one would notice ,  and someone would care . 

 The key actors in the initiative were community outreach workers (roughly 1 to a community), who 
strove to organize community action in keeping with a set of 10 core principles (e.g., “Strong 
Communities is directed toward the establishment or enhancement of  relationships  among families or 
between families and community institutions”). In the early phases of the initiative, the outreach 
workers focused on spreading the word, fi rst to community leaders and then with the leaders’ help to 
the community as a whole. Campaigns (e.g., pledges to learn the names of the children in the 10 closest 
homes) and special events (e.g., community festivals; special religious observances) were tools in 
these efforts. 

 Thereafter, the outreach workers engaged in grassroots mobilization to enhance both social and 
material resources for families within community settings. E.g., fi refi ghters in one community 
knocked on doors to bring residents to community meetings, mentored children everyday, distributed 
bicycle helmets, and built a front porch for the fi re station. 

 The outreach staff also sought to institutionalize neighborly activity that would enhance the 
resources available to families of young children and that would maximize their chance of being 
noticed at critical times. Generally using existing human resources (unpaid volunteer service and 
donated professional time) in existing community facilities (e.g., churches; fi re stations; parks; schools), 
outreach workers collaborated with key volunteers to create numerous family activity  centers. Among 
the services that the centers offered were play groups (a chance for parents to make connections with 
other parents of young children), parents’ nights out, and chats with family advocates.  

    The Results 

  The conservative nature of the fi ndings . Strong Communities was extensively evaluated. The out-
come evaluations yielded conservative results because the baseline was 2 years after the initiative 
started. The statistical power was lower than anticipated and the level of institutionalization of reforms 
was also less extensive than planned, because the grant supporting the initiative ended approximately 
3 years earlier than was originally contemplated. Given these deviations from the original plan and the 
inherent diffi culty in measuring some of the variables of most interest, the results of Strong 
Communities lends credibility and support to this community-based approach (McDonell et al.  2013 ). 

  The engagement of the communities . Despite the fact that activities associated with Strong 
Communities were often not recorded, the records of activities in the presence of an outreach worker 
or with her or his direct knowledge are by themselves impressive (see Haski-Leventhal et al.  2008 , for 
an overview of the strategy and process of volunteer engagement in Strong Communities). In less than 
5 years, more than 5,000 people volunteered their time (more than 60,000 h) in an area with about 
90,000 adults. Both the number of volunteers and the amount of time that they contributed grew 
steadily throughout the initiative – remarkable achievements in an era of ever-increasing alienation 
and isolation. 

 Analogously, the number of organizations involved in the initiative and the number and diver-
sity of activities in which they were engaged during that period grew steadily to impressive levels 
(e.g., 188 businesses; 213 religious organizations; 85 voluntary organizations). The most vigorous 
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involvement originated in organizations (e.g., fi re departments; churches) that typically have little, 
if any, engagement in primary prevention of child maltreatment. 

 The volunteers were remarkably representative of the communities in which they live. About 40 % 
of the volunteers were male – unusual for a children’s initiative. The proportion of volunteers 
who were ethnic-minority or who were resident in high-need communities was higher than in the 
population as a whole. 

 There is evidence that Strong Communities was transformative, not just in its effects on children 
and families in the participating communities, but also in its effects on the volunteers themselves. Such 
effects were particularly notable among approximately 50 individuals who were “key volunteers” and 
who thus were  leaders  in the literal sense – i.e., residents who  initiated  numerous projects in the context 
of the Strong Communities initiative (Hashima and Melton  2008 ). Importantly, these leaders were not 
elected offi cials; they were not major corporate CEOs. Indeed, they were not people whose names 
often, if ever, appeared in the local newspaper. In terms of demographics, the key volunteers were 
similar to the “regular” volunteers – just a little older. However, they were distinguished by lifelong 
commitment to service and unusually heavy involvement in their churches. These individuals achieved 
a new level of self-confi dence and new commitment to community service because they found in 
Strong Communities that they could work at scale (not “just” with individuals) to improve the well-being 
of the community. Notwithstanding their lifelong expressions of altruism, many truly became “new 
people” in the magnitude of their aspirations and the depth of their commitment to their neighbors. 

 Although with less intensity, the volunteers in general shared that perspective. They were serving 
in Strong Communities to do good for the community, not to make social or business connections, 
learn job skills, or build a résumé for their own betterment (Haski-Leventhal et al.  2008 ). 

  The safety of children . Many would argue that the level of community engagement by itself justifi ed 
the investment in Strong Communities. Certainly, many foundations and government agencies have 
invested substantial sums of money in order to promote such a goal, but often with little success. 

 There is strong evidence, however, that Strong Communities not only changed the communities 
per se, but that by doing so, they also made children safer. The linchpin of the studies of the latter 
outcome was a random survey (conducted in waves 3 years apart) of parents of young children in the 
Strong Communities service area and in matched block groups (neighborhoods) in other parts of 
South Carolina. Across time and relative to the comparison communities, parents in the Strong 
Communities area reported extraordinary change: less parental stress; greater social support; more 
frequent help from others; greater sense of community and personal effi cacy; more frequent positive 
parental behavior; more frequent use of household safety devices (e.g., baby gates); less frequent 
disengaged (inattentive) parenting; less frequent neglect. 

 These self- and community perceptions were refl ected in actual changes in relevant outcomes in 
institutions charged with protecting children’s safety. For example, marked positive changes were 
seen in founded referrals of young children to Child Protective Services as a result of suspected child 
maltreatment. Again in comparison of the service area with matched block groups across time, 
offi cially substantiated cases of maltreatment among children aged 2 and under declined by 11 % in 
the service area but increased by 85 % in the comparison area. For children aged 4 and under, founded 
maltreatment decreased by 41 % in the service area but increased by 49 % in the comparison area. For 
children aged 9 and under, founded maltreatment decreased by 8 % in the service area but increased 
by 30 % in the comparison area. 

 Strong Communities focused on families of young children (roughly, birth through fi rst grade). 
The CPS data, which are echoed in other service systems, show remarkable effects on the safety of 
young children, but they also show some spillover to other elementary-school-age children. The latter 
fi nding is unsurprising for two reasons:

    1.    Many families of young children include children in the upper elementary grades.   
   2.    Changes in the school climate for families in kindergarten and fi rst-grade classes (and other 

primary grades) often involve whole schools.     
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 The CPS data were complemented by the fi ndings drawn from examination of records in emergency 
rooms and pediatric inpatient units. Emergency room visits and inpatient stays attributable to neglect 
declined by 68 % among children of all ages in the service area but by only 19 % in the comparison 
area. All admissions for injuries resulting from maltreatment of children aged 2 and under declined by 
23 % in the service area but only 6 % in the comparison area. All admissions for injuries resulting from 
maltreatment of children aged 4 and under declined by 38 % in the service area but only 13 % in the 
comparison area. 

 Perhaps showing the spillover effect, secondary analyses of state-collected surveys of teachers, 
parents, and children in the service area showed signifi cant increases in the beliefs of the adults, but 
even more so the children, that pupils are safe at and in transit to and from school. Respondents in the 
service area also were more likely over time to report that parents were taken seriously by school 
personnel. However, such beliefs about child safety and school acceptance of parents became less 
common in families of children in matched comparison schools.   

    Conclusions 

 The results of the evaluation studies of Strong Communities show unequivocally that one person can 
make a difference. Following principles derived from knowledge about the causes and correlates of 
child maltreatment, a small group of outreach workers (about one per community; optimally, about 
one per 10,000 people) created a social movement inclusive of people of diverse age, ethnicity, class, 
politics, and theology. Remarkably, there were  never  confl icts among volunteers, groups, and organi-
zations of different backgrounds. Participants were united in the goal to  Keep Kids Safe  by changing 
social norms so that children and parents are  noticed  and  cared for , by their peers and by others in 
the community. 

 Strong Communities demonstrated that a universal approach to primary prevention that relies on 
principles to achieve changes in norms can result in a translation of those norms into practice. 
Applying resources generated as a result of such community engagement to meet families’ material 
needs, to provide volunteer overnight care, and to deliver mentoring and other support for families of 
prisoners, we also have shown that Strong Communities can be constructed in a way that it serves as 
a safety net even for those families already involved in formal child protection and justice systems. 
The result is that children are safer; they are safer even without their families having to ask for help or 
to be labeled as clients or patients. With implications for other social problems and indeed, stated 
positively, the quality of life in general (especially for young families at times of great need), Strong 
Communities also provided compelling evidence of the potential for broad-based community engage-
ment in a way that crosses all of the usual social boundaries. 

 The communities in which Strong Communities was based were suffi ciently diverse that they offer 
strong evidence for the effectiveness of such an approach in various neighborhoods and probably 
various cultures. The grassroots organizing approach had its greatest effect in mobilization of the 
communities of highest need, although it took about 2 years before the new community structures and 
civic engagement began to be fully manifest. By contrast, in affl uent suburban communities, the same 
ultimate effects on children’s safety were demonstrated, even though some of the intermediate changes 
in community process that had been observed in less advantaged communities did not appear. 

 It is now important to see if others can apply the principles of Strong Communities and achieve 
results of such impressive magnitude, whether in terms of community-building per se or of the safety 
and well-being of children. We are convinced in that regard that a substantial economy of scale is 
possible. A unit consisting of planners, supervisors, and evaluators probably can support outreach 
workers across multiple metropolitan areas and/or rural regions. 

 The promise of Strong Communities is broad. In that regard, staff and visitors in Strong 
Communities came from widely disparate societies. Without exception (see  Melton et al. in prep. ), 
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they were impressed by the apparent applicability of the initiative in diverse cultures, whether in 
industrialized or developing societies. In particular, implementation appears to be feasible in diverse 
societies because of the reliance on community volunteers and the attention given to neighborhoods’ 
particular assets, norms, and needs.     
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 Introduction

Although the emphasis on evidence-based interventions is a major step toward improving child 
protection systems, there are other equally important decisions to be made if we expect to use prevention 
as a way to reduce exposure to and the consequences of child maltreatment. Among them, allocating 
preventive service capacity is perhaps the most important. It is surprising therefore to learn just how 
little attention is devoted to understanding whether service allocations are at all related to need or 
outcomes when both are measured at a public health level.

In this paper, we address three empirical questions. First, we examine the extent to which social 
disadvantage is related to basic indicators of contact with the child welfare system. Contact with 
the child welfare system is measured as maltreatment investigations, reports of abuse and neglect, 
substantiated reports, preventive case openings, and foster care placements, all of which are rates per 
1,000 children. We next examine the allocation of preventive services relative to need and contact 
with the child welfare system. Preventive services allocation is defined as the number of preventive 
service slots available in a community. Service slots are similar to foster care beds in the sense that 
they represent a basic measure of service supply. If slots are open, services are available, and referrals 
are a measure of utilization. Finally, we examine the relationship between placements, the number of 
service slots per maltreatment victim, and socio-structural characteristics of the neighborhoods where 
children live.

Findings suggest that the allocation of preventive services follows need, but that within the cluster 
of high-need communities, allocations vary considerably, with some high-need communities receiving 
smaller prevention investments. To close the paper, we argue that closer attention to hotspots where 
need, resources, and outcomes are misaligned represent fundamentally different resource allocation 
problems.
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 Placement Prevention and Service Allocation

As a response to maltreatment, placement prevention has been a key policy and practice priority since 
at least 1980 when the federal government required states to use diligent efforts to keep children out 
of foster care. As a service goal, placement prevention has both a legal and clinical rationale. From a 
legal perspective, the government is reluctant to interfere with a parent’s right to raise his/her children. 
The concept of diligent efforts to prevent placement – a legal requirement – affirms the belief that a 
parent’s right to raise his/her children is at the forefront of child welfare policy in the U.S.

The clinical rationale for preventing placement is the flip side of the legal rationale. Though placement 
into foster care – the act of removing children from risks faced at home – may prevent further harm from 
maltreatment, the iatrogenic effects of placement are thought to be both common and clinically signifi-
cant. For example, group and other forms of congregate care have been linked to negative developmental 
sequelae (Barth 2005; Berger et al. 2009), yet 22 % of all children and 48 % of all teenagers are placed 
in some type of group facility at admission. Caregiver changes, which are also associated with negative 
developmental sequelae (Aarons et al. 2010; Barth et al. 2007; Newton et al. 2000), affect more than half 
of all children who are placed, with roughly 30 % of foster children experiencing three or more place-
ments. There is, as well, significant variation between and within states with respect to how long children 
remain in foster care. The median length of stay ranges from 5 to 24 months at the state level and 2 to 
35 months at the county level. Finally, about one in five children will return to care within 2 years of exit 
and for some child populations, the reentry rate is as high as 35 % (Wulczyn et al. 2007, 2011).

Although placement prevention is at the forefront of policy and practice concerns, the available 
fiscal evidence suggests that prevention receives smaller investments than placement. Federal funding 
for child welfare services comes from a variety of sources, but core federal support for child protection 
is lodged within Title IV of the Social Security Act. According to the latest figures, from 2010, aggregate 
federal spending for foster care maintenance payments was approximately $1.5 billion, compared to 
$614 million spent from the Title IV-B program (DeVooght et al. 2012). In part, the discrepancy in 
spending is a function of the fact that foster care maintenance payments are part of an entitlement 
program whereas federal investments in prevention are discretionary. The imbalance is emblematic of 
how spending is perceived: services for maltreatment prevention are underfunded.

The chronic shortage of funds for prevention services has tended to produce policy reforms focused 
on increasing revenue for preventive services, either by expanding the type of covered services or 
expanding the population of covered individuals (children or families). Research has followed the 
same pattern and largely addresses the need to know more about what to do (i.e. the efficacy of covered 
services) and for whom (i.e. the covered populations). Missing almost entirely from the dialogue 
between advocates, policy-makers, and researchers is any real focus on where existing resources are 
being spent and whether those investments pay off, for example, in the form of lower placement rates.

Analytically, the challenge is identifying patterns in the allocation of prevention services relative 
to need and outcomes. Unfortunately, within the literature, there is virtually no research that discusses 
the allocation of child maltreatment prevention services relative to need. To the extent research has 
looked at the issue of capacity, which is different than the allocation of resources, the focus has been 
on readiness, community coalitions, fit, fidelity, adequate resources, dissemination, and implementation 
(Saul et al. 2008; Stith et al. 2006), but not on the number of service slots, which is a simple measure 
of supply. Service accessibility – program availability in relation to need – has been examined (Stanley 
and Kovacs 2003), but results reported were impressions gathered through a survey rather than an 
assessment of prevalence relative to the measured supply of services. Faver and colleagues (1999) 
reviewed the literature on services for child maltreatment and attributed the dearth of services to 
policy, a focus on the most urgent cases, and a poor match between needs and services. They also 
discussed help-seeking processes and barriers to utilization, but they did not specifically mention the 
need to study the quantity of services in relationship to need. Similarly, Whitaker and colleagues 

F.H. Wulczyn et al.



343

(2005), writing about the child maltreatment prevention priorities at the Centers for Disease Control 
and Prevention, emphasized the public health approach to prevention and the need to implement 
empirically supported practices, but again they did not address the match between service availability 
and need as a research priority and practice for which empirical support was needed.

 The Study

It is easy to understand why increased investment in preventive services sounds like good policy. 
What is less clear is how any new spending should be allocated. The tacit assumption is that more 
spending is uniformly useful, with level benefits across service contexts. In reality, different returns 
on new spending should be expected in part because current spending is already differentially effec-
tive and some of the decisions yet to be made will work well and others will not. Some neighborhoods 
already have a below average placement rate, given social conditions on the ground, so the type 
of preventive service purchased in those areas may well be different than the services purchased by 
communities where placement rates are at the other end of the adjusted scale. If nothing else one 
should expect different effects from the next preventive dollar spent if the resources target areas where 
placement rates vary. Among the nuances, if placements rates exceed an adjusted average placement 
rate, after controlling for the supply of preventive services, the underlying problem may have more to 
do with the use of different services (i.e., an evidence-based intervention) rather than simply more 
services. The reverse may also be true. In places where there is a serious shortage of services, prevention 
may be as much about quantity as it is about quality. These are important questions to ask and answer 
if new spending on preventing maltreatment is to be optimized.

Toward this end, we examined preventive service capacity in a large urban child welfare system. 
We looked at service capacity in relation to need, preventive service capacity, and foster care place-
ment rates. We approach the problem by answering three questions. First we wanted to understand the 
level of contact with the child welfare system at the community area level. A child welfare agency can 
be present in a community area in various ways. For the CPS system in each community area, we 
have a count of all CPS investigations, a count of reports by type of allegation, and a count of victims. 
For the placement system, we have a count of children placed for the first time and for those children 
we have a count of exits to family within 1 year (reunification), exits to permanency within 1 year, and 
reentry to placement following an exit to permanency. For the preventive services system, we know 
how many preventive services cases were opened and we have a count of preventive service slots. 
As noted, preventive slots are analogous to foster care beds. Without a foster home a child cannot be 
placed; without a preventive service slot a child (or a family) cannot receive a preventive service, 
although there are some exceptions to this principle. Together they represent the capacity of the system 
in its fundamental form.

Measured in any one of the ways described, the child welfare system has a presence in every part 
of every city. The presence is, however, larger in some community areas than others. Thus, our second 
question addresses if and how the size of the presence is associated with what can be called the social 
ecological character of the community area. We specifically expect the presence to be greater in the 
areas with the higher levels of social disadvantage. The measures of social disadvantage we used are 
described below.1

Finally, we want to understand the distribution of service slots across community areas differentiated 
by the level of social disadvantage. We are also interested in whether placement rates vary with respect 
to the overall quantity of preventive services. Thus, we would expect that if there are two communities 

1 We use the terms social need and social disadvantage interchangeably. As attributes of populations as opposed to 
individuals, use of the terms is tied to their ecological meaning.
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with identical social-ecological profiles but a widely disparate resource base (i.e., some services versus 
no services), the community with more services will have lower placement rate assuming there is a 
even only a modest impact associated with the quantity of services available.

 Social Ecological Character: Independent Variables

To assess need, we follow a basic epidemiological or ecological approach (Regier 1984; Durbin et al. 
2001; Spearly and Lauderdale 1983). We used 12 census-based measures that are associated with the 
incidence of maltreatment. The indicators capture social disadvantage (Coulton et al. 1995, 1999; 
Lery 2009; Wulczyn et al. 2013) and are predictive of both higher incidence of maltreatment and 
foster care placement.

The community-level measures, which are 2006 estimates, include:

• Female headed households (%)
• Married couple households (%)
• Family poverty rate (%)
• Poverty rate female headed families (%)
• Adults with less than a high school education (%)
• Unemployment rate (%)
• Owner occupied housing (%)
• Renter occupied housing units (%)
• Male/female ratio
• Child/adult ratio
• Persons living in group quarters (%)
• Proportion of the population that is elderly

In addition to the social indicators, we have for each community area a count of the number of 
children living in that area to compute incidence rates.2 All of the indicators are estimates based on 
the year 2006.

Each indicator was converted into a 0/1 value based on whether, for a given community area, the 
observed proportion was above or below the unweighted citywide average. Because the indicators 
have different valences with respect to whether more is advantageous, each indicator was assigned 1 
if the valence was positive. For example, lower poverty rates are generally more desirable socially, so 
community areas with below average poverty rates were assigned a 1. For owner-occupied housing, 
more is better, so above average community areas were assigned a 1. Constructed in this way, the 
index ranges from 0 to 12, with 12 indicating that across all individual indicators, the community area 
rated a positive valence in relation to the citywide average. The index is used to determine whether, 
for example, the number of maltreatment reports is correlated with the summary index. Because 
social disadvantage is associated with a lower index value, we expect the correlation to be negative.

 Child Welfare Activity

Child welfare activity was measured as follows:

• Number of maltreatment investigations
• Number of neglect reports

2 The calculation of incidence rates is managed through the Poisson count models using variable exposure (Raudenbush 
and Bryk 2001; Sampson et al. 1997).
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• Number of physical abuse reports
• Number of preventive services cases opened
• Number of placements
• Number of preventive service cases opened per 100 victims
• Number of preventive service slots per 100 victims.

 Statistical Methods

To establish the link between need measured at the community-level and child welfare activity, we 
used a multilevel, random effects Poisson event count model. Because Poisson event count models 
are well established in biostatistics (Hedeker and Gibbons 2006), criminology (Osgood 2000), and 
sociology (Raudenbush and Bryk 2001), we do not undertake a detailed description of the model 
and its advantages in this context. The basic count model is of the following form. If Yj is the number 
of events in county j and mj is the number of children living in the county (i.e., exposure), then the 
expected number of events is:

  
E Y mj j j j| .λ λ( ) =

 

The log link h lj j= ( )log  provides a fixed effect model for estimating the number of events:

 
η βj j= 0 .

 

The unconditional level-two model, with a random effect, is:

 
β γ µ0 00 0j j= + .

 

The mixed model is:

 
η γ µij j= +00 0 .

 

The random effect model adjusts for the fact that small community areas with small event counts 
provide less reliable estimates of the true event rate (Osgood 2000).

Without the random effect, the expected number of events is simply:

 
η γij = 00 .

 

With respect to the counts of events, the unconditional fixed effect estimate of nij is equivalent to 
the empirically observed weighted event rate.

For the study we estimate a number of different event rates. The investigation rate, maltreatment 
rate, and the placement rate all use the number of children living in the community area as the 
measure of exposure. For placements per maltreatment victim, slots per victim, and preventive openings 
per victim, the event rates are based on the number of maltreatment victims.

Finally, the key model result of interest is the empirical Bayes residual (μ0j). The EB residual is an 
estimate of the deviation of β0j from its predicted value based on the level two model (Gibbons et al. 
2007; Hedeker and Gibbons 2006; Raudenbush and Bryk 2001). In essence, the multi-level model 
generates a predicted event rate (e.g. maltreatment reports per 1,000 children) for each level-2 unit, 
given the model predictors. The residual indicates how far above or below the expected rate the observed 
rate is. Large residuals indicate that the observed event rate for the given unit (i.e., community area) 
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differs from ecologically similar units. Multiplying the square root of the variance by 1.96 and then 
adding the result to the residual tests the significance of the residual. If zero falls within the resulting 
range, then the residual varies by chance. Otherwise, the magnitude of the residual is suggestive of a 
significant departure from the model, in which case the associated community area is regarded as an 
outlier (Marshall and Spiegelhalter 2007; Racz and Sedransk 2010).

Practically speaking, in this study we are interested in whether, after controlling for the social- 
ecological character of the community area, the rate of maltreatment is higher (or lower) than predicted. 
If higher, the results suggest that the rate of maltreatment is elevated relative to other community areas 
with the same social-ecological make up; if lower, it suggests that the rate of maltreatment is lower 
than expected, given the variability in the underlying data. With regard to preventive service slots, 
we are interested in whether there are community areas that have relatively more (or fewer) slots 
than community areas with the same level of assessed need and whether the placement rates in those 
community areas with relatively fewer slots are also elevated.

 Findings

The analysis begins with an assessment of whether the number of investigations, neglect reports, 
physical abuse reports, and foster care admissions (all of which are rates per 1,000) vary with respect 
to the social ecology of the community area. The results, which are reported in Table 18.1, indicate 
that significantly lower levels of child welfare activity are reported in areas with less social disadvantage. 
Specifically, the expected investigation rate in a community area with an average level of social 
disadvantage (γ00) was 25.1 per 1,000 children.3 In community areas with lower levels of disadvan-
tage, the expected number of investigations drops by about 10 % (γ01) with each change in the level of 
disadvantage along the scale of 0–12. Community areas with higher levels of disadvantage have 
higher per capita rates of investigation.

3 All of the models run use grand mean centering.

Table 18.1 Child welfare activity and social disadvantage

Fixed effect Coefficient Event rate ratio Confidence interval

Investigations per 1,000
Intercept γ00 3.224224 25.134067 (22.940,27.539)
Social disadvantage γ01 −0.096329a 0.908165 (0.891,0.925)

Neglect reports per 1,000
Intercept γ00 3.072240 21.590217 (19.701,23.661)
Social disadvantage γ01 −0.094608a 0.909730 (0.893,0.927)

Physical abuse per 1,000
Intercept γ00 1.851334 6.368307 (5.832,6.954)
Social disadvantage γ01 −0.078135a 0.924840 (0.909,0.941)

Victims per 1,000
Intercept γ00 2.279041 9.767312 (8.814,10.824)
Social disadvantage γ01 −0.119602a 0.887274 (0.868,0.907)

Preventive openings per 1,000
Intercept γ00 1.377019 3.963068 (3.512,4.473)
Social disadvantage γ01 −0.133498a 0.875030 (0.852,0.898)

Placements per 1,000
Intercept γ00 0.596604 1.815941 (1.565,2.107)
Social disadvantage γ01 −0.157367a 0.854391 (0.830,0.880)
aIndicates a significant finding

F.H. Wulczyn et al.



347

Findings for neglect reports, physical abuse reports, victims, preventive case openings, placement 
follow the same pattern (see Table 18.1). Social disadvantage is associated with higher rates of contact 
with the child welfare system.

As expected, contact with the child welfare system is greater in community areas where ecologically 
defined levels of need are greater. Our question now turns to if and how the supply of services is 
correlated with social disadvantage. In contrast to our hypothesis regarding contact and social 
disadvantage, we expect to find no association between service allocations and need because although 
there may be more contact in some community areas than others, service availability will be proportionate 
with social disadvantage as measured.

To test this assertion, we use two measures of preventive service availability. The first is simply the 
number of preventive slots available in each community area; the second is the number of preventive 
case openings. Slots are a measure of capacity whereas preventive case openings are a measure of 
utilization. Because we want to adjust both measures for need, we adjust the number of slots and case 
openings for the number of victims (the exposure) and the level of social disadvantage.

Presented in Table 18.2, these data suggest that preventive services are reasonably well distributed. 
Specifically, there are about 37 preventive service slots per 100 victims and there is no relationship 
between social disadvantage and the number of slots. That is, the number of preventive slots varies by 
community area but when the number of victims and social disadvantage are taken into account, the 
adjusted supply of slots is consistent across community areas. From the perspective of supply, this is 
positive. The utilization data (second panel of Table 18.2) are similar. As a fraction of all victims, the 
rate of case opening per 100 victims is comparable across the community areas.

Overall, social disadvantage and system contact are correlated in the expected direction and service 
supply is equitably distributed on average between community areas organized into clusters based on 
their level of need. What the results also suggest is that among community areas that have the same 
social ecological makeup, the within cluster variation is nevertheless significant. To illustrate this 
point, we turn now to the issue of the residuals – the difference between the expected and observed 
event rates.

The data in Table 18.3 show slot/victim ratios for a selected group of community areas. The first 
group consists of five community areas where the level of social disadvantage is the highest; the 
second group consists of six community areas where the level of social disadvantage is the lowest. 
Also displayed are the model-derived expected number of preventive service slots, the observed number 
of slots, the residual (observed minus the expected) and a summary indicator with values −1, 0, and 1 
that indicate whether the observed placement rate for the given community area was significantly 
different from the predicted placement rate given the level of social disadvantage. The placement 
rate residual is meant to convey whether, given the availability of preventive services, the allocation 
of slots has an impact on placement at a population level.

The evidence in Table 18.3 suggests the following. First, the expected number of slots in high need 
communities is only slightly higher than in low need communities, which is consistent with the early 
findings. The residual data indicate that the within cluster variation is nevertheless considerable. 
In high need community area 1, there were 26 slots per 100 victims, which is about 11 slots per 100 

Table 18.2 Preventive services and placements

Fixed effect Coefficient Event rate ratio Confidence interval

Slots per victim
Intercept                            γ00 −0.995939 0.369376 (0.3334,0.408)
Social disadvantage                 γ01 −0.008625 0.991769 (0.966,1.018)

Preventive cases per victim
Intercept                            γ00 −0.895513 0.408398 (0.378,0.441)
Social disadvantage                 γ01 −0.012927 0.987156 (0.972,1.002)

Note: Coefficients associated with γ01 are not statistically significant

18 Child Maltreatment Prevention: The Problem of Resource Allocation



348

victims fewer than the average for the high need communities. At the other end of the continuum, high 
need community area 5 had 4 slots per 100 victims more than the cluster average. We also observed 
within cluster variation within the low need community areas. For example, low need area 1 had 31 
slots per 100 victims fewer slots than expected whereas low need area 6 had 24 more slots than the 
cluster average.

When the observed/expected slot residual is compared to the placement rate residual we get an 
indication that the allocation of slots may have an impact on placement rates at least in some com-
munities. For example, in the high need community with the greatest difference between the observed 
and expected slot allocation (high need community area 1) we do in fact see a higher than expected 
need adjusted placement rate. We also find that in the low need community with the greatest positive 
observed/expected slot differential there is a much lower adjusted rate of placement. These data suggest 
that a preventive service shortfall may have an impact on the placement into out-of-home care. 
Likewise, a surplus of services, as in low need community 6, may help keep the utilization of placement 
to level below what might otherwise be expected.

 Summary

There is little doubt that more resources are needed to help families avoid child maltreatment. It is also 
clear that new investments in prevention should rely more heavily on evidence-based interventions. 
But, it is equally clear that more and better services are not the only policy and practice questions facing 
the child welfare system. The federal government, along with state and county governments, spends a 
considerable sum of money on prevention services each year, yet the field knows very little about how 
those expenditures align with opportunity.

From a return on investment perspective, there are two allocation questions of central importance. 
First, does the current preventive service allocation achieve discernable results at a public health 
level? Second, if there is no discernable impact, the impact is mixed, or the effect is considerable, 
what does that say about how new resources should be used?

To answer these questions, we studied need-adjusted placement rates at the community area level 
in a large city. The need-adjusted analysis was used to identify community areas where the placement 
rate was much higher than expected, given the underlying levels of social disadvantage. These data 
were then compared with the supply of preventive services as a test of the idea that communities with 
lower than expected service slots might have higher than expected rates of entry into foster care.

Table 18.3 Expected and observed slots per victim, slots per victim residual and placement rate residual

Community area need-based cluster

Slots per 100 victims

Residual Placement rate residualExpected Observed

High need 1 37 26 −11.000 −1
High need 2 37 32 −5.000 0
High need 3 37 35 −2.000 0
High need 4 37 38 1.000 −1
High need 5 37 41 4.000 0
Low need 1 33 2 −32.000 0
Low need 2 33 30 −3.000 0
Low need 3 33 28 −6.000 0
Low need 4 33 38 4.000 0
Low need 5 33 39 5.000 −1
Low need 6 33 57 24.000 1
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The results suggest the following:

• Resource allocation in this city appeared to be equitable on average.
• Within community areas clustered together on the basis of their ecological similarity, we found 

considerable within cluster variation in the slot/victim ratio. Some areas have many more slots than 
expected; others have far fewer slots.

• There are community areas where the undersupply of preventive service slots coincides with an 
above average placement rate even after controlling for social need.

With respect to the undersupply of preventive services in relationship to placement prevention, the 
findings are not conclusive. There are unmeasured attributes of the community areas that could 
account for a measured undersupply of preventive services; communities may make up for what 
they lack in preventive services with other assets. Nevertheless, the data do demonstrate the ways in 
which communities differ and how those differences might be used to target prevention services 
more effectively.

Perhaps the most important observation is that otherwise similar community areas differ with 
respect to the allocated preventive service capacity. Importantly, there is evidence that the relative 
oversupply of preventive services sometimes coincides with a weak public-health level effect on 
placement rates. That is to say that despite a relative abundance of preventive services, the rate of 
placement is higher than expected. Arguably the policy and fiscal response in communities with this 
profile involves reallocation of service types (i.e., quality) as opposed to simply adding more capacity. 
Put another way, more inert service capacity should not be expected to generate a significant return on 
investment. One might achieve as much by converting the services to evidence-based interventions 
while bringing the supply more in line with observed levels of need (Donaldson and Mooney 1991).

It is also the case that some community areas are characterized by an undersupply of services and 
an above average placement rate. Where that is the case, the policy response should focus on quantity 
and quality. While not a reason to ignore the value of evidence-based interventions, the situation does 
raise a question about where the marginal rate of return is the greatest. It could be that in the near term, 
investments in general support services will deliver as much benefit as higher-end, evidence-based 
interventions, particularly in resource starved communities where the capacity to deliver services with 
fidelity has been shaped by a chronic undersupply.

Cautious policy makers are often concerned about expanding prevention services because the public 
health return on taxpayer investments is difficult to demonstrate. It is, however, an example of fixed 
effects thinking in a variable effects world. At the community-level, the child welfare system is a 
mixture of needs, resources, and results. If the alignment of needs and resources varies, one should not 
expect a fixed rate of return tied to preventive service investments because baseline conditions differ.
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        The 2010 review of child maltreatment in the United States showed that among children 18 years of 
age and younger, children under 7 years of age have a rate of maltreatment of 57.4 per 1,000 children 
(USDHHS  2011 ), with the greater share being that of children under 3 years of age (34.0 %; USDHHS 
 2011 ). In a large scale, longitudinal study of low-income children from a large Midwestern city, 
researchers found a strong relationship between the number of maltreatment reports and negative 
outcomes during childhood (Jonson-Reid et al.  2012 ). Jonson-Reid and colleagues ( 2012 ) found that 
the more maltreatment reports children had, the more likely they were to report adverse outcomes 
during childhood, such as a mental health diagnosis, emergency department treatment for suicide 
attempt, health care for head injury, or a delinquency petition for either violence or substance abuse 
as children. Most concerning was that more maltreatment reports in childhood signifi cantly increased 
the chances their perpetrating child maltreatment as adults (Jonson-Reid et al.  2012 ), confi rming the 
existence of an intergenerational cycle of maltreatment. When the number of adverse outcomes these 
children reported was taken into account, their likelihood of perpetrating maltreatment increased sig-
nifi cantly (Jonson-Reid et al.  2012 ). These fi ndings suggest that when maltreatment is unchecked and 
untreated (or ineffectively treated), the next generation of children is likely to suffer the same conse-
quences. The burden is upon us, as mental health scholars and practitioners, to try to understand what 
maltreatment is doing to children and how we can effectively intervene. 

    Effects of Maltreatment on Children 

 Research on the outcomes of abuse and neglect for children has repeatedly affi rmed its long-lasting, 
multi-level negative effects. Research has documented neurological effects (Heim et al.  2008 ; Nemeroff 
 2004 ), hormonal effects related to physiological arousal (Cicchetti et al.  2010 ) and emotional regula-
tion (Maughan and Cicchetti  2002 ), cognitive effects related to attention defi cits and hyperarousal 
(Pollak et al.  2000 ). Maltreated children also have high rates of physical, aggression, noncompliance, 
and antisocial behaviors (Cicchetti and Toth  2000 ; Mersky and Reynolds  2007 ). What we are just 
beginning to investigate is whether there is a difference in the severity of effects of maltreatment 
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depending upon when it occurs. Additionally, and to the point of this chapter, there is an accompanying 
awareness that the interventions we use might need to be differently focused with  different aged chil-
dren in order to most effectively treat them. 

    Theoretical Context: The Ecological – Transactional Model of Development 

 More than 20 years ago, Cicchetti and Lynch ( 1993 ) developed a theory to explain how child maltreat-
ment could have such a potent effect on children’s development: the ecological-transactional model 
of development. Ecological-transactional theory is founded on an understanding that different  qualities 
of children’s environments – their cultural environments, social resources, family environments, and 
individual differences all combine to shape the way children respond to the surrounding world. They 
proposed that characteristics of these environmental systems infl uence the way children negotiate 
 different developmental tasks, providing foundations of structures at one point in time that infl uence 
later development. These environmental systems were seen as having “potentiating factors,” or 
 conditions that increase the likelihood that either maltreatment might occur or negatively affect the 
child, and “compensatory factors,” that reduce the likelihood of maltreatment and violence, and their 
accompanying negative effects. 

 So far this model seems simple – the ratio of positives to negatives from different parts of the 
child’s environment should indicate the likelihood of maladaptation. However, it is important to point 
out that the same negative event occurring at two different points in children’s development can have 
different outcomes for children’s mental health because of differences in their abilities to understand 
the event (i.e., differences in cognitive ability), the meaning the event has at the particular point in 
development that it occurred, and the meaning the event has for the child’s ongoing ability to adapt 
positively, “collecting” protective and buffering factors. 

 While the development of mental health problems seems inevitable when considering the trauma 
of witnessing violence or experiencing abuse, there is always the mystery of the resilience inherent in 
child’s physiological, neurological, and cognitive makeup and how they work together in the develop-
ing child. From an ecological-transactional perspective, the best that we can say is that the develop-
ment of psychopathology is probabilistic – not certain. Furthermore, this theory views development 
as “a series of qualitative reorganizations among and within biological and psychological systems” as 
children mature (Cicchetti and Toth  2000 , p. 94). In other words, as children mature cognitively they 
perceive the world around them qualitatively differently. This maturation is thought to drive reorgani-
zation of previous experiences, prompting children to adopt a more complex understanding of their 
environment and life history. 

 While cognitive maturation limits or shapes children’s understanding of their worlds, it is also 
believed that each developmental stage contains different “tasks” considered central to children’s abil-
ity to successfully negotiate that stage. How well these tasks are resolved determines the quality of the 
organization and integration of different systems (e.g., neurological, cognitive, social, emotional) in 
that stage. The network of integrated systems is believed to provide a groundwork upon which devel-
opmental structures are built. In this way, different developmental tasks always retain signifi cance 
over time, even when current tasks are more salient. In other words, if a developmental task in one 
system is negotiated poorly or incompletely – this affects not only the quality of that system, but of 
the whole – as the weakness of one system can limit the strength of other integrated systems, both at 
that developmental stage and at hierarchically more advanced developmental stages. 

 However, in spite of the gloomy prognosis one might have for a child exposed to violence or 
 maltreatment at an early age, not all of these children end up with problems (Cicchetti and Rogosch 
 1997 ; Masten  2001 ; Werner  1989 ). Hence, we say that negative outcomes are not inevitable, but 
probabilistic. There is always room to build resilience and improve functioning. The assumption that 
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the development of psychopathology is probabilistic, and that these probabilities are constantly being 
shaped and reshaped by experience is the most important assumption of this theory for people inter-
ested in prevention and intervention for traumatized children. What this means is that changing the 
trajectory of development is always possible when there is new experience, particularly when the new 
experience forces a reorganization of old experiences and thought patterns through the lens of new 
experience. In other words, effective mental health interventions should be able to help modify the 
negative effects of early trauma on future functioning – because irrespective of past diffi culties with 
adaptation, there is always a path to a new, more positive way of functioning. 

 While we understand that theoretically there should be a path to more positive functioning for 
maltreated children, fi nding that path is not always simple. What determines the most effective inter-
vention for different children? We believe that to make a proper judgment about which intervention to 
use, it is important to understand what is happening to children neurologically, physiologically, cog-
nitively, emotionally, and behaviorally.  

    Maltreatment and Development 

 Ecological-transactional theory (Cicchetti and Lynch  1993 ) would suggest that the younger a child is 
when he or she experiences an adverse event – such as maltreatment – the more far-reaching its effects 
would be, since these same systems affected by the stress of maltreatment rapidly develop in the early 
years of life. While this makes logical sense, we look at infants, knowing that they will not remember 
their preverbal experience, and think that they are probably safe from the most devastating effects of 
maltreatment. These adverse events do not generate memories and learning in the way it might in a 
5-year old. And yet, accumulating evidence from research on animals and humans suggests that 
chronic exposure to fear and anxiety, and abusive caregiving leaves a neurological footprint (e.g., 
Cicchetti et al.  2010 ; Sanchez et al.  2010 ) that is part of the building blocks of attachment to their 
caregivers (Cicchetti et al.  2010 ), determine which events in their environment are perceived and how 
they are interpreted (Pollak et al.  2000 ), and which events are remembered (Goodman et al.  1997 ). 

 Chronic or acute stress, such as that resulting from maltreatment or other adverse early life expe-
riences, can cause different types of neurological responses in infants: (1) through the sympathetic 
adrenomedullary system, causing a release of norepinephrine and epinephrine (fl ight or fright 
response); (2) through the locus coeruleus, which increases neural activity in the amygdala (Ellis 
et al.  2006 ) causing corticotropin-releasing hormone (CRH) production, with the potential of increas-
ing hypothalamic-pituitary axis (HPA) activity (Herman et al.  2003 ); and (3) through hypothalamic 
activation, which can directly excite the HPA axis, causing the release of cortisol, which activates or 
inhibits other physiological systems involved in promoting survival in response to acute stress. When 
infants are chronically exposed to stress hormones, the body’s feedback systems for managing and 
regulating stress hormone production can become dysregulated, showing a hyperresponse to stress-
ors, followed by a period of hyporesponsiveness (Heim et al.  2000 ) Animal studies have shown that 
high levels of cortisol in the system has been found to have harmful, even toxic effects on neural 
tissue (Zhang et al.  2002 ) and regulating gene transcription (McEwen  2000 ), thus infl uencing the 
way the infant perceives and interprets environmental threat and the quality of the response to that 
threat (Tarullo and Gunnar  2006 ). HPA-axis dysregulation resulting from early adverse care or mal-
treatment has the potential for disrupting healthy development, because it increases allostatic load – 
the physiological vulnerability from chronic exposure to stressful adverse experiences and their 
accompanying neuroendocrine responses (McEwen and Stellar  1993 ). Increased allostatic load may 
cause dysregulation in the physiological stress management system (e.g., Juster et al.  2009 ) and 
challenges with emotional, cognitive, and physical health (Felitti et al.  1998 ). The take-away mes-
sage of this research is that early trauma affects the way children respond to future stressful events; 

19 Interventions



354

and the way they respond makes them vulnerable to diffi culties and delays that create other problems 
later in development. 

 While any infant’s fi rst experience with an extreme threat is likely to result in the “high-cost” 
endocrine response described above (e.g., Lupien et al.  2006 ), subsequent encounters (or anticipated 
encounters) with the threat should result in the infant seeking out their primary caregivers for help in 
modulating their anxiety and fear (Heim et al.  2008 ). Infants are dependent on their caregivers for 
help in soothing, and their soothing helps regulate the infant’s stress response system. These social 
and behavioral solutions have been termed “low-cost” solutions for the infant because of the rela-
tively low expenditure of neurobiological resources needed to accomplish system regulation (Lupien 
et al.  2006 ). As an example, maternal separation can cause considerable anxiety for infants once they 
reach about 8 months of age. When an infant cries inconsolably upon separation from the mother, the 
baby’s HPA axis kicks into gear and sends cortisol into the blood stream. However, one study found 
that cortisol levels did not increase in 1-year olds who interacted with their babysitters when faced 
with a separation from their mothers, although it did increase in infants who withdrew and in those 
who fell asleep (Gunnar et al.  1992 ). In other words, receiving caregiving helped regulate these chil-
dren’s stress response system. It is also important to note that even when the child reacted in a way 
that would seem benign to an observer – falling asleep or withdrawing – there were still signs of 
increased stress. 

 Related to the research establishing the connection between social-behavioral solutions for coping 
with stress and cortisol levels in infancy, other investigations show the power of sensitive and respon-
sive caregiving in promoting children’s emotion regulation, stress responsivity, and healthy develop-
ment (e.g., Sroufe  2005 ; Bugental et al.  2003 ). In fact, the quality of the parent-child relationship, 
which includes both the child’s attachment strategy and parenting quality have been shown to play 
important roles in determining the effect of children’s early experience of maltreatment on later devel-
opment of psychopathology. 

    Attachment 

 John Bowlby, who fi rst wrote on attachment, observed that infants appeared driven to form attachment 
relationships, but that the quality of these relationships might vary considerably (Bowlby  1982 ). He 
believed that the quality of infants’ attachment provided a foundation for later personality develop-
ment, in particular the growth of qualities such as self-reliance and emotional regulation (Bowlby 
 1973 ). For example, Bowlby believed that when caregivers successfully helped regulate infants’ emo-
tions, infants would discover through experience that they could regulate their own emotions, growing 
increasingly more confi dent in this ability. 

 Later research found that infants displayed one of three different consistent, organized strategies to 
get a particular parent’s help when they were anxious or perceived a threat (Ainsworth et al.  1978 ). Some 
infants showed a secure attachment-an easy ability to use their caregivers for help in regulating distress. 
Some showed anxious-avoidant strategies, where they behave as though they do not need help, and some 
showed an anxious-ambivalent strategy where they were diffi cult to soothe and often seeking help. Later 
research showed that not all infants showed organized attachment (Main and Solomon  1986 ). When 
infants did not have an organized strategy for obtaining help, they are labeled disorganized. 

 Unlike the organized insecure and secure attachment strategies, children with disorganized attach-
ment show a variety of behaviors. For example, an infant that approaches the caregiver when agitated 
and then turns away or freezes might be classifi ed as disorganized. Main and Hesse ( 1990 ) proposed 
that when caregivers were a source of fear and anxiety in addition to being a protective source, this 
created a psychological contradiction for the infant and would increase the likelihood of developing 
insecure or disorganized attachment. In fact, Carlson and colleagues ( 1989 ) noted a higher incidence 
of disorganized attachment among maltreated than non-maltreated children. 
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 Alan Sroufe and his colleagues at the University of Minnesota began exploring the role of attachment 
in child development in a longitudinal study in 1975, testing this hypothesis. In a 2005 article, Sroufe 
describing the results of many different studies, confi rmed Bowlby’s hypotheses that attachment is 
linked with critical development pathways like arousal modulation and emotional regulation, but also 
describes considerable complexity in the attachment system over the course of development. Outcomes 
were probabilistic, not defi nite, and subject to the infl uences of a changing environment. Secure infant 
attachment, occurring when the caregivers were a source of comfort and emotional regulation, “pro-
moted” the likelihood of future adaptive responses (Sroufe  2005 ). Luijk and her colleagues ( 2010 ) 
tied attachment quality together with variations in stress response in a study of 369 infants and their 
mothers. They found that infants with insecure- anxious strategies showed increasing stress in an 
assessment exposing them to multiple separations from their caregivers (i.e., Strange Situation 
Procedure) and a fl attened, shut down response to the same assessment among infants with a disorga-
nized attachment (Luijk et al.  2010 ). Trying to discover what disorganized attachment meant for 
ongoing development, Lyons-Ruth, Alpern, and Repacholi ( 1993 ) found that 71 % of preschoolers 
who showed high levels of hostile behavior toward classroom peers had been classifi ed as having 
disorganized attachment at 18 months. Even more convincingly, Sroufe ( 2005 ) reported that disorga-
nized attachment was a strong predictor of later disturbance: the degree of disorganization in infancy 
correlated strongly ( r  = .40) with the number and severity of psychiatric symptoms at age 17.5 years. 

 Taken together, the evidence suggests a strong connection between early attachment and stress 
response systems, particularly those of emotional regulation during infancy. In general, research-
ers have found considerable fl exibility in the degree to which attachment predicted outcomes as 
infants matured, confi rming the idea that many environmental and family factors play a part in 
ongoing personality development. However, researchers have found that disorganized attachment 
seems to be accompanied by greater ongoing vulnerability. 

 Maltreated children’s vulnerability to disorganized attachment, and the subsequent negative out-
comes (including accompanying risks), suggest that the ingredients of attachment – the infant- caregiver 
relationship and particularly caregiver responsiveness and warmth – would be excellent targets for 
early intervention.  

    Parenting 

 In addition to the clear effects of violence and trauma on children, results of numerous studies have 
also illustrated different effects of harsh and coercive parenting both on children’s stress response 
system (Blair et al.  2008 ; Bugental et al.  2003 ; Hill-Soderlund et al.  2008 ), as well as the subsequent 
likelihood of observing aggression (e.g., Denham et al.  2000 ; Gershoff  2002 ), anxiety (McLeod et al. 
 2007a ), and depression (McLeod et al.  2007b ), withdrawn behavior (e.g., Booth-LaForce and Oxford 
 2008 ) and other mental health problems (e.g., Cicchetti and Toth  2000 ; Patterson  1982 ; Schechter and 
Willheim  2009 ). Why does harsh parenting have such a toxic effect on young children? Evolutionary 
psychologists might argue that infants are attuned to threatening tones of voices and behaviors, and 
react as they would to any other high stress situation, usually with distress (e.g., screaming, crying, 
and other dysregulated behavior). Over time, they may learn other ways of managing their emotional 
dysregulation through social learning (e.g., externalizing, internalizing behaviors). In this way their 
aversive behavior can be thought of as a way that infants and young children have adapted to a fright-
ening, threatening environment (Ellis et al.  2011 ). However, if these behaviors are adaptive responses 
within their family system, they are not functional outside the system and may be reasons for a mental 
health referral. 

 Parenting does not have to be harsh or coercive to cause problems in the parent-child relationship 
or to be associated with problem behaviors in children. Children of depressed mothers are reported to 
have more behavior problems (e.g., Gartstein et al.  2009 ) and a higher risk of later psychopathology 
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(e.g., Downey and Coyne  1990 ; Goodman and Gotlib  1999 ). Some of the most dramatic fi ndings 
illustrating the importance of sensitive parenting for children’s healthy development has been con-
ducted with children who experienced neglect or inconsistent caregiving. In 1951, John Bowlby fi rst 
reported to the World Health Organization that even when all their physical needs were met, children 
still showed serious negative effects from institutional care, which he attributed to their inability to 
form stable, continuous attachment relationships with a primary caregiver (Bowlby  1951 ). Recent 
studies have also documented effects of inadequate caregiving on attachment security, fi nding even 
higher rates of disorganized attachment strategies than among maltreated children (Cyr et al.  2010 ). 
Since this time, researchers have explored the effects of institutional care on children and have found 
that children who spent their fi rst few years in institutions showed retarded physical (Van Ijzendoorn 
et al.  2007 ) and cognitive growth (e.g., Zeanah et al.  2005 ). Atypical diurnal cortisol patterns have 
also been noted in these children (Carlson and Earls  1997 ), similar to the pattern found in children in 
foster care (Fisher et al.  2000 ). In sum, studies of children who spend their early years in institutions 
show disruptions in most areas of development, suggesting that neglectful caregiving also undermines 
the foundations of healthy physical, neurological, and psychological development. 

 Taken all together, research suggests that in the early years, emotional dysregulation resulting from 
attempts to manage the anxiety of perceived threats is at the root of many mental health problems in 
young children. Furthermore, parenting seems to directly infl uence the stress response system and are 
key to children’s developing capacity for emotional regulation. When parenting is sensitive, it appears 
to buffer the effects of stress on children (Dozier et al.  2009 ). When parenting is ineffective and non- 
optimal, it magnifi es the stressfulness of early traumatic experiences, possibly by increasing their 
perceived threat (Martorell and Bugental  2006 ).  

    Adolescence 

 While trauma continues to have the same biological effect on the stress response system in older children 
as it does for younger children, there is clear evidence that certain individual factors mediate the effects 
of trauma on older children’s mental health (Heim et al.  2008 ). These include early maltreatment 
(Cicchetti et al.  2010 ), early attachment relationships, social support, attributional styles, self- esteem, 
developing cognitions about self and others, and social competence (Cicchetti and Valentino  2006 ). 

 For example, one of the most widely documented effects of child maltreatment is an increased risk 
of internalizing behaviors in childhood (Keiley et al.  2001 ; Kim and Cicchetti  2006 ) and depression/
suicidal ideation in adolescence (Dube et al.  2001 ). Dube and colleagues ( 2001 ) found that among a 
cohort of more than 17,000 primary care clinic patients, having a history of adverse experiences in 
childhood such as abuse, neglect, domestic violence, and parents’ substance abuse doubled to quin-
tupled the likelihood of attempted suicide in adolescence. This raises the question, ‘What is the mech-
anism that links maltreatment with depression in adolescence?’ 

 Children’s social environments expand throughout the childhood era – from child-primary  caregiver 
relationships (e.g., child-mother), to family relationships (e.g., child-family), to early peer relation-
ships (e.g., child-playmates, chums), to more intimate inter- and intrapersonal relationships (child-
best friend, boyfriend/girlfriend). Concurrently, the contexts in which these relationships are managed 
also expands – from the family circle to peer groups, schools and classrooms, and communities. There 
are more opportunities to succeed and try out adaptive behaviors and more opportunities to solidify 
maladaptive ones. When children are young, their caregivers and the caregiving environment give 
meaning to experience (Sameroff and Chandler  1975 ). When children mature, their memories and 
cognitions link these experiences together through a continual re-evaluative process (Harter  2001 ). 
Apart from the physical growth and maturity that takes place from childhood to adolescence, one of 
the most notable changes occurs in the way they think and interpret events in the world around them. 
An increasing number of studies connect maltreatment experiences with differences in cognitions and 
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perceptions, including the perception of emotion in others (Pollak et al.  2009 ), in their perceptions of 
the cause of emotional states (Perlman et al.  2008 ), in attributions they make about their responsibility 
for traumatic events (Deblinger and Runyon  2005 ), social information processing (Chen et al.  2012 ), 
and perceptions of internal vs. external control over events (Bolger and Patterson  2001 ). These fi nd-
ings combine to suggest that cognition begins to play a signifi cant role in adolescent mental health, in 
a way that does not seem to exist among younger children.  

    Sensitive Periods 

 There is thought that some of these early negative effects may have long-lasting consequences for 
children, possibly because these experiences make them more sensitive to later stressors because the 
early experience occurred at a  sensitive period  of development (Knudsen  2004 ), where many changes 
occur at many levels of development, thus the early maltreatment might have a particularly strong 
effect, affecting many aspects of the child’s development. Alternately, early maltreatment could be 
particularly devastating for children because there may be  critical periods , where certain positive 
experiences are necessary for optimal, healthy development to occur (Knudsen  2004 ), so that when 
children experience maltreatment, their developmental trajectories are irrevocably altered. There is no 
doubt that when maltreatment occurs early, children’s likelihood of later exposure to risk is also 
heightened (Appleyard et al.  2005 ), which naturally increases the likelihood of seeing long-term 
negative outcomes for these children. But does early maltreatment that results in dysregulation of the 
stress response system doom the child to a future of psychological problems? 

 Results of studies comparing children adopted out of Eastern European orphanages at different 
ages give some evidence for sensitive periods. These studies typically compare the cognitive function-
ing and attachment quality of children who have spent varying amounts of time in environments of 
neglect with non-institutionalized children, allowing the investigator to test the notion that if social 
deprivation occurs before a certain age, it is less likely to cause permanent psychological damage. 
Several studies’ fi ndings suggest that in fact, if children are adopted out of the institution within the 
fi rst 6 months of their lives, they are indistinguishable from non-institutionalized infants and fare bet-
ter than their later-adopted counterparts across a range of developmental outcomes (e.g., Fisher et al. 
 1997 ; Beckett et al.  2006 ;). A meta-analysis of adoption studies conducted by Bakermans-Kranenburg, 
van IJzendoorn, and Juffer ( 2008 ) reported no signifi cant differences in the probability of secure 
attachment of children adopted before they reached 1 year of age compared to non-adopted children. 

 In addition to studies of institutionally raised children, recently, scholars investigating the effects 
of maltreatment on neural circuitry have described results that support the notion of critical periods or 
sensitive periods, in which early maltreatment (before 5 years of age) appeared to be associated with 
more negative outcomes than maltreatment that occurred later in childhood (Cicchetti et al.  2010 ). 

 In spite of these convincing fi ndings supporting the existence of sensitive periods, it is important to 
remember the principle of  multifi nality , one of the guiding theories of developmental psychopathology. 
This principle asserts that given a similar history, many outcomes are possible, since many environmen-
tal events and internal psychophysiological strengths and challenges work together to forge a particular 
outcome. Furthermore, accepting that a complex array of behaviors such as the behaviors associated 
with attachment could be subject to a sensitive period is diffi cult. According to Knudsen ( 2004 ), sensi-
tive periods are properties of neural circuits even though they tend to be defi ned in terms of behavior and 
in a way, dependent upon experience. When a circuit is repeatedly and intensely activated during a sensi-
tive period, the synapses associated with the neural circuit consolidate, and the architecture of the circuit 
stabilizes a “preferred” pattern of connectivity (Knudsen  2004 ). Afterwards, the circuits retain some 
plasticity, but Knudsen ( 2004 ) asserts that the plasticity is limited by the architecture established during 
the sensitive period. At the same time, it is also important to remember that the brain is organized so that 
higher order circuits can compensate for maladaptive neural circuits at lower levels.    
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    Interventions 

 The fi rst part of this chapter described the early effects of maltreatment on the developing child and 
the role of parenting in exacerbating or buffering these effects. We spent time describing these effects 
to emphasize for the reader the unseen foundational ways that maltreatment harms children, believing 
that understanding the nature of the effects will help us understand why certain interventions are 
effective for maltreated children. 

 There is a strong body of research supporting the value of early positive and responsive caregiving 
for infants and toddlers, and the value of emotional regulation for development. We present two inter-
ventions that focus specifi cally on these target areas, but for two different populations and with slightly 
different focuses. For pre-school and early school-aged children, the parent-child relationship has 
been shown to be a lynchpin in efforts to improve mental health. We present four interventions that 
focus on improving caregiving and the caregiver-child relationship as a way to improve emotional 
regulation and reduce children’s behavior problems. These interventions use different modes of deliv-
ery, showing the wide range of methods that can be used to achieve similar treatment goals. In middle 
childhood, cognitions emerge as important mediators of mental health. We present two different types 
cognitive-behavioral therapies, showing the fl exibility of these treatment systems. Finally, we exam-
ine two very different multi-modal intervention approaches for diffi cult-to-treat adolescents that simi-
larly combine cognitive-behavioral strategies, family support, case management to reduce their 
clients’ risk of self-destructive behavior. 

    Interventions for Infants 

 We describe two interventions appropriate for infants with strong body of research supporting them: 
Attachment and Biobehavioral Catch-up (ABC; Bernard et al.  2012 ) and Child-Parent Psychotherapy 
(CPP; Lieberman and van Horn  2005 ). A randomized controlled trial (RCT) supports the effi cacy of 
ABC in improving infants responsiveness to their foster caregivers (Dozier et al.  2009 ) and another 
RCT showing lower rates of disorganized and higher rates of secure attachment in a group of children 
at high risk for maltreatment. CPP’s effectiveness in treating traumatized children is also supported by 
several RCTs (Cicchetti et al.  2006 ; Lieberman et al.  2005 ,  2006 ; Toth et al.  2006 ). 

    Attachment and Biobehavioral Catch-up (ABC) 

   Guiding Principles 

 This intervention is based on the theory that the foundation of children’s mental health rests upon the 
responsiveness and predictability of their caregiving environment. The pillars of this foundation are 
infants’ attachment quality and their emotional, behavioral, and biobehavioral regulation. The attach-
ment strategies are viewed as a response to both their biological and foster parents’ attachment-driven 
behaviors.  

   Goals of Treatment 

 Three primary goals or components are identifi ed. Component A is to insure that biological or foster 
parents understand the meaning of their infants’ rejecting cues. The caregivers learn nurturing skills 
even if the children fail to ask for comfort or reject their attempts to provide comfort. Component B 
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is to insure that caregivers who do not respond in nurturing ways need to learn new strategies for 
reacting to their children’s distress. Adapted from Child Parent Psychotherapy (CPP; Lieberman et al. 
 1991 ), therapists intervene to help caregivers recognize their own attachment-related issues that inter-
fere with their ability to nurture their children, helping them to become more responsive. Component 
C is to reduce behavioral and biobehavioral dysregulation. Foster and biological caregivers are taught 
to create a caregiving environment that is predictable, responsive, and child-centered to decrease dys-
regulation in their stress response system, similar to an intervention developed for regulating the stress 
response system in premature infants developed by Barnard ( 1999 ).  

   Strategies for Achieving Goals/Procedures 

 The intervention is designed for the parents of children between 10 and 24 months of age, but can be 
modifi ed for parents of younger children. Treatment is conducted over ten sessions, each lasting about 
an hour, in the home. Therapists use a daily diary to fi nd out about the child’s behavior, and the par-
ent’s and child’s contingent behavior; they use video to record the parent and child interacting, for 
review and to illustrate for the caregiver the progress made in treatment. 

 The caregiver learns to interact with the child during the ten sessions. First, the therapist teaches the 
caregiver the basic concepts of the intervention; then follows with a collaborative process of analyzing 
the child’s attachment cues and reframing them. In the subsequent two sessions, therapists explore 
attachment issues that may interfere with the parent’s ability to respond positively to the infant. Once the 
attachment-related reactions have been discussed, the therapists discuss and practice the importance of 
positive physical touch for the infant. Then the parents are taught to be able to let the child take the lead 
in play and to attend to the child’s signals. Therapists focus on teaching caregivers to read and respond 
effectively to children’s emotional cues in the ninth session, and wrap- up in the tenth.   

    Child-Parent Psychotherapy (CPP) 

   Guiding Principles 

 CPP is based on the belief that a warm, safe, and supportive parent-infant relationship sets a founda-
tion for mental health in infancy and early childhood, creating working models (i.e., psychological 
structures) of intimate relationships that set a model for later interactions with intimate others. CPP is 
grounded in Fraiberg’s Infant-Parent Psychotherapy (Fraiberg et al.  1975 ) but extends beyond it by 
incorporating other theoretical perspectives in a treatment plan incorporating children up to 5 years of 
age. Believing that “development occurs through relationships,” (Lieberman and Van Horn  2008 ), 
CPP uses attachment theory as a way of defi ning the standards for ideal relationships and the frame-
work for identifying its defi cits. However, the structure and goals of CPP are most strongly infl uenced 
by Fraiberg’s notion of “ghosts in the nursery,” or parents’ experience of trauma that continues to 
infl uence the way the parent responds and interacts with the infant (Fraiberg et al.  1975 ). However, 
instead of focusing on this unresolved pain that Fraiberg believed interfered with adaptive develop-
ment, Lieberman and Van Horn ( 2005 ) focus on “angels in the nursery” or creating positive shared 
experiences and interpretations of behavior that support its strengthening.  

   Goals of Treatment 

 The primary goals of CPP treatment are to promote healthy development in the child and parent, with 
simultaneous attention to both the child’s and parent’s experiences in order to support their relation-
ship. CPP draws from an understanding of the normative developmental anxieties fi rst identifi ed by 
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Freud ( 1959 ) of fear of separation and loss, fear of losing parents’ love, fear of bodily damage, and 
fear of not living up to the relevant social group, believing that children manifest these anxieties in 
diffi cult behaviors like temper tantrums, aggression, withdrawal, defi ance, etc. However, instead of 
analysis and refl ection, CPP uses children’s free play and spontaneous parent-child interaction as raw 
material for teaching parents about themselves and their children. Therapists’ primary aim is to help 
parents and children put feeling into words, play together, and use positive physical contact as a way 
to build trust and empathy in the relationship.  

   Strategies for Achieving Goals/Procedures 

 Treatment is targeted for 0–5 year olds and their primary caregivers, and averages approximately 50 
sessions. The course of treatment is not scripted, but uses different intervention modalities depending 
on the specifi c needs of the client. Furthermore, the format of the individual treatment sessions are not 
scripted; the strategies used depend on the available “Ports of Entry,” or elements in the parent-child 
relationship that need the most attention at the moment and which are avenues (or ports) for entering 
into deeper issues in the relationship. CPP typically consists of joint parent-child sessions during 
which the therapist “translates” the developmental and emotional meaning of children’s affect and 
behavior for the parent. The therapists target children’s and caregivers’ intrapersonal confl icts that 
interfere with their developing a sensitive and reciprocal relationship using insight-oriented interpre-
tation. They engage the parent-child dyad in activities that foster mutual pleasure, interpersonal trust, 
and understanding.    

    Interventions for Young Children 

 We describe four different evidence–based treatments designed specifi cally for young children in 
approximately the 2–8 year age range and their parents: The Incredible Years (IY; Webster-Stratton 
 2012a ), Triple-P (PPP; Sanders  1999 ), Parent-Child Interaction Therapy (PCIT; Eyberg and Robinson 
 1982 ), and Multidimensional Treatment Foster Care for Preschoolers (MTFC-P; Fisher and Kim  2007 ). 
The interventions use different methods of delivery and may target different populations (e.g., MTFC), 
but their purposes are similar. For the most part, these treatments are parenting-oriented, teaching parents 
skills and discussing strategies for managing their children’s diffi cult behaviors. 

   Incredible Years (IY) 

   Guiding Principles 

 A basic premise of the model, common to the other parenting-oriented interventions, is that the 
parent- child dyad must have the foundation of a positive relationship foundation before the parent can 
be successful at implementing discipline strategies; and that parents should attend to their children’s 
positive behaviors far more than their negative behaviors. Without the foundation of a positive rela-
tionship, long lasting change is unlikely to occur.  

   Goals of Treatment 

 At its core, the primary focus of IY has been to nurture positive parenting tools to strengthen parent- child 
attachment and empathy through child-directed play, social and emotional coaching methods, sensi-
tivity to children’s cues, praise and warmth. Once the parent-child relationship is strengthened, IY 
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encourages implementing predictable rules and routines, clear limit settings and non-intrusive behavior 
management strategies such as ignoring, distracting, and redirecting. Time Out and loss of privileges 
are taught as behavior management tools, as well as teaching children self-regulation and problem-
solving skills.  

   Strategies for Achieving Goals/Procedures 

 The current version of Incredible Years (IY) is a multiple-component system of care designed as an 
intervention for children with disruptive behavior problems. Originally conceptualized as a 12-week 
parenting group intervention for parents with diffi cult-to-manage children from toddler-age through 
middle childhood, it now consists of a basic parenting program, with options of an “advanced” parent-
ing module for parents with their own mental health problems, a child group program that runs con-
currently with the parent group, a school-based group program, and a home-visiting program to help 
parents generalize the principles learned in group sessions to the home environment. In addition, there 
is a strong case management component: group leaders contact parents between group sessions to 
discuss achievements and challenges. 

 The “Basic” IY model has been heavily researched, with multiple randomized trials, in high-risk 
populations and parents of children with a diagnosis of Oppositional Defi ant Disorder (see Webster- 
Stratton  2012a ,  b , for a review of this research). Most of the newer components also have empirical 
support based on randomized control trials (Webster-Stratton  2012a ). The effectiveness of IY in 
child welfare populations is just now in the process of being confi rmed. Hurlburt and colleagues 
( under review ) re-analyzed data from an earlier RCT looking at the effi cacy of IY in a Head 
Start population to determine if subset of parents with child welfare system involvement responded 
differently to the IY program than those whose parents had no prior involvement. Results showed 
similar signifi cant improvement in both groups.   

   Parent-Child Interaction Therapy (PCIT) 

   Guiding Principles 

 Like IY, PCIT is founded on the belief that the parent’s attention must be a source of reward for the child 
before behavior management strategies can be effective. Also like IY, PCIT works toward increasing the 
degree to which parents attend to their children’s positive behaviors. However, unlike IY, PCIT empha-
sizes the power of changing the behavioral mechanics of the interaction as a way to change its emotional 
quality – changing the numbers of parents’ specifi c positive verbal behaviors when playing with the child.  

   Goals of Treatment 

 While the child is the client in treatment, and reducing the intensity of disruptive behavior problems 
is the putative goal of treatment, parents’ behaviors are the real target of PCIT so that by their positive 
parenting and consistent and predictable behavior management, they become the agent of change in 
reducing their child’s behavior problems.  

   Strategies for Achieving Goals/Procedures 

 PCIT incorporates both parent and child (aged 2–7 years old) in the treatment sessions and uses live, 
individualized therapist ‘coaching’ for an idiographic (i.e., individualized) approach to changing the 
dysfunctional parent-child relationship. Treatment is conducted in two phases over 14–20 weeks. 
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Both phases of treatment begin with an hour of didactic training, when parents are taught and practice 
specifi c skills of communication and behavior management with their children. Teaching sessions are 
followed by sessions in which the therapist coaches the parent during play with the child. From an 
observation room behind a two-way mirror, via an FM receiver, the therapist provides the parent with 
feedback on parents’ use of the skills. In the fi rst phase (Child Directed Interaction; CDI), the therapist 
focuses on enhancing the parent-child relationship and decreasing negative behavior by both the par-
ent and child. By the end of CDI, parents generally have shifted from rarely noticing their children’s 
positive behavior to more consistently attending to, praising, and reinforcing appropriate behavior. In 
the second phase of treatment, therapists (Parent-Directed Interaction; PDI) focus on improving the 
child’s compliance with the behavioral limits and expectations established by the parent. Therapists 
train parents to give only essential directions and commands, to make them clear and direct, maximiz-
ing chances for compliance by the child. Parents participating in PCIT traditionally learn a specifi c 
method of using time-out for dealing with noncompliance. These strategies are designed to provide 
caregivers tools for managing their children’s behavior while helping them to avoid using physical 
power and to focus instead on using positive incentives and promoting children’s emotional regula-
tion. In addition to practicing these skills during clinic sessions, parents are asked to practice with 
their children at home for 5 min every day. 

 There have been numerous studies demonstrating the effi cacy of PCIT in reducing child behavior 
problems (e.g., Eyberg and Robinson  1982 ) and maintaining these effects up to 6 years post-treatment 
(Hood and Eyberg  2003 ). Recent research has supported similar benefi ts with high-risk families, 
including maltreating parents (Chaffi n et al.  2004 ; Timmer et al.  2005 ), and families involved in 
domestic violence (Timmer et al.  2010 ).   

   The Triple P-Positive Parenting Program (Triple-P) 

   Guiding Principles 

 The Triple P-Positive Parenting Program (Sanders  1999 ), like the other behaviorally-oriented parenting 
programs, is based on the premise that for children to be well-adjusted and families to be harmonious, 
parents should build positive relationships with their children, encourage the behaviors they like, deal 
positively, consistently, and decisively with misbehavior, and take care of themselves as parents.  

   Goals of Treatment 

 The emphasis of Triple-P is on teaching parents on how to apply positive parenting and child manage-
ment skills to different behavioral, emotional and developmental issues in children to reduce child 
behavior problems and parental stress. Triple-P teaches 35 specifi c strategies and parenting skills that 
cluster into several major categories: (a) parent–child relationship enhancement, (b) encouraging 
desirable behavior, (c) teaching new skills and behaviors, (d) managing misbehaviors, (e) preventing 
problems in high-risk situations, (f) self-regulation skills, (g) parental mood management and coping 
skills, and (h) partner support and communication skills.  

   Strategies for Achieving Goals/Procedures 

 One of the unique characteristics of Triple-P is that it provides a public health-approach to address 
problems in parenting diffi cult children (Sanders  1999 ). It has fi ve types of programs, varying in the 
intensity of intervention needed to insure positive change. Programs are designed for families having 
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at least one child in the birth to 16-year-old range. We describe here the two levels of intervention in 
which maltreated children often participate: Standard and Group Triple-P (Level 4), and Enhanced 
Triple-P (Level 5). 

 The  Standard and Group Triple P  ( Level 4 ) program benefi ts populations of children who have 
clearly identifi able problems but may not yet meet diagnostic criteria for a behavioral disorder, 
and/or parents who are struggling with parenting challenges. Parents learn a variety of child 
management skills and how to apply these skills at home and in community locations (e.g., 
 grocery store, shopping). This program combines psychoeducation, teaching, and active skills 
training and support. Therapists help parents to apply and practice their new skills to a broad 
range of target behaviors in both home and community settings with the target child (client) and 
siblings. 

 The  Enhanced Triple - P ,  Pathways Triple - P  ( Level 5 ) programs are two modules that can be added 
to the Standard Triple-P program when parents have problems that interfere with their ability to make 
progress in treatment. Both are intensive individually tailored programs that involve face-to-face cli-
nician contact or group sessions to enhance parenting skills, mood management strategies and stress 
coping skills, and partner support skills. Enhanced Triple-P is designed for families with dysfunction 
resulting from parent mental health problems, stress, or marital confl ict. Pathways Triple-P is helpful 
for parents with problems often found associated with child physical abuse, involving attribution 
retraining and anger management. 

 The evidence base supporting the effectiveness of Triple-P is extensive, consisting of more than 43 
clinical trials (e.g., Morawska and Sanders  2006 ; Plant and Sanders  2007 ; Sanders  1999 ). Research 
also supported the use of Triple-P to reduce coercive parenting practices (Sanders et al.  2008 ). In the 
United States, Prinz and colleagues ( 2009 ) conducted a large-scale 18 county investigation in a south-
eastern state and found that counties using Triple-P had fewer substantiated child maltreatment refer-
rals, out of home (foster) placements, and child maltreatment injuries.   

   Multidimensional Treatment Foster Care for Preschoolers (MTFC-P) 

   Guiding Principles 

 MTFC-P is guided by the belief that if children must be in foster care because of often traumatic, 
negative parental behavior or family circumstances, that a stable, supportive, positive environment 
can build children’s resilience and improve their prognosis for ongoing mental health. Built on Masten 
and Coatsworth’s ( 1998 ) resiliency framework, MTFC strives to change the ordinary processes in 
children’s lives that have been found to build resilience: individual characteristics (e.g., cognitive 
functioning, sociability, self-effi cacy), family characteristics (e.g., close relationships with caring 
adults, authoritative parenting), and extrafamilial characteristics (e.g., social support, effective school-
ing) (Leve et al.  2009 ).  

   Goals of Treatment 

 MTFC is a multilevel intervention that targets children’s foster parent and peer interaction processes 
with the aim of preventing negative interactions and enhancing positive interactions between caregiv-
ers and children. Using case management and foster parent support services, MTFC improves care-
giver monitoring and supervision skills, to improve children’s positive and prosocial behavior at home 
and at school. Using individual therapy when needed and social skills training, other mental health 
and adaptive functioning issues are addressed.  
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   Strategies for Achieving Goals/Procedures 

 In MTFC, children are placed with foster parents who have been intensively trained. Placements 
 typically last 6–9 months and involve a coordinated array of services, including interventions in the 
home, with peers, at school, and with the child’s birth parents or adoptive family, depending on their 
long- term plans. Specifi c services vary depending on the child’s age and developmental level, but 
often include family and individual therapy, social skills training, academic support, and case man-
agement by a program supervisor to direct and coordinate the services. Additionally, children receive 
consistent behavior management in the foster home and at school that emphasizes reinforcement for 
positive and appropriate behavior and strengths via small tangible rewards or behavior charts. 
Similarly, children will lose points or privileges for engaging in negative behavior. Foster parents are 
encourage to avoid arguing with children and to try to follow a “four-to-one” rule, where any criticism 
is accompanied by at least four positive statements. Foster parents also receive ongoing support while 
an MTFC client is in their home. Foster parents meet together for 90 min a week with an MTFC pro-
gram supervisor. They receive support and instruction during this time and are encouraged to share 
their successful parenting strategies with each other. A program supervisor leads each child’s treat-
ment team, providing support and consultation to the foster parents. There is a family therapist, an 
individual therapist, a child skills trainer, and a daily telephone contact person to obtain information 
about the child’s behavior. The team meets weekly to review progress on each case. 

 The Basic MTFC model is supported by several RCTs (e.g., Chamberlain and Reid  1998 ) and the 
downward extension of this model for preschoolers (MTFC-P) has also been proven effective in a 
randomized trial (Fisher and Kim  2007 ).    

    Interventions for Middle Childhood 

 We present two interventions commonly used with maltreated and traumatized children in middle 
childhood and older, Trauma-Focused Cognitive Behavioral Therapy (TF-CBT; Cohen et al.  2006 ) 
and Alternatives for Families: A Cognitive Behavioral Therapy (AF-CBT; Kolko and Swenson  2002 ). 
TF-CBT, a rigorously researched intervention (e.g., Cohen and Mannarino  1996 ,  1998 ; Cohen et al. 
 2004 ), has received the highest ratings for its effectiveness. It was originally designed to treat victims 
of sexual abuse, but has been adapted to treat victims of multiple maltreatment and domestic violence. 
AF-CBT, supported by an RCT (Kolko  1996 ), was designed to help families coping with the conse-
quences of physical abuse, violence, harsh or coercive parenting. 

   Trauma-Focused Cognitive Behavioral Therapy (TF-CBT) 

   Guiding Principles 

 TF-CBT is based on the idea that a combination of processing and reframing thoughts about trauma 
and the implementation of active behavioral strategies to avoid or minimize physiological responses 
to stressors increases positive functioning and reduces trauma symptoms.  

   Goals of Treatment 

 TF- CBT specifi cally aims to reduce trauma-related symptoms including PTSD, depression, anxiety, 
trauma-related shame, and trauma-related cognitions such as self-blame in children and adolescents. 
TF-CBT also includes a component for non-offending (nonsexually abusive or nonperpetrator) 
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parents to enhance their support of the traumatized child, decrease their own emotional distress, and 
enhance positive parenting practices.  

   Strategies for Achieving Goals/Procedures 

 As Cohen and colleagues ( 2006 ) describe, the strategies TF-CBT uses to achieve its treatment goals can 
be summarized by the acronym PRACTICE: Parenting Skills, Psychoeducation, Relaxation Skills, 
Affective Modulation Skills, Cognitive Processing, Trauma Narration, In Vivo Desensitization, Conjoint 
Child–Parent Sessions, and Enhancing Safety and Future Development. Parenting skills consist of 
enhancing parents’ abilities to use praise, selective attention, time-out, and contingency reinforcement 
programs. Psychoeducation involves giving parents and children information about the type of trauma 
the child has experienced, validating their reactions to their trauma. The relaxation component includes 
teaching parents and children focused breathing, progressive muscle relaxation, and other personalized 
interventions, helping to control their physiological hyperarousal. With affective modulation, children 
identify feelings, practice expression and thought interruption skills, which enhance their ability to use 
positive self-talk, to problem-solving and social skills. Cognitive processing consists of guiding children 
and parents through a process of recognizing the connection among thoughts, feelings, and behaviors, 
and changing thoughts to be more accurate and helpful. By developing a narrative of the child’s trauma 
experience, a detailed description of what occurred during the child’s maltreatment or violence exposure 
experiences is documented, revealing cognitive distortions about these experiences. Using in vivo desen-
sitization therapists help children overcome generalized avoidance of trauma reminders. Conjoint 
 sessions occur between children and parents after the above components have been successfully com-
pleted. Last, by enhancing safety, therapists address present and future safety issues for the child and 
parent. Accomplishing the PRACTICE usually takes approximately 12–16 sessions lasting 60–90 min.   

   Alternatives for Families: A Cognitive Behavioral Therapy (AF-CBT) 

   Guiding Principles 

 AF-CBT promotes the idea that by adjusting thoughts, identifying feelings, and controlling physio-
logical stress levels, it is possible to reduce the risk of physical abuse and violence. This intervention 
focuses on intrapersonal and interpersonal skills training for improving self-control, promoting posi-
tive family relations, and reducing violent behavior.  

   Goals of Treatment 

 Goals of AF-CBT are two-pronged. First, the intervention aims to improve parents’ parenting skills or 
practices, including increasing adherence to positive child management practices and decreasing 
harsh and coercive discipline. At the same time, AF-CBT aims to reduce physically abused children’s 
externalizing behavioral problems, increase their positive social behaviors, and improve the quality of 
their peer interactions.  

   Strategies for Achieving Goals/Procedures 

 To accomplish treatment goals, AF-CBT is organized into three phases: (1) Psychoeducation and 
Engagement; (2) Individual and Family Skills Training, and (3) Family Applications Treatment. 
The primary techniques used in the last two phases include affect regulation, behavior 
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management, social skills training, cognitive restructuring/problem-solving, and communication. 
Children and parents have separate goals and procedures. In specifi c components for children, 
therapists conduct an exercise in which the child describes the exposure to family hostility and 
violence; cognitive processing of the circumstances and outcomes of the violent incident(s) that 
produced the mental health referral as a way to modify distortions, and aggression supporting 
beliefs; teaching about child abuse laws, child safety, and common child abuse reactions. They 
also learn to regulate their negative affect by identifying abuse-specifi c triggers, stress manage-
ment, and anger control. Therapists describe and practice healthy coping skills, discussing how 
using them can help the children address everyday problems. They also work with the children to 
develop social support plans and skills to enhance social competence. Components specifi c to 
parents’ needs include the following: socialization to models of stress and CBT, and a discussion 
about factors that contribute to violent or coercive behaviors. Therapists discuss with the parent 
their view on hostility and violence, including child-related developmental expectation and gen-
eral attributions that may promote coercive interactions to get a better understanding of the parents 
perspective. They work on affect management with parents, identifi cation and management of 
abuse-specifi c triggers, heightened anger or anxiety and depression, so that the parents may have 
more control over their emotions and behavior. Parents also receive training in alternative 
 disciplinary strategies that minimize the use of physical force through instruction in behavioral 
management principles and techniques. Families generally need 12–24 h of service over a period 
of 12–24 weeks to complete treatment.    

    Interventions for Adolescents 

 We describe two interventions often used with maltreated and high-risk adolescents, Dialectical 
Behavior Therapy (Linehan  1993 ) and Multisystemic Therapy – for Child Abuse and Neglect 
(Swenson et al.  2010 ). Although both interventions have a strong empirical research foundation, both 
are also interventions that have been adapted for treating adolescent clients with severe, unremitting, 
and complex mental health symptoms associated with child maltreatment. Dialectical Behavior 
Therapy (DBT), originally shown effective in the treatment of clients with borderline personality 
disorder (Linehan et al.  1993 ), has been shown to be effective in the treatment of mood disorders that 
often included suicidal behavior and self-harm (Kliem et al.  2010 ; Rathus and Miller  2002 ) and with 
victims of sexual abuse (Decker and Naugle  2008 ). Multisystemic Therapy for Child Abuse and 
Neglect (MST-CAN; Swenson et al.  2010 ) is an evidence-based treatment for families with serious 
clinical needs who come to the attention of Child Protective Services because of abuse or neglect 
referrals. Importantly, MST-CAN addresses the referral behaviors plus key risk factors that keep fami-
lies coming through the revolving door of child protection. 

   Dialectical Behavior Therapy (DBT) 

   Guiding Principles 

 Fundamentally, DBT (Linehan  1993 ) is based on the premise that once a successful therapeutic alli-
ance has been established as unconditionally though neutrally accepting, that acceptance and change 
occurs through a dialectical process, in which the thesis (i.e., clients’ original beliefs) plus antithesis 
(adaptive alternatives) equal change. This dialectical change is enabled by clients increased ability to 
tolerate distress, regulate emotions, improve interpersonal functioning, and increase their mindfulness 
of themselves in their environment.  

S.G. Timmer and A.J. Urquiza



367

   Goals of Treatment 

 The overall goal of DBT is helping clients create “lives worth living,” which involves achieving 
four distinct primary treatment objectives: (1) Increased control over behavior (e.g., eliminating 
life- threatening behaviors and behaviors that interfere with treatment; decreasing behaviors that 
destroy the quality of life; increase attention; increased distress tolerance); (2) Improve emotional 
expression (e.g., reduce dissociation, reduce symptoms of PTSD); (3) Improve problem-solving 
skills (e.g., solve ordinary problems like marital or partner confl ict, job dissatisfaction); (4) Increase 
interpersonal connectedness (e.g., support with ‘existential’ problems, connect with churches, syn-
agogues, or temples).  

   Strategies for Achieving Goals/Procedures 

 DBT combines behavioral techniques (e.g., affective skills training, exposure) together with cognitive 
restructuring, and it introduces the importance of mindfulness practice, validation, and principles of 
dialectical philosophy. The primary clinical tools used in DBT are diary cards, on which the client 
records self-injurious and therapy interfering behaviors throughout the week, and chain analysis, a 
functional analysis of sequences behaviors, aimed at increasing mindfulness. Clients have weekly indi-
vidual and group treatment sessions. In individual sessions, the therapist and client discuss issues writ-
ten on the diary cards that arose that week, following a treatment target hierarchy. Self-injurious and 
suicidal behaviors take fi rst priority. Second in priority are behaviors that interfere with the course of 
treatment, followed by issues related to the client’s quality of life. During the individual therapy, the 
therapist and patient work towards improving skill use. Groups typically meet once weekly, during 
which clients learn to use mindfulness skills, assertiveness skills for increasing interpersonal effective-
ness, emotion regulation, and distress tolerance skills. Individual sessions are considered necessary to 
keep suicidal urges or uncontrolled emotional issues from disrupting group sessions, while the group 
sessions teach the skills unique to DBT, and also provide practice with regulating emotions and behav-
ior in a social context. Clients have telephone access to therapists 24 h a day to acquire additional 
assistance in managing new skills and urgent problems. Finally, it is a requirement that therapists par-
ticipate in ongoing consultation team meetings to maintain or improve their own motivation. It takes 
approximately 1 year to master the skills required by a typical course of treatment in DBT.   

   Multisystemic Therapy for Child Abuse and Neglect (MST-CAN) 

   Guiding Principles 

 MST-CAN is a networked system of interventions based on a social-ecological model (Bronfenbrenner 
 1979 ), which asserts that children are parts of various systems or “ecologies” (e.g., school, family, 
parents) that they infl uence and that infl uence them. MST-CAN is guided by the belief that treatment 
must attend to the children’s functioning in all of their social systems in order to be successful.  

   Goals of Treatment 

 The overarching goals for MST-CAN are to keep families together safely by preventing placement out 
of the home, eliminating further incidents of maltreatment, and altering key factors that heighten 
maltreatment risk. As a strengths-based model MST-CAN, fi rst targets protective factors in children’s 
social systems, particularly social support, and designs strategies to build upon them and use them as 
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leverage for change. Likewise, in cases where maltreatment has occurred, the MST team assesses risk 
factors and functioning across these systems and develops strategies to reduce risk (e.g., parent mental 
health problems, housing and employment problems) and improve child functioning (e.g., aggressive 
behavior, depressive symptoms).  

   Strategies for Achieving Goals/Procedures 

 The families referred to MST-CAN are those with multiple, serious clinical problems who have a 
child in the family who is between 6 and 17 years of age with a documented history of physically 
abuse or neglect within the last 180 days. 

 A full-time supervisor oversees the work of three to four masters-level therapists and a bachelor- 
level case manager. Approximately 20 % psychiatrist protected time is reserved for youth and parents 
in the project. Because families are referred to MST-CAN because of parents’ maltreating behavior, the 
focus of treatment is with the adults in the family. On average, fi ve people per family are treated. For 
example, the parent may be treated for substance abuse, the grandmother for depression, and the child 
for behavioral problems at school. The team works a fl exible schedule seeing families at times that are 
convenient for them. Sessions may be during traditional work hours, at night or on the weekend. The 
team operates a 24-h per day, 7 days per week, on call rotation service to help families manage crises. 

 The majority of the research-supported treatments used in MST-CAN are behavioral or cognitive 
behavioral. When family members exhibit diffi culty in managing anger, therapists use cognitive behav-
ioral treatments for anger management (e.g., Feindler et al.  1986 ). When families have diffi culty with 
communication and problem solving, therapists use a behavioral family treatment (Robin et al.  1994 ). 
When family members are experiencing PTSD symptoms, therapists use Stress Inoculation Training 
(SIT: Kilpatrick et al.  1982 ) and Prolonged Exposure therapies (Foa and Rothbaum  1998 ). Finally, for 
treatment of substance misuse, Reinforcement-Based Treatment (RBT; Tuten et al.  2012 ) is provided. 

 MST-CAN is an evidence-based treatment model with 15 years of clinical and research piloting, 
effi cacy and effectiveness studies, and transportability piloting to its history. Two randomized clini-
cal trials (RCT) form the current evidence base supporting MST-CAN (Brunk et al.  1987 ; Swenson 
et al.  2010 ).     

    Policy Considerations 

 There are many children and families adversely affected by child maltreatment: thousands of children 
experiencing child sexual abuse, child physical abuse, and neglect every day. Much of this chapter has 
detailed the impact of maltreatment on the developing child, followed by multiple interventions that 
have strong empirical support in alleviating child mental health symptoms, improving parent-child 
relationships, and improving the overall health of the child. We have also described the developmental 
context of maltreatment, the core components of change, and how different empirically based inter-
ventions for maltreated children affect that change. We have not discussed how we can insure that 
mental health providers perform these interventions with fi delity to all maltreated children in need. 
This discussion leads us in a direction away from developmental psychopathology and towards 
“implementation science” and public policy. It is the burden of those advocating the use of empirically 
based treatments to also fi nd a way reliably implement them and continue to support these interven-
tions so that they are proven effective not just in university laboratories, but in the community mental 
health programs throughout our country (Steinfeld et al.  2009 ; Weisz et al.  2012 ). 

 There has been remarkable movement during the last two decades in the development and refi nement 
of empirically based treatments (Aarons et al.  2009 ). Additionally, several organizations have detailed 
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descriptions of promising and well-researched interventions specifi cally for maltreated children and 
their families (e.g., California Evidence-based Clearinghouse for Child Welfare,  n.d. ; Center for the 
Study and Prevention of Violence,  n.d. ; Substance Abuse and Mental Health Services Administration 
[SAMHSA]). Policymakers and legislators understandably have been persuaded by the research sup-
porting evidence-based practices, wanting to take action that could show results either in preventing or 
disrupting the negative effects of maltreatment. However, there has been a lag between the development 
of empirically tested interventions and the implementation of these interventions in  various community 
mental health programs (Aarons and Palinkas  2007 ; Proctor et al.  2009 ; Aarons et al.  2011 ). While it 
may be reasonably argued that development of effective interventions is diffi cult, it appears that develop-
ment of effective methods to disseminate these interventions is much more complex. 

 The large body of research documenting efforts to implement effective home-visiting programs 
illustrates some of the reasons for the lag between treatment development and dissemination. Early 
efforts at large-scale implementation focused on replicating the program content, not considering the 
fact that whether people actually providing services knew how to reliably and effectively produce the 
same content in varied situations might make a differences in the quality of outcomes. Using “agents 
of change” with little training or insuffi cient supervision instead of registered nurses explained the 
reduced effectiveness of a evidence-base home visiting program taken to scale on a state level (e.g., 
Duggan et al.  2004 ). Michalopoulos and colleagues ( 2011 ) noted that evaluations rarely collect detailed 
information on the services actually delivered when evidence based practices are taken to scale, which 
makes it possible that weak effects in evaluation studies could result from problems with dissemination 
and refl ect very little about the effectiveness of the program model. They observed that nurses and 
paraprofessionals using the same home-visiting protocol, provided very different services to their cli-
ents: nurses targeted issues relating to physical health and infant behavior, while paraprofessionals 
worked on connecting their clients to community services, addressing more practical, logistical prob-
lems (Korfmacher et al.  1999 ). These fi ndings underscore the importance of training providers to effec-
tively deliver particular content to insure the fi delity of evidence-based interventions. Research has 
long shown that fi delity is related to effectiveness and that decreases in fi delity is likely to decrease 
program effectiveness (e.g., Battistich et al.  1996 ; Blakely et al.  1987 ; Kam et al.  2003 ). We argue that 
inadequate training and implementation also can compromise the effectiveness of these interventions. 

 Simpson ( 2002 ) points out that the process of disseminating evidence based treatments, or translating 
“science to service,” traditionally has been a passive process that involves scientists communicating 
information to leaders who then put the proven treatments into practice. This process serves as the foun-
dation for most U.S. federal and state policies related to making use of evidenced-based programs and 
other human service innovations (Fixsen et al.  2009 ). Those who train front-line practitioners quickly 
realized the limitations of this strategy, since trainees are not equipped to practice a new treatment using 
only a manual or a didactic-style, workshop training (Herschell et al.  2009 ). Fixsen and colleagues 
( 2009 ) describe a more active style of implementing empirically based interventions with fi delity, defi n-
ing seven core implementation components which combine to help change  individuals’ practice and 
organizational culture. These components are (1) selecting appropriate staff; (2) pre-service and in-
service training, (3) ongoing coaching and consultation, (4) staff evaluation, (5) decision support data 
systems, (6) administrative support, and (7) systems interventions. The selection of this combination of 
individual level and organizational level factors, the combination of action and evaluation, creating mul-
tiple supports for individuals and programs, demonstrates the multidimensional character of disseminat-
ing evidence-based practices. Evidence-based practices involve more than understanding the principles 
behind an intervention and an understanding of the processes. Evidence-based practices require a com-
mitment to a system of practice, a willingness to be held accountable for what you do and how you 
conduct therapy – if you claim to be providing an evidence- based treatment. It is impossible for thera-
pists to make this commitment to provide evidence-based therapies with quality and fi delity if they are 
not supported by their home agencies, and their county and state systems of care (who control reim-
bursement for these services). There is a natural tension between the budget requirements of 
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evidence-based practices – the time required for assessment, special requirements of documentation for 
these services, and their intensity and comprehensiveness – and states’ and counties’ desires to get the 
greatest amount of mental health services for their dollars. Many counties see reductions in child mal-
treatment allegations and prolonged needs for services, and are willing to make this commitment. Others, 
facing diffi cult budgetary decisions, may need persuasive data showing them the many advantages of 
demanding that providers maintain quality and fi delity, even if supporting evidence-treatments means 
more complex and costly support mechanism. It is the responsibility of developers and trainers to con-
duct the research, and provide information to child advocates and treatment providers to make it easier 
to make the argument for quality in mental health treatment.  

    Conclusions 

 In this chapter, we described the broad and long-lasting effects of maltreatment on children via the 
neurobiological stress-response system. We also described the connection between attachment and 
the stress-response system, and the ways in which parenting and the context of the family continues 
to play a part in the way children respond to stress in their environment. The observable effects of 
maltreatment have been described: externalizing, disruptive behaviors in early years, social problems, 
school diffi culties, and depression and other problems as children grew older, to name a few. The ten 
different evidence-based treatments that we described are based on a variety of premises, designed to 
treat children of different ages using different treatment modalities, with different treatment goals, and 
different strategies for achieving those treatment goals. Interestingly, they all incorporated some strat-
egy for increasing emotional regulation, and often targeted parenting strategies or family systems as 
mechanisms of change or methods for sustaining change in maltreated children. 

 We argue that the increasingly sophisticated literature describing the neurobiological underpin-
nings of maltreatment effects suggest that HPA-axis dysfunction may continue to play a part in under-
mining mental health throughout childhood and adolescence, and that the most effective treatments 
will include a component to help clients use active and cognitive strategies for controlling their 
responses to stress. Furthermore, early caregiving quality, inexorably linked to the stress-response 
system, also appears to set the stage for later interpersonal functioning, and continues to be supported 
by risk and resilience inherent in the family system. We argue that the most effective treatments for 
young children will consider the parent-child relationship as integral to treatment success. 
Consideration of the health and support of the family system in middle childhood and adolescence 
may also prove key to treatment success. 

 In spite of our trying to take a more “meta” view of empirically based treatments for maltreated 
children and trying to choose different types and modalities of treatment delivery as representative 
interventions, we acknowledge that we have missed some important contributors to the evidence base. 
We hope that others will continue the work of examining mechanisms of effectiveness of evidence- 
based treatments for maltreated children and continue to document the core components of effective 
mental health treatments.     
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           Introduction 

 It is encouraging that child abuse rates are gradually declining in the U.S., but a staggering number of 
youth are still maltreated each year and experience traumatic events in their childhood (Finkelhor and 
Jones  2004 ; Finkelhor et al.  2009 ). In 2011, an estimated 3.4 million child abuse referrals were 
received by child protective services (CPS) agencies concerning 6.2 million children, and an estimate 
of 681,000 cases of child abuse and neglect were substantiated and/or indicated in 50 states (National 
Child Abuse and Neglect Data System [NCANDS]  2011 ; U.S. Department of Health and Human 
Services  2010 ). Similar to prior years, the greatest percentage of children (78 %) suffered from 
neglect, 18 % suffered physical abuse, and 9 % suffered sexual abuse, with many of these children 
experiencing multiple forms of maltreatment (NCANDS  2011 ). Epidemiological and clinical research 
also confi rms the high prevalence of trauma and abuse experiences occurring in childhood in the gen-
eral population. For example, in a large national survey by Copeland and colleagues ( 2007 ), over 
65 % of American children reported experiencing at least one potentially traumatic event before adult-
hood including child abuse, family violence, assault, accidents, robbery, or sudden death of a loved 
one (Copeland et al.  2007 ; McLaughlin et al.  2012 ). Trauma and abuse experiences are even more 
common in clinical samples, and children involved with the child welfare system are a particularly 
vulnerable population with many mental health needs (Finkelhor et al.  2009 ; Casanueva et al.  2012 ; 
Leslie et al.  2004 ). 

 It is well known that child abuse and neglect (CAN) and trauma exposure typically occurs within 
a child’s immediate environment (i.e., home, neighborhood, or school) and childhood interpersonal 
trauma is most often perpetrated by acquaintances and family members (Hamby et al.  2005 ; Kilpatrick 
et al.  2003 ; U.S. Department of Health and Human Services  2010 ). Youth typically experience more 
than one type of victimization and/or traumatic experiences that occur on multiple occasions, rather 
than a single episode (Copeland et al.  2007 ; Hamby et al.  2005 ; Stevens et al.  2005 ; Finkelhor et al. 
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 2009 ; NCANDS  2011 ; Turner  2010 ). While we have important prevalence estimates, it is hard to gain 
an accurate scope of impact of abuse and trauma, given that we also know that many youth delay in 
disclosing or never disclose victimizations and abuse experiences after they occur (Ruggiero et al. 
 2004 ). This is understandable given that children’s disclosures are infl uenced by threats or fear of 
retribution by the perpetrator, being blamed or punished, fear of consequences to the family, psycho-
logical distress about the event(s), sense of stigma or shame, lack of encouragement to disclose or 
speak honestly, and history of negative outcomes from prior disclosures. 

    The Impact of Abuse and Trauma in Childhood and Adulthood 

 Decades of research shows that child abuse and early trauma can result in signifi cant developmental 
disruptions, short-term and long-term mental and physical health problems (Felitti et al.  1998 ; Pynoos 
et al.  2006 ), and increased involvement in child welfare and juvenile justice systems (Ford et al. 
 2007 ). A signifi cant proportion of children who experience abuse or other trauma develop post- 
traumatic stress disorder (PTSD) and also experience co-morbid problems such as depression, anxiety 
disorders, substance use, and externalizing behavior problems (Copeland et al.  2007 ). Further, chil-
dren affected by child abuse and trauma tend to have more cognitive defi cits and academic challenges 
including learning and attention problems, decreased IQ and reading ability, lower grade point aver-
age, higher absenteeism, and decreased high school graduation rates (Beers and De Bellis  2002 ; 
Delany-Black et al.  2002 ; Hurt et al.  2001 ; Grogger  1997 ). 

 The specifi c condition associated with trauma exposure is Post-Traumatic Stress Disorder (PTSD), 
characterized by symptoms of  re - experiencing ,  avoidance , and  hyper - arousal  (American Psychiatric 
Association [APA]  2000 ). PTSD  re - experiencing symptoms  include frightening or otherwise distress-
ing memories, including thoughts or dreams of the traumatic event as well as frightening thoughts or 
dreams that may seem unrelated to the specifi c event. Children may also exhibit behaviors that sug-
gest traumatic re-experiencing or “re-enactment.” For example, a child who was sexually abused may 
exhibit sexually inappropriate behaviors, or a child who experiences physical abuse or bullying may 
become aggressive towards others. These memories and fears may interfere with the child’s focus on 
schoolwork, social interactions, or home life. At other times, the child may seem perfectly normal. 
PTSD  avoidance symptoms  are characterized by attempts to avoid memories, images, thoughts, dis-
cussions, people, places, or things that remind him/her of their traumatic experience(s). Avoidance 
can also be manifested by emotional numbing, social withdrawal, and not wanting to engage in usual 
activities such as school, sports, or being with friends. PTSD  hyperarousal  symptoms include sleep 
diffi culties, increased anger, physical symptoms, and increased jumpiness. Youth may have new fears, 
show more diffi culty with anger, be more irritable, moody, bored, inattentive, or seem to ‘go from 0 
to 60’ in terms of escalating emotional and behavioral outbursts. With emotional or behavioral dys-
regulation, or maladaptive cognitions, the child may have trouble modulating thoughts, feelings, and/
or behaviors, especially when reminded of the trauma. 

 It is important to remember that manifestation of trauma symptoms is idiosyncratic to the indi-
vidual child and situation; the manner in which children show their distress can vary by age and 
developmental level. The type and severity of problems varies greatly among abused children. The 
nature of the abuse experiences, prior psychological and abuse history, and family characteristics and 
functioning contribute to child outcomes (Kearney et al.  2010 ). For example, there are some group 
differences in the types of emotional or behavioral problems with sexually abused children having 
higher rates of posttraumatic stress and depression, and physically abused children being more likely 
to exhibit disruptive behavior and social competence problems (Burns et al.  2004 ). 

 The effects of childhood trauma can continue into adulthood. Child abuse is a risk factor for psychi-
atric disorders, antisocial behavior, health problems, relationship impairments, and reduced economic 
success (Currie and Widom  2010 ). Wegman and Stetler’s ( 2009 ) meta-analysis found that childhood 
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abuse is associated with increased risk of a wide range of medical problems, and Chen and colleagues’ 
( 2010 ) meta-analysis of the effects of sexual abuse across 37 longitudinal observational studies, with 
more than three million participants, found that sexual abuse increased the odds of being diagnosed with 
mental health problems such as anxiety, depression, and PTSD, as well eating disorders, sleep disorders, 
and suicide attempts by double, triple, or sometimes more. Weich and colleagues ( 2009 ) conducted a 
systematic review of prospective studies that measured aspects of family relationships in childhood and 
then followed the participants and evaluated psychiatric disorders in adulthood; childhood abuse was 
consistently related to adult psychiatric issues such as PTSD and depression. Hovens and colleagues 
( 2010 ) also found that childhood trauma increases adults’ risk of depression and anxiety.  

    Children in the Child Welfare System 

 Numerous studies have documented that children involved in the child welfare system have signifi -
cant rates of mental health and behavioral problems (Leslie et al.  2005 ). Horwitz and colleagues 
( 2012 ) report an average of one fourth of children 2–18 years old have clinical levels of emotional and 
behavioral problems, with older children having higher rates. Almost one third had moderate to severe 
problems in daily living skills, with close to half having poor socialization skills. The presence of 
emotional and behavioral problems has consequences for the course of the child welfare cases. 
Children with behavior problems are more likely to have placement disruptions and less likely to be 
successfully reunifi ed (James et al.  2004 ; Landsverk et al.  1996 ). 

 Children in the child welfare system (CWS) have some advantages in accessing services compared 
to other children in need. First, they are usually eligible to for Medicaid supported mental health ser-
vices; all foster children are automatically and immediately eligible. Medicaid provides relatively 
generous coverage, often without the limits on visits or inpatient days that are common in commercial 
insurance. Another is that professionals are involved in their family life and are in a position to iden-
tify unmet behavioral health need and facilitate connection to services. In addition to safety and per-
manency, a goal of the CWS is to promote child wellbeing by insuring that they receive the needed 
services for recovery for the effects of child maltreatment. 

 Although children in the child welfare system are more likely to access services compared to chil-
dren in the general population, there is still a signifi cant gap between need and services receipt. Less 
than half of younger children and only about 70 % of older children with need received services. 
Children in foster care are the most likely to be served (Landsverk et al.  2009 ; Horwitz et al.  2012 ). 
In addition, when services are provided to CW-involved youth, the majority of children do not receive 
high-quality, effective mental health treatment that is matched to their specifi c needs (Landsverk et al. 
 2009 ; Chadwick Center for Children and Families  2004 ; Stahmer et al.  2005 ). 

 It is important to be aware that not all children who have been exposed to trauma and abuse develop 
persisting mental health problems that require formal treatment (Bonanno  2004 ; Bonanno et al.  2010 , 
 2011 ; Copeland et al.  2007 ; Masten  2001 ). However, involvement in the child welfare system creates 
the opportunity for systematically identifying those children who have need and facilitating access to 
mental health or other needed services.  

    Intervention Approaches for Children and Families Affected 
by Child Maltreatment and Trauma 

 Fortunately, highly effective services do exist for children and adolescents who have experienced abuse 
and trauma and many of the mental health interventions have been found to be relevant and helpful for 
children with complex abuse histories and trauma and children in the child welfare system. It is important 
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to recognize that formal mental health therapy is only one of the services that may be necessary for abused 
children; they may need medical evaluation and assistance to address children’s immediate physical well-
being, advocacy and legal services to help families navigate the overwhelming and complicated legal 
process, psychological evaluation and mental health treatment, and educational interventions. Children’s 
Advocacy centers (National Alliance) are intended to serve this broader array of service need. 

 This chapter fi rst briefl y describes the importance of evidence-based psychosocial assessment to 
guide treatment selection and monitor treatment progress, and then describes the primary psychoso-
cial treatment approaches that are effective for main problems of maltreated children and their fami-
lies. Therapy does not treat abuse per se, but rather addresses the consequences of abuse in a particular 
child and family. Since the impact may vary among children and families, determining the specifi c 
impacts is a necessary fi rst step to deciding on the proper treatment regimen. There are well- established 
interventions for the primary target problems that abused children have, and treatments have been 
found to work with children in the child welfare system even though they often have complex histories 
and compromised psychosocial circumstances. 

 There are web-based resources for learning about effective interventions and detailed descriptions of 
each treatment’s research outcomes and readiness for dissemination. The most well known include the 
 California Evidence - Based Clearinghouse for Child Welfare  (CEBC,   www.cebc4cw.org    ) and the 
 National Registry of Evidenced - Based Programs and Practices  (NREPP,   http://nrepp.samhsa.gov    ). In 
particular, the CEBC website provides child welfare professionals a forum where information and 
research data regarding EBPs relevant to child welfare is available. The National Child Traumatic Stress 
Network (NCTSN,   http://www.nctsn.org/    ) is a specifi c resource for trauma-focused interventions.  

    Responding to the Impact of Child Maltreatment and Trauma 

 The clinical conditions presented by children affected by child maltreatment and trauma generally fall 
into two categories: internalizing problems (e.g., anxiety, posttraumatic stress, depression) and exter-
nalizing problems (e.g., disobedience, defi ance, aggression, rule breaking). Although many children 
have both internalizing and externalizing conditions, the overall treatment approaches have important 
differences that are relevant for service planning. For internalizing problems, effective treatments 
focus on teaching the children to recognize and manage or overcome intense negative feelings, learn 
and use behavioral skills, and assist caregivers to support the children in using coping strategies. 
Effective treatments for externalizing problems primarily focus on caregivers to help them enhance 
positive relationships with their children and change the environmental contingencies to reward and 
maintain positive behaviors. When caregiver responses to children change, behavior problems are 
reduced. With younger children, often only caregivers need to be involved in therapy, whereas for 
older children it is often helpful that they participate in the therapy and learn new skills as well. 
Because co-morbidity is not uncommon, there are interventions that teach children skills to manage 
negative feelings and achieve personal or social goals, as well as teach caregivers how to promote 
positive behaviors and manage negative behaviors.  

    Treatments for the Impacts of Child Maltreatment 

    An “Evidence-Based” Era.   One of the major movements that has taken place with regard to mental 
health treatments in the past two decades is the advent of evidence-based treatments (EBT) as the 
recommended standard of care. EBTs are intervention programs that have been shown to have over-
all better results compared to non- specifi c or alternative interventions. Interventions may have 
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varying levels of evidence and it may be useful to consider “evidence-based” from a dimensional 
continuum versus a categorical perspective (see Weisz and Kazdin  2010 ). The broader term 
“ evidence-based practice (EBP)” is often used in the fi eld and can be defi ned as treatment interven-
tions, services, and supports that have consistently shown positive outcomes for children and fami-
lies through research studies. The Institute of Medicine’s ( 2001 ) defi nition of EBP follows: 
“Evidence-based practice is the integration of best research evidence with clinical expertise and 
patient values”. Taken together, EBP represents both a set of principles that are applied to interven-
tions and specifi c individual interventions, both of which are important in effectively addressing 
emotional and behavioral problems. EBP characteristics are structured, focused, and goal-oriented; 
skill teaching oriented; and, incorporate measurement to monitor treatment progress. 

 The proven interventions for the most common clinical problems among child abuse victims share 
common characteristics. They are brief, highly structured, and focus primarily on teaching children 
and/or parents skills to help them think, feel, and behave in more constructive ways, especially when 
experiencing stressful circumstances. Although the specifi c content found in a given treatment guide 
may vary, the clinician generally models and rehearses the new skills with children and parents in 
session, and gives homework to practice the new skills in real life.  

    Routine Screening and Assessment.   As described, children who experience maltreatment and trau-
matic events, often, but not always, have clinically signifi cant emotional or behavioral problems that 
would benefi t from evidence-based treatment. One key method for insuring that children with need 
are connected to services is routine screening and/or assessment of children the child welfare system. 
There are a variety of standardized measures that are free, reliable and valid, and brief that could be 
used to identify children in need (e.g., Pediatric Symptom Checklist 17 [PSC-17]) (Gardner et al. 
 2007 ). For example, Washington State has implemented routine screening for all children in foster 
care more than 30 days with a requirement that children who score positive must be referred for men-
tal health services (Dorsey et al.  2012 ). Almost all children in care receive this screening, the results 
of which are made available to the caseworker. Many states have versions of routine screening and 
assessment with in child welfare. 

 Screening can provide important information for selection of the right evidence-based treatment 
and create a baseline for assessing achievement of service plan objectives. EBPs are specifi c in the 
clinical target for which they have been shown to work; different kinds of problems respond to differ-
ent approaches. A standardized measure or an assessment process can inform the referral process. 
Dorsey and colleagues ( 2012 ) trained caseworkers in the basic principles of EBP and provided tele-
phone case consultation. They learn the key differences between treatments for internalizing versus 
externalizing problems and the critical importance of caregiver involvement for externalizing behav-
iors. Results found that therapists improved in their knowledge of EBPs; there was a trend for an 
increase in referrals for EBPs. Enhancing caseworker knowledge and skills to broker more effectively 
for EBPs using the results of standardized screening methods may increase access to services. 
Currently, there is a pilot project currently underway in Colorado that is implementing and evaluating 
this caseworker training and consultation model with an added trauma-focused component with case-
workers in child welfare agencies in Colorado (personal correspondence, Fitzgerald 2013). 

 Once children enter a mental health system, standardized assessment can add to the usual clinical 
assessment process. Standardized measurement is especially important in evidence-abased practice 
because EBPs treat to the clinical target (Van Eys and Truss  2011 ). Evidence-based trauma screening 
and assessment is essential for quality case formulation and targeted treatment planning for abuse and 
trauma exposed children and a core component of best practice (Saunders  2011 ). The results inform 
the type of treatment program that is matched to the identifi ed clinical need. Effective assessment is 
not limited to a one-time event, but instead it is an on-going process used to understand and prioritize 
children’s mental health needs, select appropriate evidence-based treatment, and assess clients’ 
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treatment progress. There are numerous standardized measures available for the full array of emo-
tional and behavioral problems that children may have. Many are proprietary and must be purchased, 
but there are a number that are reliable and valid and free. For example, the Strengths and Diffi culties 
Questionnaire (SDQ) is available in many languages and includes youth self-report, parent report and 
teacher report versions (Goodman  1997 ). There are measures for PTSD (CPSS; Foa et al.  2001 ), 
depression (MFQ, Angold et al.  1995 ; PHQ; Kroenke and Spitzer  2002 ), anxiety (SCARED; Birmaher 
et al.  1997 ) and overall behavior problems (PSC-17; Gardner et al.  2007 ); these conditions encompass 
about 80 % of children in public mental health settings). Administering measures and discussing 
results with children and families enhances engagement and focus in the therapy process. 

 The other value of standardized assessment is to track progress over time in therapy. Brief and free 
measures can be administered at very regular intervals with very low burden to providers and clients. 
Bickman and colleagues ( 2011 ) found that when clients completed a standardized assessment of 
symptoms and functioning every other week and the results were reported back to the clinicians, they 
improved faster than clients whose providers did not receive routine feedback. In addition, the effects 
of the feedback were greater when clinicians had more frequent feedback. 

 Standardized assessment of children in the child welfare system has many advantages. It identi-
fi es children with clinical need. It provides caseworkers with key information about the type of 
emotional and behavioral problems, which enhances the ability of caseworkers to be effective 
brokers. Standardized assessment at the mental health setting identifi es the clinical target so the 
treatment can be matched to the problem and establishes the baseline level of the emotional or 
behavioral problems. Repeated assessment with a standardized measure with feedback to the clini-
cian increases the effi ciency of treatment. Feedback can also assist therapists in paying closer 
attention to cases where children are not improving and seeking consultation on adjusting or 
changing the treatment plan.  

    Evidence-Based Mental Health Interventions.   Mental health interventions for the primary targets 
of externalizing and internalizing problems will be described: treatments for (1)  Child Behavior 
Problems  (e.g., child oppositionality, defi ance, aggression)  Parenting Behaviors  (e.g., emotionally 
and physically harsh, coercive, abusive, and/or neglectful), and (2)  Child Psychological Distress  (i.e., 
posttraumatic stress, anxiety and depression). In some cases all of these targeted may be addressed by 
a single intervention, whereas in other cases separate interventions may be necessary. Determining the 
priority target and intervention approach is based on a systematic abuse focused assessment process 
described above.  

    Treating Child Behavior Problems and Parenting Behaviors.   Many effective interventions 
exist for externalizing child behavior problems. All of these interventions are versions of behav-
ioral parent training (BPT) or parent management training (PMT), terms that are used indistin-
guishably. Patterson ( 1973 ), an early developer of a behavioral theory on the causes of behavior 
problems, proposed that they develop in the context of a coercive family process where parents are 
harsh and/or inconsistent. Negative behaviors arise because they serve a function for the child and 
they persist because the behaviors are reinforced, even if negatively. Contemporary theories rec-
ognize that child behaviors also contribute to parenting responses. Some children have more dif-
fi cult temperaments that are more challenging for parents to manage; this can result in ineffective 
parenting that tends to inadvertently reinforce negative behaviors (Snyder et al.  2005 ). Once a 
pattern of negative, coercive interactions exists, behavior becomes increasingly unpleasant which 
in turn leads to fewer positive and more negative or unhelpful parental responses, and these coer-
cive parent-child reciprocities contribute to diffi culties with emotion regulation (Scaramella and 
Level  2004 ). The most well established interventions for child behavior problems focus on these 
negative interactional patterns by teaching parents more effective and positive ways to respond to 
their children (Eyberg et al.  2008 ). 
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 It is not surprising that many maltreated children have signifi cant behavior problems. Child 
maltreatment at its core is a parenting problem. Parents have departed from the accepted standards of 
parenting by acts of omission such as failing to ensure that basic needs are met, protecting children 
from known harm, and providing proper supervision and acts of commission including emotionally, 
sexually or physically abusing them. The specifi c parenting problems frequently found in cases of 
child maltreatment are inconsistent, harsh, or physically abusive parenting and a lack of positive inter-
actions. In addition, in many child abuse cases there is insecure attachment in the child, which is the 
result of inconsistent, unresponsive, emotionally coercive or abusive, or dangerous parental responses 
during very early childhood (Kolko and Swanson  2002 ). 

 Persistence of behavior problems in childhood, especially in the context of a severely compro-
mised parent-child relationship or child maltreatment, has very serious implications. Children with 
behavior problems are at risk for impaired functioning at school and with peers and beginning a 
trajectory towards antisocial behavior. In the child maltreatment context the risk includes subsequent 
abuse, placement out of the home, delay in reunifi cation, and failed adoption (Kolko et al.  2010 ). 
Therefore, effective parent-child interventions that target parenting and the parent-child relationship 
are central to child abuse interventions. 

 PMTs are all built on the same basic principles and contain similar components (Brestan and 
Eyberg  1998 ; Kaminski et al.  2008 ). Caregivers are actively involved in the treatment process; with 
younger children, only the parent may need to participate directly in the treatment. Treatment pro-
grams help parents increase positive parent-child experiences; use selective attention to reward posi-
tive behavior with praise or acknowledgement, while ignoring minor negative behaviors; and, learn 
skills to respond to misbehavior by managing contingencies in the environment. Typical strategies are 
time-out, rewards and consequence plans. The therapies are behaviorally focused and emphasize 
acquisition and application of new skills through practice in session and between sessions. 

 There are many brand name versions of these interventions. Among the best known and most well 
researched include Kazdin Parent Management Training (Kazdin  1997 ), Parenting Management 
Training-Oregon (Forgatch et al.  2005 ), Parent-Child Interaction Therapy (PCIT,   http://pcit.phhp.ufl .
edu/    ), Incredible Years (Webster-Stratton  1992 ), Helping the Non Complaint Child (McMahon and 
Forehand  2005 ), and Triple P (Sanders  2008 ). The programs are time-limited, usually involving 
14–18 sessions. They can be delivered in the clinic, the home, at schools, or other community settings 
and are often available in individual and group versions. 

 While not originally developed for behavior problems in maltreated children, a number of these 
parenting interventions have been specifi cally shown to be effective with the population. One of the 
earliest studies was conducted by Wolfe and colleagues ( 1988 ). In a randomized trial, maltreating 
parents who received a behavioral parent-training program compared to an educational intervention 
had lower maltreatment risk and child behavior problems improved. Urquiza and McNeil ( 1996 ) pub-
lished an article in  Child Maltreatment  making the case for PCIT as a child maltreatment intervention 
and PMTs in child maltreatment began to spread. Although parenting classes had long been a staple 
of child maltreatment service plans, these classes were primarily didactic and did not involve teaching 
skills and were not conceptualized as an intervention for child behavior problems. What was appeal-
ing about PCIT as a maltreatment intervention was that in addition to addressing behavior problems 
in the children, it focused on enhancing the warmth and closeness in the parent-child relationship as 
a means of reducing future risk. PCIT is now a well- established intervention that has been used exten-
sively in child maltreatment situations (Timmer et al.  2005 ; Chaffi n et al.  2011 ) and has specifi c 
evidence for its effectiveness in reducing subsequent child maltreatment reports (Chaffi n et al.  2004 , 
 2011 ). PCIT has a unique delivery vehicle in that parents receive live coaching via a bug in the ear to 
practice their new skills. It is designed for younger children, although it is effective in reducing future 
child abuse reports for children up to 12 who do not have serious behavior problems. 
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 It has now been shown that a variety of PMTs can be effective for behavior problems in maltreated 
children with their biological parents and foster parents including PCIT (Timmer et al.  2005 ,  2006 ), 
The Incredible Years (  www.incredibleyears.com    ), and Parent Management Training-Oregon Model 
(PMTO,   http://www.isii.net/index.html    ). PMTs not only address the children’s behavior problems, 
but they are also effective for many of the other common concerns in child welfare situations includ-
ing insecure attachment in children, parenting defi cits, impaired parent-child bond, parenting stress, 
and anger toward the child (Horwitz et al.  2010 ). 

 Finally, these evidence-based programs also improve child welfare outcomes by reducing reabuse, 
rereferral and placement disruption. KEEP (Price et al.  2009 ), a group based PMT for foster parents 
and kinship caregivers, is more effective in reducing placement disruption as well as child behavior 
problems compared to usual foster care training. PCIT, a fully parent-mediated intervention for 
younger children reduces the risk of future child abuse when combined with a motivational enhance-
ment component (Chaffi n et al.  2004 ,  2011 ). 

 Some parent management interventions include parent, child, and parent-child components to 
address both individual skills defi cits and relationship or interactional problems (Kolko et al.  2010 ). 
 Alternatives for Families Cognitive Behavioral Therapy  (AF-CBT,   www.afcbt.org    ) is an interven-
tion for physically abusive parents and children ages 5–15 years. Because there has been violence 
in the relationship, safety planning and routine assessment of the use of force, hostility and coer-
cion are incorporated. It includes the standard CBT components of psychoeducation including 
information about violence, teaching both children and parents skills for emotional regulation espe-
cially anger, teaching positive parenting, and teaching both parents and children useful skills such 
as problem solving and communication. A unique component is the clarifi cation process in which 
the parents explicitly take responsibility for the abuse and make amends to the child for the abuse. 
AF-CBT has shown to improve family functioning and reduce child-to-parent aggression, child 
behavior problems, parental abuse risk, and re-abuse among physically abusive parents (see Kolko 
 1996a ,  b ; Kolko et al.  2011 ). A group version called  Combined Parent - Child Cognitive Behavioral 
Therapy  (CPC-CBT,   http://www.caresinstitute.org/services_parent-child.php    ) has also been tested 
for physically abusive parents and at-risk parents (Runyon et al.  2010 ). In this model, the children 
and parents meet in separate groups initially and then later conjointly. This intervention also 
includes the children doing a trauma narrative as part of the clarifi cation process. It has been shown 
to decrease posttraumatic stress as well improve behavior problems and reduce later violence and 
physical abuse (Runyon et al.  2010 ). 

 There are several effective child type interventions for youth with very serious behavior problems. 
Multisystemic Therapy for Childhood Abuse and Neglect (MST-CAN), multi-component interven-
tion for physically abusive families addresses parenting, child skills, and environmental changes 
(Swenson et al.  2010 ). It is a structured package of specifi c strategies based on a functional analysis 
of the child abuse behavior. Some of the intervention strategies involve environmental interventions 
(e.g., school, separation from deviant peers), whereas others are based on CBT and parent manage-
ment training principles. It has been found to maintain the youth in the community, improve their 
functioning and decrease rereferral to the child welfare system. MST-CAN has been shown to be 
effective in reducing behavior problems, improving child functioning and reducing future child abuse 
reports (  http://www.mstcan.com/    ). 

  Multidimensional Treatment Foster Care - Adolescent . (MTFC-A;   www.mtfc.com    ) and the young 
child version  Multidimensional Treatment Foster Care - Preschool  (MTFC-P) are intensive parent 
management interventions for severely disturbed children and adolescents who require out of home 
placement due to behavior problems and/or severe delinquency (Fisher et al.  2009 ). The foster parent 
serves as the therapeutic agent and is supported by a consultant who helps develop the behavior man-
agement plan and provides support and consultation carrying out the plan as well as additional thera-
pies that may be needed. This intervention has been proven effective reducing outcomes such as 
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runaways, criminal referrals, self-reported criminal acts, and fewer days in locked settings and 
 associations with delinquent peers. Youth that would have ordinarily been sent to residential treatment 
are typically able to step down to regular foster care within 4–6 months. 

 There are three tested interventions for young children that are primarily based on attachment 
theory and use a more refl ective and interpretive approach than parent management training. 
 Child Parent Psychotherapy  ( CPP ) was developed for situations in which young children (ages 
0–5) were exposed to domestic violence (Lieberman et al.  2005 ). CPP emphasizes the impor-
tance of treating mental health problems within the context of the parent-child relationship to 
enhance parental responsiveness, attunement and consistency to their children. The trauma expe-
rience is directly addressed and processed jointly.  Attachment and Bio - behavioral Catch - up  
(ABC) takes a similar approach to promoting secure attachment and nurturance via increasing 
parental or caregiver responsiveness in physically neglectful families with young children (ages 
0–5), and also has a component increasing children’s regulatory capabilities (Bernard et al. 
 2012 ; Dozier et al.  2005 ).  Promoting First Relationships  is another infant mental health inter-
vention that focuses on enhancing parental attunement and responsiveness that has been specifi -
cally tested with child welfare sample (Spieker et al.  2012 ). All have growing evidence supporting 
their effectiveness. 

 Sexual behavior problems are a particularly troubling type of misbehavior in abused children. 
Although the risk for sexual behavior problems is increased in sexually abused, children, most sexu-
ally abused children do not develop sexual behavior problems. Regardless of the cause, sexual behav-
iors in children produce strong reaction that are often unhelpful, counterproductive and actually 
harmful to the children (Chaffi n et al.  2008 ). In the child welfare system, the presence of sexual 
behavior problems can make it diffi cult to place children and lead to unnecessary placement in resi-
dential settings. This is in contrast to the evidence showing that a brief CBT intervention is highly 
successful in addressing the behaviors (Carpentier et al.  2006 ). A 10 year follow up showed that the 
children receiving CBT had a 2 % recidivism rate which compared favorably to children seen for non- 
sexual behavior problems. 

 In sum, a single behavioral parent management intervention or parent-child cognitive behavioral 
intervention can not only improve child behavior problems that are the result of child maltreatment, 
but as well can address a myriad of other child maltreatment concerns including parent defi cits, dis-
rupted bonding, placement disruption, reabuse and rereferral. These interventions go to the heart of 
the matter for child maltreatment which is parenting and the parent-child relationship. In a majority 
of cases, an evidence-based parenting program should be the primary service intervention; in some 
cases it may be the only one that is necessary.   

    Child Psychological Distress: Posttraumatic Stress, Anxiety, 
and Depression 

    Posttraumatic-Stress or PTSD.   The most specifi c psychological impact of sexual or physical abuse 
is clinical posttraumatic stress (PTS) or PTSD. As previously described, PTSD is persistent high lev-
els of distress connected to memories or reminders of the abuse experiences accompanied by actively 
avoiding reminders or shutting down emotionally, and excessive arousal related reactions. These 
symptoms include jumpiness, irritability, and concentration and sleep problems. In addition, children 
who have PTSD typically have maladaptive beliefs about the trauma, why it happened, why it hap-
pened to them and what it means about them. Children may blame themselves, have shame, and see 
the world as very dangerous and other people as untrustworthy (Kolko et al.  2002 ). 
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 Trauma-focused Cognitive Behavioral Therapy (TF-CBT) (Cohen  2006a ,  b ) and other trauma- focused 
CBTs have been found to be very effective and cost benefi cial (Cisler et al.  2012 ; Washington State 
Institute for Public Policy [WSIPP]  2012 ). When children are co-morbid for depression, anxiety or mod-
erate behavior problems, these conditions improve as well with TF-CBT. TF-CBT is a short- term (12–16 
sessions) cognitive-behavioral intervention used to treat children and adolescents ages 3–18 years who 
are impacted by childhood PTSD and co-occurring mental health and behavioral problems resulting 
from trauma exposure. TF-CBT was originally developed and tested with sexually abused children, but 
has now been demonstrated to work with children affected by the full range of trauma experiences, 
including child abuse, witnessing domestic violence or community violence, rape and crime, natural 
disasters, and accidents. Cohen and colleagues ( 2011 ) showed that TF-CBT was more effective in reduc-
ing PTS in children exposed to DV, most of whom still had contact with or lived with the offender, 
compared with the usual care domestic violence program therapy program. It also works for children 
from preschool to adulthood, from a variety of backgrounds and ethnicities, for children in foster care, 
and for what is called “complex trauma.” A preschool version in which the parents are involved in all 
aspects of the treatment is demonstrated to be effective (Scheeringa and Haslett  2010 ). 

 As a CBT intervention, TF-CBT involves psychoeducation about trauma and its impact and 
how the therapy works; teaching a variety of skills to identify and cope with negative emotions; 
exposure and cognitive processing of the trauma experiences which is called the Trauma Narrative, 
sharing the Trauma Narrative with a caregiver, and learning new skills (Cohen et al.  2006a ). The 
evidence shows that TF-CBT has sustained effects over time (Mannarino et al.  2012 ). The devel-
opers have published articles and books describing how TF-CBT can be adjusted for various situ-
ations including children living in situations of ongoing traumas (Cohen et al.  2011 ), children who 
have experienced complex traumas (Cohen et al.  2012 ) and children in foster care (Dorsey and 
Deblinger  2012 ). 

 TF-CBT as originally developed and tested is a child and parent intervention. About half the ther-
apy time is spent with the children and half with the caregiver. During some stages of therapy the 
sessions involve both parents and children. An important component of TF-CBT is a parent manage-
ment training component to teach parents skills to address trauma related behavior problems. While 
not intended for situations where child behavior problems are the primary presenting treatment con-
cern, modifi cations to the delivery method can be made when parent or caregivers are very concerned 
about trauma-related disruptive behavior (Cohen et al.  2010 ).  

    Anxiety and Depression.   Not all children develop clinically signifi cant PTS, but they may have 
anxiety and depression as a consequence of child maltreatment. CBT is the fi rst line treatment for 
anxiety in children and is one of the two main treatments for depression in youth (Labellarte et al. 
 1999 ; Weersing and Brent  2006 ). These CBT are brief, structured and focused like TF-CBT and 
address contain the same basic components: psychoeducation about depression or anxiety and 
the treatment model, skills to manage diffi cult emotions, cognitive therapy to change unhelpful 
thoughts, and exposure for anxiety and activation for depression. While no studies have specially 
tested CBT for maltreated children with anxiety or depression, there is no reason to believe they 
would not be effective. It is also possible that the youth would benefi t by the TF-CBT component 
of developing a helpful narrative for their maltreatment experiences even though they may not 
need exposure to the trauma memories per se. 

 In sum, when children have internalizing psychological consequences to child maltreatment expe-
riences, TF-CBT or CBT for depression or anxiety are the preferred treatment approaches. Although 
only TF-CBT has been widely tested with abused children, it seems likely as in the case of proven 
PMTs extending the proven treatments for the psychological condition to maltreated children will be 
effective. The advantage is that these treatments are brief and skill-oriented and should produce results 
in relatively short periods of time. There is no empirical support for the idea that children with PTSD, 
anxiety or depression require long-term therapy for these conditions.   
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    Mobilizing Brokers of Services for Children Affected by Child Maltreatment: 
Evidence-Based Service Planning 

 Child welfare researchers and policy makers have called for increased access to EBPs for CW-involved 
youth and families (Chaffi n and Friedrich  2004 ; Kerker and Dore  2006 ). Professionals in child- 
service settings such as caseworkers, advocates, and guardian ad litems in the Child Welfare System 
(CWS) are often familiar with the array of social support services available within their communities 
and facilitate access to the services for which families are eligible. Thus these professionals play a 
critical role as “brokers” or “gateway providers” and are well positioned to link youth and their fami-
lies with services (Stiffman et al.  2004 ). Just as clinicians have a responsibility to be reasonably 
familiar, knowledgeable, and skilled in delivering EBTs to children and families who need them, 
service “brokers” such as caseworkers in the CWS have the responsibility to (a) identify emotional 
and behavioral problems, including trauma-related mental health diffi culties that require interven-
tion (i.e., identify youth in need of mental health services), (b) be knowledgeable about EBTs for 
mental health problems common among CW-involved youth and families, (c) know how to access 
EBTs in their communities and ask questions to assess provider appropriateness for the mental 
health need, (d) refer and engage youth and families to appropriate EBPs targeted to their specifi c 
mental health needs, and fi nally, (e) monitor treatment outcome. However, within child welfare and 
among other potential brokers, research has demonstrated low recognition of mental health needs, 
few targeted referrals, and limited monitoring of treatment outcomes for youth in the child welfare 
system (Burns et al.  1995 ). This is, in large part, due to the recent advancement in EBTs appropriate 
for children in the child welfare system and to a lack of training provided to caseworkers in skills 
critical to making effective linkages between CW-involved youth and EBTs. Unfortunately, these 
skills are rarely taught to caseworkers during their graduate school or professional training (Dorsey 
et al.  2012 ; Kerns et al.  2010 ; Rakovshik and McManus  2010 ; Rubin  2011 ; Thyer and Myers  2011 ), 
despite their incredible capacity to ensure that youth and families receive EBTs targeted to their 
specifi c mental health needs. 

 Connecting families with relevant services, and tracking their response and outcomes, is facilitated 
by taking an “evidence-based service planning” (EBSP) approach with families to optimally prescribe 
a service or set of services designed to benefi t children and families (Chaffi n et al. n.d.). EBSP service 
recommendations favor interventions proven effective for clinical problems or needs associated with 
the causes or consequences of CAN, and are constructed and carried out in a respectful and collabora-
tive way with families. EBSP considers the evidence supporting individual interventions, as well as 
the number, focus, and intensity of the interventions selected, and reduces the conventional service 
planning approach which often requires “boiler plate” sets of services, versus individually tailored 
services to meet the case needs. EBPs and EBIs are an essential part of public child welfare’s mission 
to work to keep families safe (and when possible intact) and enhancing permanence and family and 
child “well being” (Adoption and Safe Families Act of  1997  [Public Law 105–89]). Some progress is 
being made towards this objective (Kolko et al.  2010 ). Evidence-based service brokering is a model 
that shows great promise for increasing abused children’s access to care that is matched to their prob-
lems and needs and more likely to be effective. Kerns and colleagues ( 2010 ) demonstrated that child 
welfare caseworkers responded favorably to training and case consultation on the basic principles of 
EBTs and particular packaged models that work for abused children. 

 Mental health problems may be only one element of a service plan, but, if done with principles of 
EBSP, will increase the likelihood of successful outcome across the three CWS goals. Evidence- 
Based Service Planning (EBSP) includes a few key elements. First, EBSP involves selecting interven-
tions/services from the available scientifi c research literature that have the strongest evidence for 
 effectively and effi ciently  achieving a specifi c desired goal – choosing services that are proven to work 
and produce change in the shortest time period possible. Second, EBSP involves  focus and parsimony  
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of services to reduce unnecessary burden and respect family autonomy. Finally, EBSP recommends 
 triaging and sequencing  services when necessary so that services with the highest priority and direct 
relationship to CAN are emphasized fi rst and the plan begins with the least intensive service level 
necessary with evidence of achieving the desired goal. 

 EBSP approach provides a framework for conceptualizing service planning in light of emerging 
knowledge about the principles for effective service planning and the selection of evidence based 
services matched to particular case needs. In addition to improving outcomes, this framework 
addresses several key problems facing the CWS including costs, length of stay, placement disruption 
and delays in achieving permanency.   

    Conclusion 

 EBTs are interventions that have the demonstrated scientifi c and clinical support for their effective-
ness. Effective treatments exist for abused children that address both the consequences of abuse and 
the causes of abuse and neglect. These EBTS can work for children and families of all backgrounds 
and with the full range of types of experiences. A single evidence-based intervention may be suffi cient 
in many cases, not only to ameliorate the emotional and behavioral consequences of abuse, but also to 
reduce future abuse risk. Greater attention should be paid to increasing the availability of these inter-
ventions within the child welfare system and to proactive brokering for access to these interventions 
when they are available in a community.     
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        The subject of the most recent (April, 2012) Information Memorandum (ACYF-CB-IM-12-04) issued 
by the United States Department of Health and Human Services, Administration on Children, Youth 
and Families Administration is “Promoting Social and Emotional Well-Being for Children and Youth 
Receiving Child Welfare Services.” The IM reads:

  The Administration on Children, Youth and Families (ACYF) is focused on promoting the social and emotional 
well-being of children and youth who have experienced maltreatment and are receiving child welfare services. 
To focus on social and emotional well-being is to attend to children’s behavioral, emotional and social functioning – 
those skills, capacities, and characteristics that enable young people to understand and navigate their world in 
healthy, positive ways. (ACYF  2012 , p. 1) 

   The promotion of well-being among children, adolescents, and emerging adults who are in foster 
care or have a history of out-of-home placement is not a novel idea, yet the emergence of “evidence- 
based” treatments, the burgeoning of implementation science, and the understanding that safety and 
permanency (two longstanding central tenets of child welfare practice) are not suffi cient for child 
well-being have renewed child welfare’s focus in this area. This chapter aims to: (1) briefl y review the 
history of foster care in the US, (2) review the effi cacy of programs designed to promote well-being 
for youth in foster care, (3) discuss the challenges of adapting existing evidence-based programs for 
this population and review some adaptations, and (4) conclude with suggestions for the fi eld. 

    Foster Care and Child Welfare Legislation in the United States: 
A Brief History 

 The origins of modern day foster care began in colonial America, when children were indentured into 
others’ homes in order to be trained in a trade. Orphans and other poor children were primarily inden-
tured, although families of children from other socioeconomic strata also took advantage of the 
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opportunity to have their children learn a trade. In the fi rst half of the nineteenth century, orphan asylums 
became the more predominant way of caring for poor and dependent children until Charles Loring 
Brace established the system of “placing out” children through the New York Children’s Aid Society 
in 1853. Brace was less concerned about the well-being of children; rather, he sought to protect soci-
ety from the ills of problem children. Children from urban areas were sent westward to rural com-
munities, where there was little oversight of their treatment by their new families. Children’s ties with 
their biological parents were typically severed. 

 In 1886, however, the Boston Children’s Aid Society, under the guidance of Charles Birtwell, devel-
oped a new philosophy of “placing children” that included both prevention efforts and the goal of reunit-
ing children with their families after being placed in foster care. This coincided with changing 
conceptualizations of childhood at the turn of the century; society shifted from viewing children as “little 
adults” to an understanding that children needed support and guidance throughout their development 
(Hacsi  1995 ; McDonald et al.  1996 ). This, in addition to the growth of social work as a profession, may 
have sown the seeds for an increasing focus on child well-being throughout the twentieth century. 

 A grassroots approach to addressing child well-being, spearheaded by Lillian Wald and Florence 
Kelly, got the attention of President Roosevelt, who convened The First White House Conference on 
the Care of Dependent Children in 1909. This was followed by the creation of the Children’s Bureau in 
1912, which was charged to “investigate and report…upon all matters pertaining to the welfare of chil-
dren and child life among all classes of our people” (US DHHS  2012 ). This anti- institutionalization 
movement led to greater governmental oversight of child welfare, and “boarding out” or “foster care” 
became the predominant practice as the use of asylums for children declined. In 1935, the creation of 
Aid to Dependent Children as Title IV of the Social Security Act enabled federal funds to be used to 
support impoverished families to keep children at home. In the 1950s, the number of children in foster 
care outnumbered children in institutions, and by the 1960s and 1970s there was an even greater 
increase in the number of children in foster care, attributed both to the increase in availability of fund-
ing for such placements and the signifi cantly heightened awareness of child abuse following the publi-
cation of “Battered Child Syndrome” in 1962 by Henry Kempe and colleagues (Kempe et al.  1962 ). In 
1974, The Child Abuse Prevention and Treatment Act required states to enact child abuse reporting and 
investigative procedures; this also led to an increase in the number of children placed in foster care. 

 The rise in the number of children placed in foster care, however, was followed by a concern about 
“foster care drift” – children languishing in foster care and not returning to their biological families 
– which was believed to lead to more negative outcomes. As a result of this ideological shift, the 
Indian Child Welfare Act (ICWA) of 1978 and the Adoption Assistance and Child Welfare Act of 1980 
(PL 96-272) were passed. ICWA granted more authority to tribal courts for the placement of their 
tribe members into foster care. PL 96-272 funded services aimed at preventing removal of children 
from their homes, leading to the development of “family preservation” and reunifi cation programs. A 
hierarchy of preferential outcomes for children in foster care was set by this legislation: long-term 
foster care was the least desirable outcome, followed by guardianship and adoption. Reunifi cation 
was the most preferred. This focus on the importance of the biological family led to the increase of 
formal kinship foster care, which gained popularity in the 1990s and is still the preferred placement 
option in many jurisdictions today (Hacsi  1995 ; McDonald et al.  1996 ; Murray and Gesiriech  2004 ). 

 The focus on “preserving” the family and increasing permanency was refl ected in legislation 
passed and programs authorized between 1986 and 1996, including: (1) the Family Preservation and 
Family Support Services Program of 1993 – providing fl exible funding to prevent child abuse and 
neglect and foster care placement; (2) the Court Improvement Program of 1993 – enabling the testing 
of new court approaches for juvenile and family cases; (3) Child Welfare Waivers in 1994 – enabling 
states to test innovative methods for delivering and fi nancing child welfare services as long as they 
were cost neutral; and (4) the Multi-ethnic Placement Act of 1994 and the Interethnic Placement 
Provisions of 1996 – prohibiting states from denying adoption and foster care on the basis of race/
ethnicity (Hacsi  1995 ; McDonald et al.  1996 ; Murray and Gesiriech  2004 ). 
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 In 1997, the Adoption and Safe Families Act (ASFA; PL 105-89), laid the groundwork for the 
 current system under which child welfare practice currently operates. The legislation was passed out 
of concern that children were spending too long in foster care, that adoption was not receiving enough 
emphasis in permanency decisions, and most importantly, that the system was biased toward family 
preservation at the expense of children’s safety and well-being. The focus on child safety and perma-
nency was not new, but the focus on child well-being represented a shift in the ideology about what 
was important. Never before had there been an explicit emphasis on  child well - being , separate from 
safety and permanency (which were often equated with well-being). 

 Legislation subsequent to ASFA also refl ected this new focus on child well-being. For example: 
(1) the John H. Chafee Foster Care Independence Program of 1999 increased funding and allowed for the 
provision of services and Medicaid coverage for former foster youth up the age of 21; (2) the Promoting 
Safe and Stable Families Amendments of 2001 focused on providing education and vocational training 
for youth emancipating from foster care (through the Foster Care Independence Program) and prioritized 
post-adoption services and substance abuse treatment; (3) the Fostering Connections to Success and 
Increasing Adoptions Act of 2008 focused on the coordination of health care services, supporting kinship 
caregivers, and improving outcomes for youth in foster care; and (4) the Child and Family Services 
Improvement and Innovation Act of 2011 had many provisions focusing on child well-being, including 
targeted services to enhance children’s development and to address emotional trauma suffered by children 
in foster care, the appropriate use of psychotropic medications for these youth, supporting educational 
stability, monitoring identity theft for teenagers in foster care, and increasing the rate of monthly case-
worker visits to children (Child Welfare Information Gateway  2012 ; Murray and Gesiriech  2004 ). 

 As is evident from this brief review of foster care in the United States, an explicit emphasis on child 
well-being is relatively new although its origins can be traced to Lillian Wald and Florence Kelly at 
the beginning of the twentieth century. The 2012 ACYF Information Memorandum has now made it 
a “priority to promote social and emotional well-being for children and youth receiving child welfare 
services, and to encourage child welfare agencies to focus on improving the behavioral and social- 
emotional outcomes for children who have experienced abuse and/or neglect.”  

    Who Are the Children in Foster Care? 

 The number of children in foster care has been steadily declining over the past decade, with 523,000 
youth in care on September 30, 2002 and 401,000 on that same date in 2011. Similarly, the number of 
children served by the public foster care system declined dramatically, from 800,000 in 2002 to 646,000 
in 2011. Despite the decline, there continues to be signifi cant overrepresentation of racial and ethnic 
minority youth in the system. In 2010 (the year for which there are the most recent statistics), over half 
(58 %) the youth in foster care belonged to a racial or ethnic minority group. On the other hand, there 
was fairly equal distribution of boys (52 %) and girls in foster care. About a third of the youth were 
younger than 5, a third were between the ages of 5 and 12, and about a third were teenagers. Almost half 
of the children (48 %) were living in non-relative foster care, a quarter (26 %) were living with relatives, 
15 % were in group homes or institutions, and the remainder were in pre- adoptive homes (4 %), on trial 
home visits (4 %), in supervised independent living (1 %), or had run away (2 %). Children had been in 
care for an average of 25.3 months (median = 14.0 months) on September 30, 2010 (US DHHS  2012 ). 

 The National Survey of Child and Adolescent Well-Being (NSCAW) is a nationally representative 
longitudinal study of over 6,200 children who had contact with the child welfare system. Of those 
who had been in foster care for a year ( N  = 727), neglect was the primary cause for placement for 60 % 
of the youth, physical abuse was the primary reason for 10 % of youth, and sexual abuse precipitated 
placement for 8 % of youth. Of note is that 41 % of youth in foster care experienced more than one 
type of maltreatment (US DHHS  2012 ). 
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 While the decline in the number of youth in foster care has been hailed as a success, these numbers 
do not necessarily refl ect better well-being among these young people in our nation. Indeed, as the cur-
rent ( 2012 ) Commissioner of the Administration on Children, Youth and Families, Bryan Samuels, has 
stated, “Safety and permanency are necessary but not suffi cient to ensure well-being” (Samuels  2012 ).  

    A Framework for Child and Youth Well-Being 

 As described above, the recent Information Memorandum from the Administration on Children Youth 
and Families (ACYF) calls for increased focus on child well-being in child welfare policy and prac-
tice. Shifting away from the status quo in child welfare (i.e., focusing primarily on safety and perma-
nency outcomes) towards increased attention to child well-being requires comprehensive screening 
and functional assessment of indicators of child well-being as well as the adoption of effective, 
evidence- based interventions aimed at enhancing those elements of child well-being that require bol-
stering based on the results of such assessments. 

 As the understanding of the pervasive negative effects conferred by trauma exposure has grown, 
researchers, policymakers, and clinicians are increasingly adopting a “trauma lens;” that is, conceptual-
izing many of the developmental challenges observed in maltreated children as a direct result of their 
exposure to trauma. Since the 1998 publication of the landmark Adverse Childhood Experiences (ACE) 
study which demonstrated the devastating effects that adverse childhood experiences (including mal-
treatment) exert on physical and mental health outcomes in adulthood (Felitti et al.  1998 ), increasing 
attention has been paid to articulating the mechanisms through which these risks are conferred and to 
intervening to ameliorate these risks. Accumulating evidence supports the initial theoretical model 
proposed by the authors of the ACE study, which proposes that exposure to ACEs negatively affects 
social, emotional, and cognitive development, which in turn increases the risk for the adoption of high-
risk behaviors which ultimately lead to disease, disability, and early death (Felitti et al.  1998 ). 

 Consistent with this view, the ACYF has adopted a framework by Lou and colleagues ( 2008 ) which 
defi nes child well-being according to four core areas: cognitive functioning, physical health and 
development, behavioral/emotional functioning, and social functioning. This framework includes not 
only indicators that are internal to the child, but also takes into account the ecological environment 
that encompasses the child. This framework emerges from a developmental perspective, with the 
specifi c indicators of well-being varying according to the developmental level of the child. 

 Despite the breadth of this defi nition, the ACYF has made a strong case for honing in more inten-
sively on the social, emotional, and behavioral arenas of child well-being. This emphasis is consistent 
with strong empirical evidence that has established, (a) the critical role that social, emotional, and 
behavioral functioning play in the prediction of life-course outcomes, and (b) the severity of the dis-
ruption to these aspects of development caused by maltreatment. Common indicators of social, emo-
tional, and behavioral functioning include internalizing symptoms (such as sadness and anxiety), 
externalizing symptoms (such as disruptive behavior), the ability to regulate emotions and behavior, 
attachment to caregivers, social competence, self-concept and identity development, coping skills, 
peer relationships, and self-esteem.  

    Well-Being Outcomes, Service Utilization, and Associated Costs 
for Youth in Foster Care 

 Several other chapters in this handbook delineate the adverse consequences of child maltreatment, and 
therefore we will not review them in detail here. Because children are not randomly assigned to foster 
care following maltreatment, it is impossible to tease apart the impact of placement in foster care 
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independent of the consequences of maltreatment. What we do know is that children in foster care, and 
those who have emancipated from care, experience high rates of cognitive, academic, physical, social, 
emotional and behavior problems and are more likely to experience negative outcomes (Clausen et al. 
 1998 ; dosReis et al.  2001 ; Garland et al.  2001 ; Harman et al.  2000 ; Landsverk and Garland  1998 ; 
NSCAW, ( n.d. ); Stewart et al.  2002 ; Stouthamer-Loeber et al.  2001 ; Taussig and Culhane  2005 ; 
Thornberry et al.  2004 ; US DHHS  2012 ; Wiebush et al.  2001 ; Widom and Maxfi eld  1996 ). 

 Outcomes for young adults who have recently emancipated from foster care suggest that they are 
at continued risk for problems of signifi cant public health concern as demonstrated by fi ndings from 
 The Midwest Evaluation of the Adult Functioning of Former Foster Youth  study. The Midwest study is 
a longitudinal study following 732 youth as they emancipate from foster care. It consists of  interviews 
with participants at ages just prior to emancipation, and at several timepoints post- emancipation. At 
all timepoints, the study documented high rates of substance use; early and multiple pregnancies; 
sexually transmitted diseases and other signifi cant physical health problems; mental health problems; 
criminal behavior and criminal justice involvement; victimization; sporadic employment and low 
earnings; economic hardship and receipt of government assistance; homelessness; and barriers to 
service receipt. In most domains and at most timepoints, the rates of problems in the Midwest sample 
were signifi cantly higher than those reported for same-age peers in the National Longitudinal Study 
of Adolescent Health (Ahrens et al.  2010 ; Courtney and Barth  1996 ; Courtney and Dworsky  2005 , 
 2006 ; Courtney et al.  2001 ,  2004 ,  2007 ,  2009 ; Courtney and Heuring  2005 ). 

 The costs of providing foster care are, not surprisingly, substantial. The Urban Institute estimated 
that during Fiscal Year 2000, states spent more than nine billion dollars in federal, state, and local 
funds on providing support services and room and board to youth placed in foster care (Bess et al. 
 2002 ). This estimate does not include long-term costs associated foster youths’ over-representation in 
multiple service systems including juvenile justice, special education, and mental health, which gen-
erate substantial additional costs (Blumberg et al.  1996 ; Halfon et al.  1992 ; Widom  1991 ). For exam-
ple, children in foster care use 15–20 times more mental health services than other low income 
children covered by Medicaid (dosReis et al.  2001 ; Halfon et al.  1992 ,  2002 ). 

 Despite these high rates, not all children in foster care who demonstrate need for services receive 
them. The NSCAW study found that for all youth referred to child protective services (not just those 
in foster care), 48 % had clinically signifi cant mental health or behavior problems, yet only 25 % of 
them had received mental health services in the prior year (Burns et al.  2004 ). Similarly, among a 
subsample of youth in foster care, caseworkers reported that over half the youth were in need of 
 mental health services, yet only 26 % were receiving services (Bellamy et al.  2010 ). Another study 
using NSCAW data found that foster children who received traditional mental health services did not 
evidence better outcomes; in fact, they scored worse on mental health problems than children who did 
not receive such services (McCrae et al.  2010 ). Another study examining the effectiveness of treat-
ments for children in long-term foster care also found no benefi t and concluded that youth were 
receiving “untested treatments with questionable effectiveness” (Bellamy et al.  2010 , p. 474). 

 In this era when evidence-based mental health treatment is the zeitgeist, why aren’t children in 
foster care benefi tting? To begin to address this very question, we review the evidence base for inter-
ventions designed specifi cally for youth in foster care as well as barriers to designing and adapting 
evidence-based interventions for this population.  

    Evidence-Based Interventions Designed Specifi cally for Youth in Foster Care 

 Identifying interventions that can ameliorate the pervasive deleterious effects of maltreatment, child-
hood trauma, and foster care placement is no simple undertaking. Successful interventions must be 
grounded in theory and research, have good track records for recruiting and retaining children and 
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families, and be contextually sensitive. It is no longer suffi cient to refer a child for generic mental 
health services and hope that the clinician will identify and implement services that effectively meet 
the child’s needs, as concerning evidence has emerged of the ineffectiveness of mental health services 
“as usual” for children involved with the child welfare system (McCra et al.  2010 ) and within foster 
care samples (Bellamy et al.  2010 ). Growing recognition of the importance of ensuring that services 
are supported by empirical evidence has increased the demand for evidence-informed mental health 
resources. But what constitutes evidence? 

 Although we cannot assume that evidence-based interventions for the general population work for 
children in foster care, there have been several programs that have been specifi cally designed for, and 
tested via randomized controlled trials, with youth in foster care. Below, we briefl y review interventions 
for foster youth that aim to improve: (1) social, emotional and behavioral outcomes, (2) educational 
outcomes, and (3) the transition to independence for emancipating youth. This is not meant to be an 
exhaustive list, and our focus is on programs that have been tested in randomized controlled trials.  

    Social, Emotional, and Behavioral Interventions for Foster Youth 

  Attachment and Biobehavioral Catch-Up . Attachment and Biobehavioral Catch-up (ABC) is a ten- 
session, manualized in-home intervention designed to help foster caregivers provide sensitive care to 
maltreated infants and toddlers (aged 0–3) in order to promote children’s attachment and self- 
regulation skills. The intervention focuses on helping caregivers provide nurturing care (even when 
the baby or toddler may act in ways that push the caregiver away), learn to follow the child’s lead, 
appreciate the value of affectionate touch, and create conditions that encourage emotional expression 
and teach emotion recognition to their children. Results of two randomized controlled trials demon-
strated signifi cant improvements in children’s cortisol regulation, indicating lower levels of this stress 
hormone (Dozier et al.  2006 ,  2008 ). One of these trials also yielded positive results regarding the 
caregiver-child attachment relationships, such that children of caregivers who had received the inter-
vention showed signifi cantly less avoidant attachment behavior than children in the control group 
(although there were no between-group differences in secure attachment behaviors; Dozier et al. 
 2009 ). ABC has also been tested by researchers other than the developers (Sprang  2009 ) in a sample 
of maltreated children (aged 0–6) in foster care whose biological parents’ rights had been terminated. 
This randomized controlled trial found signifi cant improvements in child internalizing and external-
izing problems, greater decreases in negative parenting attitudes, and greater decreases in parenting 
stress in the intervention group as compared to the wait-list control group. One study that followed 
children who had received the intervention over time found that these children demonstrated more 
cognitive fl exibility and theory of mind skills (skills related to self-regulation and cognitive develop-
ment) relative to foster children who had received the control intervention approximately 2 years 
post-intervention (Lewis-Morrarty et al.  2012 ). 

  Bucharest Early Intervention Project . The Bucharest Early Intervention Project (BEIP) is a pro-
gram implemented in Romania, designed to evaluate whether foster care placement can enhance 
developmental outcomes for children exposed to early environmental deprivation due to institutional-
ization. Children between the ages of 6 and 30 months who had been abandoned early in their lives 
and placed in institutional care were randomly assigned to remain in institutional care or be placed 
with foster caregivers and receive the BEIP intervention. Foster families in the BEIP receive services 
delivered by trained social workers that include in-home observation of child adjustment, education 
to foster parents about developmental stimulation and positive behavior management for young chil-
dren, referral to outside services, and foster parent support groups. As compared to children who 
remained in institutional care, children in the intervention group demonstrated better attention levels 
at 42 months of age, more positive affect at both 30 and 42 months, and were less likely to experience 
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internalizing disorders, including anxiety disorders, at 54 months (Ghera et al.  2009 ; Zeanah et al. 
 2009 ). Another study with this population found more positive change in attachment status at 
42 months among children in the intervention group (Smyke et al.  2010 ). The intervention group 
showed improved cognitive development as measured both by standardized cognitive assessments at 
42 and 54 months (Nelson et al.  2007 ) and improved EEG power and coherence at 42 months (Marshall 
et al.  2012 ). The results of these studies demonstrate that foster care placement for young children is 
superior to institutional care, particularly as it is provided in Romania. The BEIP thus provides criti-
cal, potentially policy-altering evidence for countries in which institutional care is a placement option. 
However, the implications for countries such as the U.S. may be more limited. Since all foster caregiv-
ers in this sample were recipients of the enhanced foster care intervention, it is unclear to what extent 
the positive outcomes were due to the enhanced foster care support services families received versus 
simple removal from the institutional setting. 

  Fostering Healthy Futures (FHF) . Fostering Healthy Futures is a preventive intervention for mal-
treated youth, ages 9–11, who entered foster care over the prior year. The intervention is primarily 
child-focused, providing one-on-one mentoring and skills groups to children over a 30-week period. 
The one-on-one mentoring is provided by graduate students in social work and psychology, who 
spend 3–4 h per week with each child, advocate for services to ameliorate challenges, and connect 
them with resources and activities to build on their strengths. Children attend a 1.5-h manualized 
weekly skills group that consists of units including basic social skills, healthy coping strategies, and 
resisting peer pressure for risky behaviors. Mentors work with children to generalize these skills in 
real-world settings. A randomized controlled trial has demonstrated positive outcomes, including: (1) 
an improvement in quality of life immediately post-intervention, (2) a reduction in mental health 
symptoms (including trauma symptoms) according to youth, their caregivers and teachers, and a 
reduction in mental health service utilization 6-months post-intervention, and (3) fewer placement 
changes, less placement in residential treatment centers, and greater permanency 1-year post- 
intervention (Taussig and Culhane  2010 ; Taussig et al.  2012 ,  2007 ). 

  Fostering Individualized Assistance Program . The Fostering Individualized Assistance Program is 
an intervention designed to improve permanency, placement stability, and behavioral and emotional 
adjustment of 7–15-year-old children in foster care. The intervention included four  components: (1) a 
comprehensive strengths-based assessment conducted by a family specialist who reviewed case records 
and interviewed multiple relevant adults as well as observing the child; (2) life-domain planning con-
ducted by a team of adults in the child’s life who met regularly to  create and evaluate plans to address 
the child’s needs; (3) clinical case management that included short-term home-based counseling and 
advocacy; and (4) linkage to follow-along supports and services. Results of a randomized controlled 
trial demonstrated improvements in caregiver-reported behavior problems, attention problems, and 
symptoms of withdrawal in the short term, and improvements in externalizing and delinquent behav-
iors for males, less runaway behavior and fewer days on the run or incarcerated for older youth, as well 
as greater permanency, an average of 3.5 years post-study entry (Clark et al.  1994 ,  1998 ). 

  Multidimensional Treatment Foster Care and Associated Interventions . Researchers at the 
Oregon Social Learning Center and Center for Research to Practice have developed and tested a num-
ber of interventions for children in foster care. Most are modifi cations of the Multidimensional 
Treatment Foster Care for Adolescents (MTFC-A) program initially designed for youth with chronic 
delinquency who were referred for out-of-home placements due to their behavioral diffi culties. 
Although eligibility did not depend on whether or not the adolescents had a history of maltreatment 
or child welfare involvement, many of them did have such histories. Core components of the interven-
tion include placing children in specialized foster homes with caregivers who are trained to provide 
intense supervision and monitoring, as well as consistent limit setting within a well-defi ned a behavior 
management program. Caregivers also receive daily phone calls that provide supervision and support 
and also allow for ongoing data collection (Chamberlain and Reid  1998 ; Leve et al.  2005 ). 
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 Maltreated children who had been placed in foster care were participants in several related 
 interventions. These include the  Multidimensional Treatment Foster Care for Preschoolers  
(MTFC-P) program which incorporates several components of MTFC-A, including the parent training 
and support components, but adds a weekly playgroup session for the children. MTFC-P has demon-
strated better attachment and placement outcomes and has improved children’s ability to respond to 
stress (as measured by diurnal cortisol) (Fisher et al.  2005 ,  2007 ; Fisher and Kim  2007 ).  Keeping Foster 
Parents Trained and Supported  (KEEP) was a randomized controlled trial of an intervention for foster 
caregivers who were having a new child placed in their care through the child welfare system. Again, 
similar to MTFC-A, the chief components of the intervention include parent training in behavior 
 management and ongoing parent support. The intervention demonstrated a reduction in child behavior 
problems as well as improvements in placement stability (Chamberlain et al.  2008 ; Price et al.  2008 ). 
The most recent adaptation of MTFC-A for children in foster care due to maltreatment is  Middle School 
Success  (MSS) for girls entering 6th grade. Similar to KEEP, parents receive group- based training in 
behavior management techniques, but unlike KEEP, youth participate in group sessions prior to the start 
of middle school and then individual coaching sessions throughout the school year. Intervention partici-
pants evidenced fewer mental health and behavior problems, less substance use, and greater prosocial 
behaviors up to 3 years post-baseline (Kim and Leve  2011 ; Smith et al.  2011 ).  

    Educational Interventions 

 Although mental health is the domain most frequently discussed and researched within the realm of 
child well-being for youth in foster care, educational interventions are also sorely needed. Children in 
foster care have high rates of academic failure, grade retention and dropout. Between 30 % and 50 % 
of children in foster care are placed in special education due to academic and/or behavioral/emotional 
diffi culties (Zetlin et al.  2004 ). Despite the staggering need for intervention, no known randomized 
controlled trials of educational interventions have been conducted. One quasi-experimental study that 
employed an educational liaison for advocacy was conducted, but the results were equivocal (Zetlin 
et al.  2004 ).  

    Independent Living Programs 

 As reviewed above, young adults who emancipate from foster care evidence high rates of poor 
 outcomes in multiple domains. Recent legislation has been passed in an attempt to improve these 
outcomes. Independent living programs, which are nearly universal in the US, aim to teach life skills 
and provide vocational and education support to emerging adults. But do these widespread programs 
work? There have been some rigorous trials of programs for non-foster youth transitioning to adult-
hood that have demonstrated positive educational and career outcomes (Hadley et al.  2010 ). None of 
these programs, however, has been tested with foster care populations. Indeed, the Campbell 
Systematic Review of independent living programs for foster youth concluded, “After an exhaustive 
search, no study was found that met our criteria” (Donkoh et al.  2006 , p. 2). 

  Summary of Interventions for Foster Youth . While the programs described above have been tested 
in randomized controlled trials with positive child well-being outcomes, there are still signifi cant 
holes when examining the cumulative state of the evidence for interventions to promote well- being 
among youth in foster care. First, trials of interventions to promote positive educational and emanci-
pation outcomes are non-existent. Although there are a few interventions to promote, social, emo-
tional and/or behavioral well-being that have been rigorously tested and demonstrated effi cacy, when 
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taken in sum total, they do not represent a menu of options for child welfare workers that would be 
near comprehensive enough to cover the great demand for evidence-based programming for their 
heterogeneous clients. While MTFC provides an excellent model for taking an effi cacious program 
and making sensitive adaptations based on different developmental stages (Leve et al.  2009 ), most 
other interventions reviewed target only a narrow age range, and their effi cacy for other ages is 
unknown. A few of the studies have examined multiple outcomes but the range of outcomes in most 
studies is typically limited. The measurement strategies have also been limited, with many studies 
using only parent and/or youth reports; fi ndings would be strengthened by greater inclusion of teacher 
reports and record reviews. A notable exception is the collection of neurobiological data in several of 
the studies (i.e., ABC, BEIP, and MTFC-P) to assess the impact of the intervention on the stress 
response system and neurocognitive development. Finally, the studies’ fi ndings would be strength-
ened if they demonstrated outcomes several years post-intervention. 

 Strengths of most of the studies reviewed include: (1) few exclusion criteria, increasing their gen-
eralizability to the population studied; (2) working along the prevention/intervention continuum, as 
most studies recruited children in foster care before the onset of problems or diagnoses and most did 
not use referrals to recruit; and (3) high rates of recruitment and retention which suggests that they are 
contextually sensitive. Unfortunately, most of these trials had a small number of participants and few 
have undergone independent evaluation. Thus, although the ACYF IM has called for the “scaling up” 
of effective practices, the array of existing evidence-based programs that have been developed specifi -
cally for children in foster care will not meet the need.  

    Challenges to Adapting Existing Evidence-Based Programs 
for Youth in Foster Care 

 Because of the dearth of programs designed for, and tested with, foster care populations, the call has 
been made to use existing evidence-based programs with children in foster care and their families. 
Why, then, hasn’t this happened? There are a number of challenges to both testing and implementing 
these programs in a foster care population. 

  Screening and Diagnostic Challenges . There has been an increased emphasis on screening and 
diagnosis to better understand the needs and strengths of children in foster care. This, coupled 
with the existence of symptom- or diagnosis-specifi c interventions, particularly for children 
exposed to trauma, can provide a promising point of departure to fulfi ll the call articulated by the 
ACYF IM to, “…identify effective and promising interventions that meet the needs of the specifi c 
population to be served;  making needed adaptations  to bring the interventions to scale within the 
child welfare system” (ACYF  2012 , p. 10, italics added). Yet there are challenges in both screen-
ing and diagnosing. 

 First, there is the question of when to assess children in foster care for services. Should this be done 
soon after a child enters foster care? A month later? After each placement change? Then, there is the 
question of who should conduct the assessments. Should they be screened by caseworkers? Mental 
health workers? Finally, there is the question of who should be screened. All youth, ages 0–18, enter-
ing foster care? Only those displaying emotional or behavioral problems? In addition to determining 
when, how, and who to screen, we need to better understand when different interventions are appro-
priate. Before problems start, or only if the screen indicates a need? As a component of our program, 
Fostering Healthy Futures, described above, we conducted mental health, cognitive, and academic 
screenings with 9–11 year olds in foster care at the baseline interview. One recruitment period, we 
found that 10 % of the youth we screened were actively suicidal and in most cases, their caregivers 
and caseworkers were unaware. This suggests that we may not be able to wait until problems come to 
the attention of adults before we screen youth. 
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 There are also diagnostic challenges for children in foster care. Questions have been raised regarding 
the validity of standard diagnoses as outlined by the Diagnostic and Statistical Manual of Mental 
Disorders, Fourth Edition Text Revision (DSM-IV-TR; American Psychiatric Association  2000 ) for 
children in foster care. In addition, diagnostic co-morbidity is more common among these children 
(Tarren-Sweeney  2010 ). Children in foster care have often experienced early and chronic interper-
sonal trauma such as domestic violence exposure, neglect, and physical or sexual abuse by a primary 
caregiver. This type of maltreatment history is likely to disrupt primary attachments and increases the 
risk that the child will develop a profi le characterized by a constellation of diffi culties including sig-
nifi cant problems in the formation and maintenance of attachments and relationships with adults and 
peers, dysregulation of emotions and behaviors, poor self-concept, and cognitive diffi culties, often 
called “complex trauma” (Cook et al.  2005 ). In the absence of a diagnosis that encompasses these 
areas of impairment, children often receive multiple other diagnoses (e.g., Attention Defi cit 
Hyperactivity Disorder, Oppositional Defi ant Disorder, Depression, Generalized Anxiety Disorder, 
Reactive Attachment Disorder). Psychological treatments are intended to modify those factors that 
have been shown through research to affect the etiology and maintenance of specifi c disorders and 
symptoms. To the extent that the factors that affect the etiology and maintenance of presenting prob-
lems differ among maltreated children in foster care, alternative, complementary, or more intense 
treatment approaches may be warranted. In addition, complex attachment and trauma-related clinical 
issues are likely to require longer-term intervention which may be at odds with the movement towards 
time-limited clinical services that conform to current managed-care-standards of mental health 
care funding. These issues complicate the adaptation of evidence-based interventions for youth in 
foster care. 

 Screening, diagnostic and treatment issues for foster youth are also complicated by the fact that 
screening, assessment, and treatment services are typically provided in the context of an open child 
welfare case in which permanency determinations and other legal issues are still being decided. This 
means that these services are not provided after a trauma has come to its natural conclusion. As one 
clinician put it, “we are trying to diagnose and treat Post-Traumatic Stress Disorder when ‘post’ 
hasn’t happened yet!” In our own clinical experience, youth in foster care are often hesitant to par-
ticipate in screening assessments or therapy and disclose the traumatic experiences to which they 
were exposed while living with their biological families because of their sometimes valid concerns 
that this information may impact the courts decisions about visitation and reunifi cation with biologi-
cal parents. Similarly, foster families are continuously monitored by child welfare, which could limit 
their willingness to frankly acknowledge challenges in their parenting or their relationship with the 
foster children in their care due to concerns about the repercussions. Finally, because most children 
are involved in multiple systems (e.g., child welfare, legal, educational, mental health and/or juve-
nile justice), the coordination of screening, diagnostic and treatment services among providers who 
have different, and sometimes competing, priorities can challenge the implementation of evidence-
based practices. 

  Placement Challenges . Some years ago, the fi rst author of this chapter was at a National Institute of 
Mental Health conference on evidence-based treatments and the developers of the most well-known 
and tested treatment models were on a panel answering questions. An audience member asked, 
“Have any of these interventions been tested for use with children in foster care?” One by one, the 
developers articulated why it would be infeasible to use their models with a foster care population. 
Primarily, they discussed the changing of placements as a major barrier to the testing and implementa-
tion of their programs with fi delity. Children in foster care can move homes or reunify without much 
advance warning, which makes continuity of care diffi cult. Changes in placement are often accompa-
nied by changes in legal guardianship, further challenging sustained intervention or treatment. The 
researchers asked: How could they work with parent-child dyads if the dyads changed? How would they 
engage biological parents who may or may not have their children returned to their care? How could 
they even begin to think about testing whether or not their intervention was effi cacious with this 
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population when consent for these children’s participation in research studies was so diffi cult? How 
would they conduct follow-up studies if children moved or had a change in legal guardianship? 

 Indeed, the BEIP study described above highlights some of the research challenges presented by 
children changing placements. In the BEIP study, of the 68 participants randomized to continue 
“care as usual” (that is, to remain in institutional care), 27 (40 %) of them were not in the institution 
at the 42-month follow-up, as they had reunifi ed, been placed in foster care, etc.(Smyke et al.  2010 ). 
Although the authors utilized intent-to-treat methods in their analyses, which likely resulted in an 
underestimate of the true treatment effects, this study highlights the complexity of testing rigorous 
randomized controlled trials with children in foster care. Such challenges are commonplace for clini-
cal researchers who work with children in foster care, but are much more diffi cult to accommodate 
in adaptations of existing evidence-based programs. In addition to the challenges accompanying 
placement changes, different types of placement settings pose challenges for the testing and use of 
evidence- based programs. School-age children in foster care may be placed in congregate care set-
tings, psychiatric hospitals and detention facilities, which present their own set of challenges for 
testing and delivering evidence-based interventions. Finally, many evidence-based programs focus 
on caregivers’ parenting abilities; placement changes and placement in congregate care can be par-
ticularly diffi cult to accommodate in the context of parenting interventions. 

  Substitute Caregiver Challenges . The demands on substitute caregivers (i.e., foster parents and 
kinship providers) are often great, as they typically care for multiple children and are responsible for 
transporting them to visitation with their biological parents as well as to services to address any 
physical, mental health, and/or educational needs. We often hear from foster parents that they do not 
want to participate in therapy with their child and certainly do not need to attend more “parenting 
classes.” Adoptive families often voice their desire to have their child “put it all behind them” and 
share concerns about “bringing up the past.” Biological parents who have reunifi ed with their children 
express that they would like “to be done with the system,” and for them, “the system” often encom-
passes mental health treatment. In addition, transportation, child care, and the costs of services are 
challenges for many families. For those interventions with a primary parenting component, it is 
particularly important to establish the ability to positively affect child well-being, even in the context 
of caregiver resistance and child placement transitions, adoption, and/or reunifi cation. 

  Cultural and Maltreatment Issues . The lack of cultural sensitivity in the service settings may pose 
an additional barrier, especially in regards to engagement (McKay et al.  2004 ). Like many high-risk 
populations, referral and receipt of mental health services for children in foster care (after controlling 
for need for services) differ by sociodemographic, maltreatment, and placement factors. Studies have 
found that ethnic minority children in foster care are less likely to receive services, as are children in 
kinship care and those who have reunifi ed with their biological parents. Some studies have shown that 
sexually and physically abused youth are more likely to receive services than children who have expe-
rienced neglect but not abuse (Burns et al.  2004 ; Garland et al.  1996 ,  2001 ; Leslie et al.  2000 ,  2004 ; 
McMillen et al.  2004 ). In addition, no known randomized controlled studies with foster youth have 
examined whether their interventions are equally effective across different types of maltreatment and/
or different racial/ethnic groups. Indeed, this is diffi cult to test, as many children have experienced 
multiple types of maltreatment and self-identify as belonging to multiple racial/ethnic groups. Despite 
the challenges, one non-experimental study of adaptations of evidence-based programs for youth in 
foster care did examine their retention and outcome data by race, and found no differences between 
minority and non-minority youth on these indices (Weiner et al.  2009 ). 

  Summary of Challenges . We know from other studies of high-risk youth, that rates of engagement 
in treatment are poor, as are rates of treatment completion (Koverola et al.  2007 ). If we are to adapt 
existing evidenced-based services for children in foster care they  must  be contextually sensitive, or 
they will not demonstrate positive outcomes (Leathers et al.  2009 ; Maher et al.  2009 ). As Maher and 
colleagues conclude, “Policymakers and other funders need to recognize that providing needed 
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services and documenting their effectiveness can be challenging, time-consuming, and expensive, but 
the payoff in improving the well-being of these youth makes overcoming these challenges a matter of 
necessity” ( 2009 , p. 561).  

    Examples of Adaptations of Evidence-Based Programs 
for Use with Children in Foster Care 

 Despite the challenges in testing and implementing evidence-based programs for children in foster 
care, there have been, or are currently, a few adaptations of evidence-based interventions for this 
population. One good example is the Incredible Years (IY) program, a parent training intervention 
that was originally designed for non-maltreated samples to prevent and treat children’s behavior prob-
lems. IY has demonstrated positive impacts on strengthening parental behavior management skills 
and reducing children’s behavior problems in non-maltreated youth (Webster-Stratton  1984 ) and has 
also shown positive results when implemented with maltreating parents whose children were not 
placed in foster care (Letarte et al.  2010 ). An adaptation of the IY intervention was conducted to better 
match the needs of a foster care population (Linares et al.  2006 ). This study targeted foster parents and 
biological parents working towards the goal of reunifi cation with their child. The intervention included 
two components. First, foster parents and biological parents pairs participated together in a group 
formed of 4–7 such pairs. The second component was a newly-created co-parenting curriculum aimed 
at individual families comprised of the child, foster parent, and biological parent. The randomized 
trial of the IY adaptation provides both hopeful and cautionary evidence for this type of adaptation: 
fi ndings indicated improved positive parenting practices and collaborative co-parenting among foster 
and biological parents in the intervention group. However, only 16 % of families completed the 
 co- parenting component, indicating that this component was not acceptable and/or feasible with the 
target population. Finally, although IY has well-documented effects on children’s behavioral prob-
lems, this trial did not demonstrate statistically signifi cant differences in child internalizing or exter-
nalizing behavior problems. 

 Another group of researchers in Wales implemented the IY program without signifi cant modifi ca-
tion in a small study (N = 36) to determine the feasibility of providing this intervention to foster care-
givers without the involvement of biological parents (Bywater et al.  2010 ). This small scale study 
(employing a wait-list control design) showed promise in reducing children’s problem behaviors. 
Unexpectedly, a signifi cant difference in positive parenting strategies favored the control group rather 
than the intervention group, indicating the need for additional research. Qualitative analysis of feed-
back from the foster care providers indicated that the program was generally acceptable and perceived 
as helpful; however, there were also indications that some adaptations for the target population would 
be desirable. For example, both foster caregivers and intervention facilitators suggested that because 
of the unique challenges and skills defi cits demonstrated by some children in foster care, the program 
should be extended to permit additional focus on topics of play and problem-solving. In addition, it 
was suggested that the intervention facilitators would benefi t from additional training on the complex 
issues and legislation governing the care of children in foster care. Specifi cally, foster caregivers 
stated that these factors impacted the implementation of the program with regard to the creation of a 
rewards system for the child (a core IY intervention strategy), as using hugs or fi nancial incentives as 
rewards was potentially inappropriate for some children. 

 Another evidence-based parent-child intervention, Parent-Child Interaction Therapy (PCIT) 
developed for children ages 2–7 with externalizing behavior problems, has also undergone test-
ing with foster families. What is striking about this adaptation is that it followed a thoughtful and 
logical progression – fi rst, adaptation for use with maltreating parents (Chaffi n et al.  2004 ; 
Timmer et al.  2005 ), followed by a case study demonstrating its viability for use with a foster 
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parent-child dyad (Timmer et al.  2006a ), and fi nally a more rigorous study with 75 foster parent-child 
dyads (Timmer et al.  2006b ). Although the latter study was not a randomized controlled trial, it 
compared the effectiveness of PCIT for foster families to that of non-foster families, using a pre/
post measurement strategy. Encouragingly, the study found that PCIT improved child behavior 
problems and reduced foster parent distress, although the results were not quite as strong for the 
foster families as compared to the non-foster families. Importantly, the study was very transpar-
ent about the rates of recruitment and attrition, and actually modeled predictors of attrition. The 
fi ndings highlight the challenges of intervening with this high risk population (both maltreating 
families and foster families): 691 dyads were referred to the clinic but 124 did not return after the 
initial clinical interview, 74 dyads had missing data and had to be excluded from analyses, and 
only 50 % of the remaining eligible dyads completed treatment. Interestingly, foster parents who 
were highly distressed at the baseline interview were less likely to drop out of the intervention, 
whereas the more distressed biological parents were most likely to attrit. Foster parents who 
reported a higher severity of behavior problems in their foster children, however, were more 
likely to drop out (Timmer et al.  2006a ). This study highlights a critical issue for adaptations of 
existing evidence-based programs – even though adaptations can result in positive outcomes for 
families that engage, high rates of engagement and retention (even with planful, contextually- 
sensitive adaptations), are incredibly diffi cult to attain. This was also true for an  additional adaptation 
of PCIT for foster families in which a group format was used to deliver the intervention. Only 
27 % of families in this study participated in the follow-up interview, conducted 5 months post-
intervention (McNeil et al.  2005 ). 

 Finally, there was a non-experimental study (Weiner et al.  2009 ) of three evidence-based pro-
grams (EBPs) for children in foster care: (1) Trauma-Focused Cognitive Behavioral Therapy 
(TF-CBT; Cohen et al.  2006 ), (2) Child-Parent Psychotherapy (CPP; Lieberman et al.  2005 ) and (3) 
Structured Psychotherapy for Adolescents Responding to Chronic Stress (SPARCS; DeRosa et al. 
 2006 ). Although the study was primarily designed to examine whether these programs operated dif-
ferentially for different racial/ethnic groups and was not a randomized controlled trial, the results are 
illuminating for several reasons. First, they enrolled only children who had experienced moderate or 
severe trauma and who had adjustment issues as a result. Of the 2,434 youth who were potentially 
eligible for the services, only 216 were enrolled in one of the three EBPs. It is unclear as to whether 
that was because so few met criteria or due to a poor recruitment rate. Unfortunately, only 133 of the 
216 had multiple assessments and could be included in statistical analyses. Furthermore, of the 133, 
24 (or 18 %) dropped out of treatment. The authors reported positive outcomes across the racial/
ethnic groups and attributed this, in part, to several fl exible adaptations that were made. For example, 
research has shown that intervention effects of TF-CBT are maximized with the involvement of a 
caregiver (Deblinger et al.  1996 ), which can be a challenge for the foster care population. In this 
study, they included both foster parents and biological parents in treatment in cases where reunifi ca-
tion was the goal. Other adaptations included providing treatment at off-site locations (including in 
the home) to reduce barriers to participation, providing transportation, and utilizing alternatives to 
traditional narration of the trauma narrative in TF-CBT (e.g., using dance/movement). While initial 
results of this study were promising, randomized controlled trials with higher rates of recruitment, 
engagement, and retention are necessary before drawing fi rm conclusions. 

 The need for testing evidence-based interventions with youth in foster care is further highlighted 
by a study that compared the effi cacy of individual psychotherapy versus group psychotherapy for 
sexually abused girls. This study utilized a sample that included sexually abused girls living in foster 
care at the time of the intervention and sexually abused girls who were living with their families of 
origin at the time of the intervention. Results indicated that there were differential effects of the inter-
vention for those living with their family of origin versus those in foster care; participants living at 
home demonstrated signifi cantly better scores on a global assessment of functioning 1-year post inter-
vention than participants in foster care (Trowell et al.  2002 ). 
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 To summarize, although there are some exciting adaptations and testing of existing evidence-based 
programs for children in foster care, there are not enough of them currently available that have dem-
onstrated effi cacy through rigorous research in this population. The barriers identifi ed above are 
salient impediments to more widespread testing of these adaptations. Even if the availability of such 
programming is increased, we need to use the burgeoning fi eld of implementation science to study 
how we screen, refer, and retain youth and families in these services, as the recruitment and retention 
rates demonstrated thus far are quite concerning.  

    Conclusion 

 As the history of foster care in the United States demonstrates, there has been a gradual shift towards 
an emphasis on child well-being. The current administration at ACYF has clearly prioritized this 
aspect of child welfare practice and has charged the fi eld to respond with evidence-based program-
ming. But, as our review clearly demonstrates, we have a long way to go. While there have been 
some programs that have demonstrated effi cacy in improving social, emotional, and behavioral well-
being in maltreated children and adolescents in foster care, there are not nearly enough evidence-
based interventions to meet the needs of these youth and their families. A review of the 255 programs 
on the California Evidence-Based Clearinghouse for Child Welfare (CEBC  2012 ) fi nds only two 
with the highest scientifi c rating that also have high child welfare relevance. In fact, among the 109 
programs rated high in child welfare relevance, only a third ( N  = 32) were even able to be rated for 
scientifi c merit. 

 We must also caution that our review is biased towards programs with effi cacy, as many programs 
that demonstrate no fi ndings or poor fi ndings are never published. One important exception in a 
related literature highlights the caution by which we must proceed in adapting programs for new 
populations. Home visitation by public health nurses has been shown to prevent child maltreatment, 
yet a rigorous study of the adaptation of the model to reduce maltreatment recidivism did not demon-
strate effi cacy. The authors concluded that, “Successful remediation with families in which child 
maltreatment has already occurred might need very different services from those offered in early 
prevention programs” (MacMillan et al.  2005 , p. 1792). Indeed, we cannot simply take programs that 
have been designated “evidence-based” and begin to use them with children and families in the foster 
care system. We cannot assume they will be effective. The fi eld needs to conduct more rigorous trials 
to ensure that these existing interventions can be implemented with fi delity with children in foster care 
and that they produce the intended outcomes. 

 As reviewed above, there are also programs, albeit fewer, that have been specifi cally designed for 
youth in foster care and have demonstrated effi cacy. The segment of the foster care population tar-
geted, however, is narrow in most cases, and it would be diffi cult to serve the entire foster care popula-
tion with the existing programs that have demonstrated positive outcomes. Clearly, more work is 
needed. We need more innovative and contextually-sensitive programs. We need replication trials of 
programs that have been tested in limited geographical areas or with small numbers of participants. 
We need an array of programs spanning the prevention-intervention spectrum as well as programs that 
span the age spectrum. We need programs that work for youth in kinship care, for youth in non- 
relative foster care, for those in congregate care, and for those who have reunifi ed. We need programs 
that work when children bounce between these placement types and have multiple “primary” caregiv-
ers. We need programs that have enduring effects beyond the post-test assessments. We need pro-
grams that focus on well-being in multiple realms and aim to promote positive youth development and 
not just ameliorate problems. We need rigorously trained clinician-scientists to conduct this work, and 
they need time and money to move the fi eld forward. Children in foster care deserve to have a fair shot 
at positive well-being – it’s a promise whose time has come.     
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           Introduction 

 To begin with the obvious: humans develop slowly, over long periods of time. Thus parents must 
be prepared for the ebbs and fl ows of change as they and their children mature and their social 
networks evolve. This essential fact poses a problem for many programs that aim to prevent or 
remediate child maltreatment. 

 Much of the research about effective methods of child maltreatment prevention and treatment 
focuses on formal programs, those that involve trained professionals and paraprofessionals delivering 
services through carefully developed protocols. Most formal programs touch the lives of families for 
relatively brief periods, entering for support of highly focused goals, most often related to parental 
education, skills training, or therapy. The program personnel or family members terminate services 
after a couple of years, a few months, days, or even hours. Even when formal programs are routinely 
available, as at health care centers, schools, or through home visits, they offer only passing periods of 
support relative to the steady momentum of family life. When program involvement ceases, family 
life moves on and child and parental development continues for better or for worse. The natural social 
environment of the family may change little, if at all, after the program is gone. 

 Ask any parents how they cope with the constant ups and downs of childrearing and they are most 
likely to say: “My mom…,” “My wife (husband),” “My best friend…,” “My co-workers,” or “My 
faith community.” They might say, “My parents’ group,” “my home visitor,” “my therapist,” or per-
haps even, “my caseworker.” Parents value receiving social and emotional support. They also benefi t 
from the opportunity to  give  mutual aid in reciprocal, informal relationships. Giving to another parent 
can affi rm the dignity and worth of the contributing parent. And parents who support one another as 
they lead and infl uence how formal family supports are provided, rather than engaging in programs as 
humble recipients, report enhanced sense of competence as parents. 

 Multiple studies about risk and protective factors associated with child maltreatment have 
concluded that the provision of social support through mutual aid among parents is an important 
component of child maltreatment prevention and treatment programs (see, e.g., Appleyard et al.  2007 ; 
Constantino et al.  2001 ; Frame et al.  2006 ; Green et al.  2007 ; Li et al.  2011 ; Lyons et al.  2005 ; 
Thomlison  2003 ). Parents show stronger and more persistent improvement if they participate in 
mutual support (Moran et al.  2004 ). Their children show longer-lasting benefi ts of participation in 
therapeutic programs (Appleyard et al.  2007 ; Layzer et al.  2001 ). Though parental mutual support and 
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self-help are valued in the professional literature, remarkably few research studies with rigorous 
designs have examined effective practices for such processes among parents, particularly those at risk 
of child maltreatment (Barth and Haskins  2009 ; Kang  2012 ; Lyons et al.  2005 ). While these processes 
sound naturalistic, they may not occur spontaneously. Efforts to prevent and treat child maltreatment 
could benefi t from more systematic research about mutual support and self-help. 

 In some ways, mutual support and self-help are the core of any family care system. Families 
have persistent, intense emotional and pragmatic needs that can be met only through natural helping 
networks. Formal family services may help parents cope, learn, heal, nurture, and manage in many 
ways; providing services in a way that strengthens mutual support among parents and self-help by 
parents can enhance service effectiveness, as noted above. But when formal parenting programs are 
done and gone, parental mutual support and self-help are all there is. And in many cases, parents 
may prefer not to engage in services, or services may be nonexistent or poorly matched to the fam-
ily’s unique needs. 

 A core concept here requires emphasis: Mutual support occurs among parents in natural networks. 
Social support may be provided to parents through other people, such as informally or formally des-
ignated parents or professionals who are not part of the support recipient’s natural system. The focus 
in this article is on mutual support, not general parental social support. The reason for this emphasis 
is that readers who are trained in professions are likely to see parent support through their own lens, 
with a frame that says, “I can support you.” The focus of that lens is on “I,” the professional. Or it 
might be “we,” the formal family support system. The implication is that parents primarily have defi -
cits that need remediation through professional and other formal supports. 

 The goal here is to promote research through a lens that examines parents’ support systems and the 
role of professionals relative to parents in a way that shifts focus to “you,” the parent, with questions 
such as, “Will you help me understand how you and your friends and family support one another? 
How may I partner with you to strengthen your support?” This approach is certainly not new but it has 
yet to become common in research about service delivery for family systems at high risk of child 
maltreatment. Conducting research through the lens of the parent engaged in mutual support and self- 
help, i.e., practice-informed research, may increase the relevance of research evidence to inform prac-
tice for strengthening natural helping systems. 

 This chapter offers a foundation for further research about parental mutual support and self-help. 
The fi rst section defi nes parental mutual support and self-help and summarizes the theoretical ratio-
nale for why they are vital components of any community system of family care. The subsequent 
discussion focuses on the current research evidence about interventions designed to strengthen paren-
tal mutual support and self-help, including challenges and opportunities in translating current research 
knowledge to practice within communities.  

    Why Parental Mutual Support and Self-Help Matter 

 To say that all parents need support at times is tautological. The challenge is to discover effective 
ways to operationalize “support” and actualize capacity to deliver support and strengthen natu-
ralistic support for any parent with regard to culture, socioeconomic status, gender, place, and 
other critical factors. Universal safe, stable, and nurturing environments for children will not 
magically happen but must be intentionally developed, with parental support as an essential com-
ponent of the environment. 

 The terms “parental mutual support and self-help” are derived from research and practice literature 
that uses multiple related terms, so this discussion begins with a clarifi cation of terms as used here. 
Next is a synopsis of theories that support the value of parental mutual support and self-help in the 
context of child maltreatment risk reduction. 

A.B. Andrews



413

    Defi nitions of Terms in This Chapter 

 Parenting persists throughout the lifespan but the focus here is on parents with dependent-age 
children. Often the term “caregiver” refers to the person who cares for a child; here “parent” will be 
used. A parent may be a biological or adoptive parent, stepparent, grandparent, kinship care provider, 
foster parent, noncustodial parent, or anyone in a primary familial role that involves nurturing children 
from birth through age 17. 

 For ease of reading, “at risk” will refer to “at risk of committing child maltreatment.” 
 “Self-help” refers to the capacity to autonomously seek assistance to solve one’s own problems 

(Reissman and Carroll  1995 ). A related construct is self-effi cacy, or the belief in one’s competence 
and ability to infl uence decisions that affect one’s own well-being (Bandura  1997 ). Parental self- 
effi cacy is a parent’s belief in her or his ability to perform parenting skills; higher levels of parental 
self-effi cacy are associated with lower levels of child maltreatment and higher levels of parenting 
competence (Coleman and Karraker  1997 ; Jones and Prinz  2005 ). Parental self-help may be associ-
ated with greater parental self-effi cacy and competence. A vast industry exists to facilitate indepen-
dent self-help (e.g., websites, books, media programs), but in this chapter, the focus is on mutual aid 
as a means to self-help. 

 Self-help and “mutual support” are terms that often co-occur as individuals engage in self-help 
together (Lee and Swenson  1994 ). Mutual support, also called “mutual aid,” is reciprocal “social 
support.” Social support may take several forms, such as concrete aid (e.g. food, transportation), 
information (e.g. advice or facts), and emotion (e.g. affi rmation, empathy, affection) (Haines et al. 
 2002 ). A person’s social support can be described in terms of how the person perceives the support 
(i.e., belief that it is available), the enactment of the support, and the degree to which the person feel 
integrated into a social support system (Barrera  1986 ; Uchino  2009 ). Enhancing social support 
and maximizing its positive effects can be complicated. While the literature about benefi ts of social 
support is extensive, empirical research about mutual support (reciprocal support) is limited, and is 
particularly sparse with regard to parents at risk. 

 A parent’s “social network” is the number and type of people with whom the parent interacts. 
People in the network may be supportive or not; in fact, in families at risk of child maltreatment, much 
of the stress comes from relationships in the social network (e.g. history of harsh or abusive relation-
ships in childhood or adulthood, instability, or unreliable capacity for support) (Easterbrooks et al. 
 2011 ; Lyons et al.  2005 ). In one study of young mothers who reported negative childhood family 
contexts, greater resilience in parenting was associated with less caregiving and emotional support 
from their mothers (Easterbrooks et al.  2011 ). Some parents have large networks, but if the support 
capacity is minimal, the parent may feel alone or challenged. A well-established practice when trying 
to help people change harmful behavior (e.g. drinking, drug use, crime) is to help people replace for-
mer, negative social networks with more positive networks. Generally, people who have positive, 
supportive networks of adequate size have better well-being (Coyne and Downey  1991 ). 

 A “support group” is a small network of people who meet regularly or socially interact in other 
ways (e.g. in-person, by telephone, on websites, or social media). Parent mutual support is often 
assumed to be in the form of groups that meet, but mutual aid can take several forms, including dyadic 
relationships, neighborly interactions, and a variety of shared social situations. 

 As used here, “traditional family services” refers to interventions and supports for families that are 
developed and delivered primarily by professionals (e.g., teachers, nurses, social workers, physicians, 
mental health practitioners, public health workers) or paraprofessionals under professional supervi-
sion (e.g. home visitors or parent aides). The notion of a “service” is that someone (the service pro-
vider) delivers something to (perhaps with) another (the parent). 

 Parental mutual support does not include programs that rely on trained parents as paraprofessionals 
in a nonreciprocal, traditional model (e.g. home visitor, parent aide, or consumer advocate or  providers 
within a traditional family service program). 
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 The focus here also is not on parent education or training. Colloquially, when family service 
providers refer to parent support, they often mean some form of intervention to promote parenting 
skills or knowledge development. Such education may occur in a variety of ways, ranging from sharing 
information by phone or email to one-on-one in-person coaching sessions to large classes, with good 
effects in many cases (Lundahl et al.  2006 ). A recent Rand Corporation survey regarding preferred 
child abuse prevention modes found parent education to be most favored among respondents, who 
were primarily professionals in child and family services (Shaw and Kilburn  2009 ). Parent education 
and support are complementary processes. While parental mutual support sometimes has an educa-
tional aspect, its goals are more complex. 

 In this chapter, the terms “parental mutual support and self-help” refer to voluntary activities 
among parents in different families coping with similar situations. The activities may be facilitated by 
workers in traditional programs, but the primary activities are among the parents and are not led by 
professionals. And the focus here is on support across families, i.e., nonfamilial support, not support 
that is primarily within family systems.  

    Theoretical Foundation for Parental Mutual Support and Self-Help 

 Parental mutual support and self-help are the core processes in the proverbial village that raises the 
child. They are the crux of what has been called “natural helping networks” for families with children 
(Watson and Collins  1982 ). In theory, parental mutual support and self-help will benefi t parents, their 
children, and their communities in ways that are effective and sustainable. The benefi ts derive from 
the processes of receiving and giving to build family assets and meet family needs. As parents support 
one another, they tend to infl uence the transformation of traditional family services into parent- 
informed and parent-led resources. The theories and constructs that support this claim to benefi ts 
include social ecology and systems theory, cultural sensitivity, family strengthening, self- determination 
and empowerment, and reciprocity and collective effi cacy. 

  Social Ecology and Systems Theory . Parenting behavior is complex and can exert harmful, helpful, 
neutral, or mixed effects on child development. A systems framework helps to explain how people 
develop parenting behaviors and how they can change (Belsky  1993 ; Bronfenbrenner  1979 ,  2005 ; 
Germain  1991 ; Shulman and Gitterman  1994 ; Swenson and Chaffi n  2006 ). 

 At the heart of the system are the individual child and individual parent. They are nested in a family 
system that involves interactions among parent and child, multiple adults in parenting roles (e.g. 
fathers, mothers, grandparents), multiple children, and others in the family. Family members tend to 
live in multiple households in developed countries. Individuals and the family are infl uenced by rela-
tionships in their social networks, such as peers, mentors, neighbors, and co-workers (Cochran and 
Walker  2005 ). These groups are affected by organizational dynamics, neighborhood norms, and com-
munity characteristics. For example, research has long substantiated that neighborhood characteristics 
are associated with parenting practices: disadvantaged neighborhoods have more parents at high risk 
and, conversely, advantaged neighborhoods include parents who engage in positive parenting prac-
tices (Barrera et al.  2002 ; Cantillon  2006 ; Coulton et al.  1995 ; Garbarino and Kostelny  1992 ; Leventhal 
and Brooks-Gunn  2000 ). One study found that neighborhood collective effi cacy particularly predicts 
parents’ perception of support from friends (Tendulkar et al.  2012 ). How neighborhoods affect parents 
seems to involve complex processes that require further study, which should include a search for how 
mutual relationships among neighbors infl uence parenting behavior. 

 Parents’ social networks are infl uenced by societal characteristics, public policies, media mes-
sages, and cultural norms. All these elements of the social environment exchange such resources as 
information, material goods, and social and emotional support and also create challenges such as 
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confl ict and deprivation. Much of the resource exchange occurs through natural (informal) relationships, 
though some is grounded in traditional services. What looks like a simple parent-child relationship 
in a family is actually a complex social system. 

 Time is also a factor in systems. Known as the parents’ chronosystem, factors in the parents’ social 
history and life events (past, current, and anticipated) infl uence how the parent interacts with and 
makes decisions within the family’s social system. People learn to be parents through the infl uences 
of their social systems, starting in their own childhoods. When they become parents themselves, how 
they behave depends in part on what they have learned in terms of beliefs, knowledge, communication 
skills, emotional expression, and other behavior. Responsible parents are mindful that how they inter-
act with their child today will affect how the child interacts with others into the future. How parents 
actually relate to a child also depends on their unique relationship with the child, perceptions of social 
support, and the specifi c situations they encounter over time. 

 Parents may benefi t from help through mutual support or formal services as they assess the needs 
and strengths of their unique social systems. As change in the parent and family’s life evolves, spon-
taneously or by intention, the entire system will change – for better or for worse. Theoretically, 
strengthening the assets of people who naturally interact in the system by increasing their capacity for 
mutual support will promote positive adaptation by the parents and the people in the support network. 
With appropriate competence and prosocial interactions, members of the system can generate the 
necessary resources for parental support, and the supportive system will sustain itself over long peri-
ods of time. Mutual support and self-help can address the professional’s dilemma of how to sustain 
family support in ways that adapt to changing needs and resources over time. 

 Building on Karoly’s ( 1993 ) self-regulation theory, Sanders ( 2008 ) emphasizes the importance of 
parental self-regulation as a unifying concept in family systems; it is at the core of programs such as 
the Triple-P parenting program (Prinz et al.  2009 ; Sanders et al.  2003 ; Sanders and Prinz  2008 ). Five 
aspects of parental self- regulation include parental self-suffi ciency (resilience, personal resources, 
knowledge, and skills), self-effi cacy (belief in own capacity to solve problems), self-management 
(setting one’s own goals and standards as a parent and monitoring performance), personal agency 
(awareness of one’s own capacity to create change rather than attribute change to factors outside self) 
and active problem solving. Sanders notes that self-regulating parents can do so with “minimal or no 
additional support” ( 2008  p. 507), but the implication that parents function independently has not 
been empirically examined. Mutual support may be a key to effective parental self-regulation. 

 Parental mutual support and self-help are environmentally adaptable. They can occur any time and 
in places that are most comfortable for parents. Even parents in involuntary situations – such as prison 
or homeless – can benefi t from mutual support. The core process are voluntary, so cost is minimal, 
though resources are needed to assure training and technical assistance for parents who need help 
strengthening their mutual support networks. For example, given that many high-risk parents are sur-
vivors of trauma and coercive control and have safety concerns, when they are in help seeking mode 
they often feel vulnerable if in a place associated with power, such as a school or health or human 
services agency. They may feel reluctant or unable to voluntarily participate in traditional services. 
How to engage and retain parents in programs are constant concerns and the foci of considerable 
research. McCurdy and Daro ( 2001 ) found that family and neighborhood factors infl uence parental 
participation, suggesting peers and neighbors are important motivators. Mutual aid reduces access 
barriers and can facilitate parental connections to necessary traditional services. 

  Cultural Sensitivity . Systems theory predicts that support delivered in culturally sensitive ways 
is most likely to produce benefi ts. Culture, the systematic organization of social behavior through 
customs, beliefs, and values, pervades all life and powerfully affects parenting behavior 
(Santisteban  2002 ). Each parent affi liates with several cultures (e.g. racial-ethnic identity, gender, 
religion, or socioeconomic class). Within their communities, parents learn cultural expectations. 
Parental self-effi cacy develops through messages about parenting values and childrearing 
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techniques communicated through media, education, community-based experiences and, most 
powerfully, the people in the parents’ family and social networks (Coleman and Karraker  1997 ; 
Falconer  2005–2006 ). People from populations that have suffered oppression are particularly likely 
to engage in mutual aid (Shulman and Gitterman  1994 ). 

 Parents from nonwhite racial, ethnic, and cultural groups that have experienced historical 
oppression are disproportionately in need of support. African Americans, American Indians, and 
other minority groups are disproportionately represented in the child welfare system; yet research 
about effective practice rarely attends to the cultural context of the interventions (Wells et al. 
 2009 ). Recently Ayón ( 2011 ) found that Latino parents required to become involved in the child 
welfare system relied heavily on their social networks for emotional support, advice, information, 
and advocacy; more knowledge is needed to identify ways to involve and strengthen such network 
involvement. Until recently some groups, such as noncustodial fathers and grandparents, were 
often excluded from traditional parenting support programs. Programs are becoming more inclu-
sive, but much more work is needed to determine effective practices (Gerberding et al.  2008 ). For 
example, Dumas and colleagues ( 2008 ) found that matching parents and group leaders by socio-
economic status mattered more than ethnicity in increasing parents’ attendance, retention, and 
active participation in parenting support groups. 

 By examining the complexity of any family’s social ecology and how resources are generated and 
sustained across components of the system, the value of mutual support becomes clear. 

  Family Strengthening . Families at risk are known to have fragile or confl icted social networks. Their 
positive supports may be eroded by exceptional stressors such as challenges that are personal (e.g. 
mental health or physical health conditions, addiction, cognitive impairment), social (e.g., intimate 
partner violence, child with a behavioral or emotional problem, family isolation), economic (e.g. 
poverty, housing, employment problems), or legal (e.g., civil or criminal problems, immigration). 
Such factors are well established correlates of risk for child maltreatment (CDC  2007 ; Cicchetti and 
Lynch  1993 ; Daro and McCurdy  1994 ; Dukewich et al.  1996 ; English  1998 ; Fagan and Browne  1994 ; 
Horton  2003 ; Kotch et al.  1995 ; Mash et al.  1983 ; Marcenko et al.  2011 ; Reid et al.  1987 ; Rinehart 
et al.  2005 ; Rosenberg  1987 ; Zuravin  1988 ). 

 A major factor predicting risk is the parents’ exposure to stressors and capacity for managing 
stress. Because of multiple adverse life events, at-risk parents may cope with childrearing through a 
lens of complex stress and trauma effects. But their coping resources may be limited. For example, 
Horton’s ( 2003 ) review of risk factors found that poor, dangerous neighborhoods characterized by low 
levels of social trust and cohesion produce high degrees of familial isolation and stress. 

 Parents at low risk of child maltreatment are likely to believe they can access support when needed 
and they demonstrate resilience in coping with stress, accurate information about child development 
and effective parenting skills, belief in their own competence as parents, attachment to their children, 
comfort with help seeking, and a positive regard for their children’s abilities (Belsky  1993 ; CDC 
 2007 , FRIENDS National Resource Center  n.d. ). Higher levels of parental social support are associ-
ated with lower levels of parental stress, ineffective parenting, and child diffi culties, even in the con-
text of fi nancial hardship, a prevalent factor in at-risk families (McConnell et al.  2011 ). The 
physiological and psychological buffering effects of perceived social support on the association of 
caregiving stress and adverse health effects is well established (see e.g. Lovell et al.  2012 ). Social 
connection is one of the core protective factors in the widely acclaimed “Strengthening Families” 
approach promulgated by the Center for the Study of Social Policy (CSSP) ( 2011 ). The CSSP 
approach’s four other protective factors – parental resilience, knowledge of parenting and child devel-
opment, concrete support in times of need, and social and emotional competence of children – are also 
embedded in strong social support and environments. 

 The benefi ts of parental social support are well established. Informal social support can reduce 
parental stress and isolation and promote positive identity and well-being (Cameron et al.  1997 ; 
Cameron  2002 ; Kurtz  1990 ; Lin et al.  2009 ). Self-help and mutual aid participants increase 
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knowledge and skills, contribute to their communities, and rely less on formal systems (Borkman 
 1999 ; Kyrouz et al.  2002 ; Toseland  1990 ). Parents develop resilience in part through sustained, 
trusting relationships and learning from successful help seeking experiences (Easterbrooks et al.  2011 ; 
Walsh  1998 ). Although most professionals are now trained in the strengths perspective (see e.g. 
Saleeby  1992 ); Steinberg ( 2010 ) observed that many still practice in ways that suggest they lack 
faith in the capacity of high-risk parents to help themselves and others. More research is needed 
to fi nd effective methods to build confi dence and skills among professionals so they might enable 
mutual support and self-help among at-risk parents. They would need to focus on enhancing fam-
ily and parental resilience and other assets, thus enriching the protective potential of the family. 

  Self - Determination and Empowerment . Client empowerment and self-determination have long been 
the ideological norm in human services and a nurturing worker-client relationship has been the stan-
dard in direct child and family services (Maluccio  1981 ; Neff  2000 ). Yet parents still report, in practice, 
they are often excluded or treated as objects in need of correction. In traditional services parents report 
that while they are struggling to promote holistic development of their children, families, and selves, 
staff often see the parents’ and children’s lives in fragments based on particular issues (like recovery or 
learning needs) or specifi c services (like parenting skills class or after school program). This breach 
between the ideology of family support and practice needs to be closed (Langford and Wolf  2001 ). 

 Mutual support among parents mutes the potential imbalance of power that is implicit in 
professional- participant role (Dunst and Dempsey  2007 ). The relationship is a safe place to share pain 
or distress without fear of sanctions and to fi nd hope, acceptance, and belonging (Davidson et al. 
 1999 ; Hogan et al.  2002 ). For at-risk parents, peer support is de-stigmatizing and helps overcome the 
sense of shame or self-blame. 

 The core elements of parent empowerment are personal mastery, self-determination, and collective 
empowerment (Boehm and Staples  2004 ). Social learning theory predicts – and research confi rms – 
people learn from one another and become open to new ideas (Dunst et al.  1994 ). By relating to 
someone in similar straits, a parent is more likely to feel effi cacious about trying new skills. Parent 
outcomes are enhanced when services meet the unique needs of the parent, particularly when the par-
ent has multiple challenges, such as risk of child maltreatment and substance abuse (Choi and Staudt 
 2011 ). When parents collectively support one another on their paths to self-help and self- determination 
regarding their unique needs, empowerment is likely to emerge. 

  Reciprocity and Collective Effi cacy . Steinberg ( 1997 ,  2010 ) summarized the qualities of the mutual 
aid practitioner as: joy in sharing, faith in strengths, courage to accept and stay in the mess and chaos 
of mutual aid, and curiosity to seek and understand diverse views and feelings. People learn empathy 
by being in caring relationships such as those formed in mutual support networks (Egeland et al. 
 2002 ; Horton  2003 ). Parents who support   one another on their self-help journeys reap the benefi ts of 
giving, which may include enhanced sense of competence, moral satisfaction, and feelings of social 
usefulness (Halabi and Nadler  2010 ; Luks  2001 ; Staub and Vollhardt  2008 ). Giving support is associ-
ated with receiving support (Plickert et al.  2007 ). 

 Social support is often not reciprocal but is a charitable act, a generous gesture by someone who 
has resources toward someone who is relatively dependent. People may need to be dependent from 
time to time, particularly in periods of crisis. But dependency over the long term is associated with 
negative mental and emotional health. Beeman ( 1997 ) conducted a study that demonstrated mothers 
who were found to neglect their children were likely to be dependent, lack mutuality, and have confl ict 
and distrust in their social networks. By comparison, non-neglecting mothers balanced independence 
and reciprocity in their relationships and expressed more trust and fl exibility. 

 Peer support among parents often leads to personal transformation and development of advocacy 
and empowerment skills. Parents reinforce one another as confi dence and assertion grow and collec-
tive effi cacy can emerge. Together parents engaged in mutual support are more likely to assert collec-
tive action and parent leadership for the development of more effective family supports in community 
systems (Kurtz  1990 ). 
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 Parental empowerment can even lead to parent-led organizations. Client-run self-help organizations 
create opportunities for clients to meaningfully participate in decisions about their care and the 
care of others in the organizations. They are increasingly common in the mental health recovery 
fi eld. Research suggests clients who participate are more likely to engage with the services, 
express satisfaction, increase their social functioning, and report personal empowerment (Segal 
and Silverman  2002 ). 

  Practice - Informed Theory and Research . Professionals and lay people who have facilitated or partici-
pated in mutual aid identify several processes that seem to contribute to the effects of mutual support: 
sharing information (especially about helpful solutions and resources), engaging in dialectical processes 
(e.g., discussing different approaches to a parenting problem), discussing taboo topics with trust (sharing 
unspeakable topics), fi nding comfort with people who are “in the same boat,” exchanging various forms 
of support, perceiving mutual demand (willingness to confront one another to promote change), perceiv-
ing that personal problems are getting solved, and feeling “strength in numbers” (Shulman and Gitterman 
 1994 , pp. 14–18). Berry and colleagues ( 2007 ) studied an intensive family reunifi cation program that 
included twice-weekly meetings of parents and staff as well as time for parent-child interactions. The 
program had reunifi cation rates that were double those of parents treated with routine services. Parents 
who participated particularly valued the fellowship of the peer support; they reported their peers normal-
ized their hurt, anger, and problems as well as providing friendships and concrete help and information. 
They reported learning to respect differences and being more accepting of ideas that came from peers 
than their caseworkers. One parent put it this way: “I don’t get judged here… I don’t need therapy, I just 
need someone to hear me out…” and another said, “These are friends that don’t diss you, don’t judge 
you, don’t hold things against you” (Berry et al.  2007 , pp. 488–489). 

 Conceptually, a rather overwhelming argument exists for the value of mutual support and self-help 
among parents. Principles to guide practice emerge from social ecology and systems theory and val-
ues pertaining to cultural sensitivity, family strengths and parental assets, self-determination and 
empowerment, and reciprocity and collective effi cacy. These principles suggest that a community or 
society that supports parental self-help and mutual support is also likely to sustain more relevant and 
effective services for families at risk of child maltreatment. 

 Why, then, have intervention researchers in the fi eld of child maltreatment prevention so rarely 
studied methods to intentionally strengthen mutual support and self-help? While this question has no 
empirical answer at this point, the discussion below will argue for increased research. First, a brief 
overview of what is available.   

    Research Evidence About the Effects of Promoting Parental 
Self-Help and Mutual Support 

 Since the reinvigorated child abuse prevention movement began 50 years ago, some communities 
have worked to build systems that intentionally facilitate and sustain mutual support and self-help 
among at-risk parents. These efforts are often regarded as incidental or secondary to more 
 traditional forms of support, particularly parent education. This section reviews the limited 
 available research about effective methods of promoting mutual support and self-help and sum-
marizes emerging evidence- based practices. Most of the studies are program evaluations with 
non-randomized rigorous designs. The fi ndings are summarized in Table  22.1  to illustrate the 
promising effects of such interventions.

   The interventions have tended to focus on these general methods: parent leadership, parent-to- parent 
mentoring, and mutual support groups. Typically the interventions are adjunct to other services 
(e.g., mutual support and self-help programs supplement parent education, home visiting, parent- child 
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   Table 22.1    Examples of emerging program evaluation evidence about methods to promote mutual support and 
self- help among parents at-risk for child maltreatment   

 Source  Focus  Key fi ndings/implications for practice 

 Casey Family Programs 
(Annie E. Casey Fdtn, 
 n.d. ; Casey family 
programs  2007 ; 
Fiester  2008 ; 
Jemmot-Rollins 
Group  2006 ) 

  Parent leadership : trained parents in 
self-help, mutual support, and 
leadership skills as they navigated 
family services systems; family 
members (constituents) moved 
from isolation to direct services to 
policy process participation 

  Process : major change was required by staff; 
the organizational culture had to shift to 
overcome factors that exclude constituents, 
such as jargon, accessibility; constituents 
are best able to contribute after their crises 
have resolved 

 Child welfare fund 
(Pelton  2011 ) 

  Parent leadership : organized to help 
parents in the child welfare 
system know their rights, build 
skills, and help child welfare staff 
and policymakers understand 
parent perspectives 

  Outcomes : establishment of a parent’s advisory 
board for the child welfare agency; 
employment of parent advocates in the 
foster care system;  Rise Magazine , a print 
and web-based peer support resource, by 
and for parents 

 Parents Anonymous® 
shared leadership in 
action (Parents 
Anonymous®  2005 ; 
Polinsky  2007 ) 

  Parent leadership : systematic shared 
leadership skills development 
program, including training and 
mentoring, for parents and staff 
together 

  Outcomes : steady increases in parent leader-
ship activities; child welfare agency staff 
attitudes toward parent leaders became 
increasingly open to parent participation in 
agency programs and policies 

 Parent mentors (National 
Coalition for Parent 
Advocacy in Child 
Protective Services 
2011; Parent Partner 
 2011 ) 

  Parent-to-parent partners/mentors : 
mentors reunifi ed with their 
children after removal provide 
support, mentoring, and naviga-
tion to parents in the child welfare 
system 

  Outcomes :  California parent partner s: 60 % of 
children whose parents had a partner 
reunifi ed within 12 months of removal, 
compared to 26 % of children whose 
parents were not served. Parents valued 
credibility, trust, encouragement, and hope 
based in their shared experience with 
mentor, fl exible communication, support 
for emotions, material needs, self-reliance, 
and substance abuse recovery (Anthony 
et al.  2009 ) 

 Parent-to-parent (P2P) 
(Robbins et al.  2008 ) 

  Parent-to-parent partners/mentors : 
experienced parents of children 
with disabilities matched with 
parents whose children are newly 
diagnosed 

  Process : parents were most satisfi ed with their 
mentor if they were similar in these ways; 
personality characteristics; philosophy 
about parenting; communication style; 
attitudes about health and mental health, 
type disability, and expectations for their 
children (Santelli  2006 ; Santelli et al.  1997 ; 
Singer et al.  1999 ) 

 Parents Anonymous® 
( 2001 ) 

  Mutual support groups : weekly 
meeting co-facilitated by 
professional and parent leader. 
Strengths- based model incorpo-
rates four basic principles:  mutual 
support ,  shared leadership ,  parent 
leadership , and  personal growth  

  Outcomes : participation in support groups 
reduced child abuse potential, life stress, 
drug and alcohol abuse, and intimate 
partner violence; parents with highest levels 
of risk showed greatest gains (Nelson et al. 
 2001 , Polinsky et al.  2010 ). 

  Process : groups can be sustained, e.g., as long 
as 25 continuous years (Liles and Wahlquist 
 2006 ) 

 Circle of Parents® 
(Falconer et al.  2008 ) 

  Mutual support groups : weekly 
meeting co-facilitated by 
professional and parent leader 

  Outcomes : Circle of Parents® participation 
contributes to gains in parenting knowl-
edge, system awareness, family manage-
ment, peer relationships, and social support 
(Falconer et al.  2008 ) 

(continued)
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interaction training, child welfare services, psychotherapy, alcohol and drug abuse recovery, or grief 
support). The programs are often co-located with other parent resources (e.g. at a child development 
program, school, or family shelter). 

 Source  Focus  Key fi ndings/implications for practice 

 Parent Mutual Aid 
Organizations 
(PMAO) (Cameron 
and Birnie- Lefcovitch 
 2000 ) 

  Informal mutual support groups : 
child welfare agency created 
opportunities for parents in the 
child welfare system to meet 
informally 

  Outcomes : compared to parents who did not 
participate, PMAO parents showed greater 
gains in: reduced out-of-home child 
placement, independence from formal 
service providers, integration in the 
community, levels of perceived social 
support, self-esteem, perceived stress, and 
parental attitudes; the program also realized 
cost savings (Cameron  2002 ; Cameron and 
Birnie-Lefcovitch  2000 ) 

 Family reunifi cation peer 
support (Frame et al. 
 2006 ) 

  Formal support groups  facilitated 
by child welfare agency staff for 
parents whose children were 
involuntarily removed 

  Process : support took the form of expressing 
interest and concern about one another, 
offering emotional support inside and 
outside the group, offering concrete help 
(e.g. furniture), offering prayer, giving 
practical advice (such as how to handle 
social workers), helping to solve problems, 
and sharing experiences 

 Home visiting parent 
group (Constantino 
et al.  2001 ) 

  Group for parents in home visiting 
program : Ten sessions followed a 
curriculum and promoted free and 
active exchanges among the 
participants 

  Outcomes : compared with no-group controls, 
group participants were more likely to stay 
engaged with the home visiting program 
and showed greater ability to respond to 
their infants’ emotional cues 

 Special Social Support 
Training model 
(SSST) (Lovell and 
Richey  1997 ) 

  Social skills group : for families 
involuntarily in the child welfare 
system, 12-week SSST program 
focused on relationships skills 
with friends, neighbors, and 
family. An informal parent 
discussion group was comparison 

  Outcomes : the informal discussion group 
among parents had similar effects as SSST 
participation: increased social networks and 
quality of contacts, increased social support 
satisfaction, and increased contacts with 
friends, neighbors, and professionals 

 Children’s Family 
Centres (CFCs) 
(Fernandez  2004 ) 

  Holistic, multi-service community 
centers : provide a range of 
services that include parent 
groups, home visiting, child care, 
respite care, counseling, and 
short-term residential family care 
(in Australia) 

  Process : participants reported making friends 
and creating support networks, their 
children’s increased sense of security, and 
concrete aid such as housing. Relative 
benefi ts of the parent groups have not been 
differentiated 

 Chicago (preschool) 
Child-Parent Centers 
(CPCs) (Mersky et al. 
 2011 ) 

  Parent support at preschool : CPCs 
emphasize parental involvement 
in the preschool for at least a 
half-day a week and focus on 
parent-child interactions, parent 
and child attachment to the 
school, and mutual support among 
parents 

  Outcomes : CPC participation led to reduced 
rates of child maltreatment and neglect; 
family support processes had a substantial 
mediating effect on the reduction 

 New Zealand Early 
Childhood Education 
(ECE) programs 
(Duncan et al.  2006 ) 

  Parent support at preschool : the 
ECE program staff focused on 
informal relationships with 
parents and creating opportunities 
for sharing 

  Process : parents reported the informal focus 
put less pressure on them and showed more 
respect for their rights and choices than 
more organized meetings 

Table 22.1 (continued)
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 Formal programs to support parental self-help and mutual support vary in many ways (Budde 
 2003 ; Carter and Harvey  1996 ; Ireys et al.  2001 ; Falconer  2005 –2006; Moran et al.  2004 ). The focus 
parent population may have a common identity, such as residence in a particular neighborhood, 
ethnicity, single parenthood, or incarcerated child. The purpose may be open and fl exible or intention-
ally focused on such topics as life skills, stress management, or system awareness and use. Most aim 
to help parents overcome isolation and feel cohesion with a community of parents who are learning 
from one another. They vary in terms of frequency of contact among parents, duration of parent-to-
parent relationships, and intensity of communication and focus (Hoagwood et al.  2010 ; Horton  2003 ). 

 Although parental self-help and mutual support are regarded as “informal” services, formal mech-
anisms may be required to fuel maintenance of the services. What each program has in common is 
that the parent-to-parent relationship is reciprocal – everyone is seeking help and everyone gives help. 
The parent-to-parent relationship may start as one person seeking help from another, but the help 
seeking parent is encouraged to engage in mutually supportive relationships with other parents. 

  Leadership :  Peer Parent Leaders . Some studies have examined how family service systems can become 
more effective through leadership by parents. Across health and human services systems, involvement by 
program participants in system governance can lead to enhanced client commitment, program relevance, 
and positive child and family outcomes (Andrews et al.  2003 ; Buck et al.  2004 ; Cunningham et al.  1999 ; 
McAllister and Walsh  2004 ; Taub et al.  2001 ; Resendez et al.  2000 ). In health and mental health care, the 
push toward evidence-based practice has led to enhanced recognition of the role that patient preferences 
play in clinical decisions, calling for new models of shared and integrated patient-professional decision 
making (Borkman  1999 ; Edwards et al.  2003 ; Kurtz  1997 ; Trevena and Barrett  2003 ). This body of 
research suggests formal parenting programs are likely to achieve more potent effects if parents have 
infl uenced their development and delivery. Parents are in the best position to identify effective ways for 
people in communities to help families meet concrete needs like food, housing, school supplies, clothing, 
and health care. As consumers and peer advocates, they may identify more effective responses to intimate 
partner violence, mental illness, substance abuse, and family crisis. They can tailor respite and other sup-
ports for parents who are caregivers for family members with special needs, 

 The federal government and many state governments recognize the value of parent leadership by 
requiring parent participation in policy processes concerning development of family support programs 
(e.g., Child Abuse Prevention and Treatment Act (CAPTA) Reauthorization Act of 2010, P.L. 111–320) 
(Child Welfare Info Gateway  2011 ). The federal Community-Based Child Abuse Prevention (CBCAP) 
program provides grants to support a variety of prevention efforts including comprehensive support 
for parents, parenting skills development, family access to informal as well as formal resources, and 
promotion of parent leadership (FRIENDS  2011 ). 

 Formal parent leader  training , which can be found in many communities through schools and 
advocacy organizations, is necessary but rarely suffi cient to produce effective parent leaders. Trained 
parent leaders who sustain their leadership are likely to have engaged, mutually supportive relation-
ships with one another (Polinsky  2007 ). And a key to effective parent leadership is that personnel 
(administrators and staff) at child and family services organizations are supportive of parent leaders 
and competent in parent relations (Hardina  2011 ). Programs that train and mentor parent leaders must 
also train and mentor staff to work in partnership with parents. 

 Given the challenges of at-risk parents, including stigma and other factors that may inhibit parent 
participation in leadership roles, shared leadership models have emerged that train parent leaders and 
match professional facilitators with parent leaders. Achieving stature and skills can be an uphill battle 
because, as Leroy Pelton observed, “There is hardly any class of people whose voice has been more 
discredited than parents, especially mothers, known to the child welfare system” ( 2011 , p. 484). Their 
voices are discredited among parents as well as professionals, and yet they have more infl uence over 
their children than anyone else ever can. Building alliances among diverse parents – those at highest 
risk as well as those at low risk – with each other and with professionals as partners lays a foundation 
for system transformation. 
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 This author recently surveyed 28 parents and 31 staff members at child welfare agencies about 
perceived barriers to parent leadership. The perceptions of parents and staff were similar. The primary 
barriers that originated with parents were social (feeling like they did not fi t in as a leader) and logisti-
cal (such as lost income, transportation, child care, time, and access to a computer). Barriers that 
originated in the agency included limited resources to support parents or leadership activities and staff 
resentment, negative attitudes, and limited time. 

 The limited evaluation information thus far suggests that the core principles of shared leadership, 
i.e., democratic participation by parent leaders as equal partners in services systems, are easy to pro-
mote but the practices of shared leadership, i.e., parents and staff working together as they learn 
leadership skills and plan, enact, and evaluate systems change, require more extraordinary effort. 

  Parent - to - Parent Support . Parent-to-parent support typically involves parent mentors who have man-
aged serious challenges reaching out to parents who are in the midst of challenges. Of course parents’ situ-
ations change continually, so programs that start with mentoring relationships may evolve to a peer 
relationship, with the mentor receiving reciprocal help from the mentee. The idea of mutual support is that 
each parent has assets that can be shared. Matching parents one-on-one is particularly useful for reaching 
parents who are isolated, coping with exceptional stressors, or otherwise in need of unique support. 

 Evaluations suggest that parent-to-parent mentoring for parents in the child welfare system pro-
motes child stability and family reunifi cation while promoting positive parental attitudes and feelings 
(Anthony et al.  2009 ). Chaffi n and colleagues ( 2001 ) found parent mentoring had stronger effects than 
any other nonmaterial family support programs aimed at child maltreatment prevention. Several stud-
ies have shown that peer mentoring or support can enhance the effectiveness of formal family services 
(Cohen and Canan  2006 ; Constantino et al.  2001 ; Layzer et al.  2001 ; Moran et al.  2004 ; Santelli et al. 
 1997 ; Singer et al.  1999 ; Thomlison  2003 ). 

  Mutual Support and Self - Help Groups . Parental mutual support groups (distinct from professionally- 
led parent support groups or training) can reduce child maltreatment and juvenile delinquency (Polinsky 
et al.  2010 ; Nelson et al.  2001 ) and, for parents in the child welfare system, promote self-esteem, con-
fi dence, less reliance on services, fewer child placements, and agency savings (Budde and Schene 
 2004 ; Cameron  2002 ; Cameron and Birnie-Lefcovitch  2000 ; Thompson  1995 ). 

 Given the widespread use of peer support groups to help people recover from mental illness or 
alcohol and drug abuse, known correlates of child maltreatment, some parents are familiar with a 
group model and easily engage in a group that focuses on their roles as parents. Studies of mutual 
support groups among people with mental illness suggest that participation leads to improved symp-
toms, larger social networks, enhanced quality of life, and improved access to care (Davidson et al. 
 1999 ) and that the outcomes are equivalent to those of more costly professional interventions (Pistrang 
et al.  2008 ). 

 Developing and sustaining mutual support groups requires careful attention to member engage-
ment and participation processes (Liles and Wahlquist  2006 ). Given high rates of depression and 
social withdrawal among parents at-risk of child maltreatment, special processes may be needed to 
engage some parents in mutual support groups. Studies show that once involved, informal social sup-
port can reduce parental stress and isolation and promote positive identity and well-being (Cameron 
et al.  1997 ; Cameron  2002 ; Zlotnik et al.  2000 ). Self-help and mutual aid participants increase knowl-
edge and skills, contribute to their communities, and rely less on formal systems (Borkman  1999 ; 
Kyrouz et al.  2002 ; Toseland  1990 ). 

 Carter and Harvey ( 1996 ) concluded that parenting group success is related to the quality of inter-
personal relationships and processes, voluntary participation, a minimum duration of 6–8 weekly 
meetings, a fl exible agenda that responds to participants’ interests and needs, and well-trained, regu-
larly supervised facilitators. They found the substantive focus of the meetings is less important than 
these participation qualities. Thus parents engaged in mutual support through groups need assistance, 
through training or professional partners, to manage these critical group processes. 
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 Bit-by-bit, research evidence is growing to support the value of programs that effectively recognize 
and strengthen the natural helping potential of parental mutual support and self-help.  

    Advancing Research About Parental Self-Help and Mutual Support 

 Although professionals are currently working with relatively little research evidence about parental 
mutual support and self-help, a body of documented practice wisdom is emerging, as the review here 
demonstrates. The practice wisdom, ideological norms, and a solid theoretical foundation predict that 
parental self-effi cacy, natural helping, and reciprocal support among parents will contribute to reduced 
risk of child maltreatment and positive parent, child, and family outcomes. 

 In an ideal world, parents would naturally know how to help themselves and support one another. 
In the real world, many parents need help to do this. More and better research can inform community 
systems and public policy development so that resources to enable parental mutual support and self- 
help can emerge. A clear foundation exists for more substantive, rigorous research. A sample of ques-
tions that emerge from the discussions in this chapter include:

•    Does mutual support among parents reduce the risk of child maltreatment? In the published litera-
ture, no randomized, controlled study has yet addressed this question.  

•   What factors and processes characterize the reciprocal nature of mutual support? How can these be 
assessed and monitored in research studies?  

•   What is nature of the relationship between parental mutual support and self-help? Parental capacity 
for self-regulation seems to affect positive family outcomes; how does this relate to self-help, and 
to what extent does mutual support affect self-regulation?  

•   What are the relative contributions of mutual support and other family services (e.g. parent educa-
tion, formal parent support, therapy, or other formal services) to parent, child, or family 
outcomes?  

•   By what mechanisms do mutual support processes lead to changes in parental behavior? How can 
these be enhanced?  

•   What are the relative benefi ts of various forms of mutual support (e.g. group, one-on-one, social 
media, other)?  

•   Does parent leadership in child and family services lead to better outcomes?  
•   What factors infl uence staff attitudes and behaviors toward parental mutual support and/or parent 

leadership?  
•   What effects do ambiguous mutual relationships, i.e., those that generate support and confl ict, have 

on parenting behavior?  
•   How does mutual support vary among cultures and by gender, age, or other parental characteristics?  
•   How does mutual support in parents’ social networks change over time?    

 Many other questions have been raised by the emerging program evaluations that revealed the 
infl uence of mutual support. As noted early in this chapter, ideologically and theoretically, studies to 
answer the questions will benefi t from a research lens that acknowledges the parental perspective and 
builds on parental assets (Coghlan et al.  2003 ) Researchers in this fi eld cannot presume to know how 
at-risk families and their friends support one another or how to strengthen their mutual support. They 
need partnerships to frame the questions and gather the data. 

 But normative barriers inhibit the development of such research. Inventories of child abuse preven-
tion programs are weighted heavily toward parent education, home visitors, and therapies – activities 
that require professionals and trained paraprofessionals. Many of the available programs target one 
parent, not the parent’s social network. Many books and articles about child maltreatment prevention 
do not even mention mutual support and self-help. While these resources are clearly valuable and 
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many have demonstrable results, the relative neglect of self-help and mutual support among at-risk 
families signifi es lost opportunities for effective change. 

 Intervention research seems to refl ect state-of-the-art in family and child welfare services, which 
emphasizes the role of professional expertise. A review of literature and websites quickly reveals fam-
ily services providers seem to be primarily concerned about how to engage families in the family 
support efforts offered by professionals, rather than how to engage professionals in the family support 
efforts offered by parents to one another. Of course, engaging parents in programs that have known 
effects is important, but such program involvement is likely to be insuffi cient in meeting the holistic 
needs of the family over time. Professionals have much to offer, particularly with regard to helping 
parents discover ways to manage relatively discrete challenges, such as child misbehavior or their own 
frustration. But for day-in, day-out management of the continuous context and potential chaos of fam-
ily life, parents are still on their own, with whatever natural resources are at hand. 

 Investments in parental mutual support and self-help research are clearly needed. While community, 
state, and federal investments in child abuse prevention and recovery have come a long way in the last 
50 years, and programs to reinforce parental self-help and mutual support have been a part of those 
efforts, investments in research, evaluation, training, and program development to discover and 
disseminate effective natural parental support and parent leadership have been minimal. Perhaps peo-
ple believe that because natural helping is free then investments are unnecessary. Although parent 
mutual support and self-help are naturalistic, they may not be spontaneous, particularly for at-risk 
parents. The success of sustained parent support depends on training, mentoring, trained co- facilitation 
or consultation, and concrete supports (e.g., child care, transportation, food, or occasional curriculum 
materials or speakers). 

 Theory and existing research, though limited, point to an aspirant scenario where community 
norms and policy support parental mutual support and self-help. In this scenario, managers of effec-
tive comprehensive systems of care for the prevention and treatment of child maltreatment acknowl-
edge the need to strengthen the family’s social environment for the long term. They strive to build 
community systems grounded in solid theories of change that refl ect the dynamic nature of social 
systems and honor values of cultural sensitivity, family strengths, self-determination, empower-
ment, and reciprocity. They recognize that families have persistent, intense, evolving emotional and 
pragmatic needs that can be met only through natural helping networks. They realize that staff often 
sees family needs based on here and now, whereas parents are dealing with now and forever. They 
acknowledge that professional and formal services can help strengthen families, but they cannot 
provide what self-help and mutual support offer, which is support that is available where and when 
the parent needs it, in forms that naturally fi t with the parent’s family and social environment. And 
professionals cannot lead or develop services systems with the insight and wisdom of parent leaders 
from at-risk families. A profound system change is required if transformation such as the aspirant 
scenario is to be realized.     
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        Child sexual abuse is a complex, multidimensional problem of epidemic proportions in the United 
States (Russell and Bolen  2000 ). During the 1980s, there were increasing numbers of active cases 
being reported, and more adults than ever before disclosing they had been abused as children 
(Finkelhor  1994 ; Wolfe  1999 ). It is suspected that due to an overall increase in education, public 
awareness, media attention, and legal advocacy, there was more of a willingness on the part of children 
to disclose, parents to seek help, and adults to report childhood experiences (Fergusson and Mullen 
 1999 ). Although in recent years, the incidence of child sexual abuse has leveled off and started to 
decline in comparison to other forms of maltreatment (Finkelhor and Jones  2006 ; Sedlak et al.  2010 ), 
the rate of child sexual abuse remains problematic. 

 Children who experience sexual abuse often subsequently experience a great deal of biopsychoso-
cial trauma (Berliner and Elliott  1996 ; Browne and Finkelhor  1986 ; Cole and Putnam  1992 ; Corcoran 
and Vijavan  2008 ; Hall and Lloyd  1993 ; Jenny  1996 ; Kendall-Tackett et al.  1993 ; Tavkar and Hansen 
 2011 ; Wells et al.  1995 ). Without proper intervention, they often suffer long-term negative conse-
quences that impede their physical and mental well-being including their health, education, relation-
ships, sexuality, and a multitude of other life factors, any of which may impact their ability to become 
healthy functioning members of their communities and the larger society (Faust et al.  1995 ; Kirschner 
et al.  1993 ; Sawyer et al.  2006 ; Smith and Kelly  2008 ; Wyatt et al.  1992 ). Many mediating factors may 
infl uence coping abilities (Berliner and Elliott  1996 ; Friedrich  1990 ), but it is argued that how well 
individual children cope with sexual abuse is largely dependent on how well their caregivers, particu-
larly mothers are able to provide support and obtain professional assistance for their children (Corcoran 
 2004 ; Everson et al.  1989 ; Faller  2007 ; Famularo et al.  1989 ; Sirles and Franke  1989 ). 

 But, who are these caregivers? By defi nition, nonoffending caregivers have not sexually abused or 
directly participated in the sexual abuse of their children. They are the primary guardians of children 
including blood relatives and foster parents. They come from all socioeconomic statuses, races and 
ethnicities, as well as from all educational and employment backgrounds. Essentially, they are every-
day people – family, friends, neighbors, and colleagues. However, since the majority of sexual abuse is 
perpetrated by men, many caregivers are women – mothers – therefore, the focus of this discussion. 

 Working with nonoffending caregivers has taken a more prominent role upon the realization that 
they are the gateway to effective investigations and child victims receiving treatment services. One 
major factor that seemingly decreases the severity of symptoms some children experience is maternal 
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support at time of disclosure. A mother’s ability to believe and support her child following disclosure 
has a positive infl uence on the child’s future psychosocial functioning. Additionally, children who 
receive an evaluation and/or treatment intervention as soon after their disclosure as possible fare 
better. Yet, professionals who work with nonoffending caregivers continue to voice frustration that 
mothers are not more protective of their children and more cooperative with investigators. 

 Mothers often experience close scrutiny and unrealistic expectations from the professionals work-
ing with their children. Mothers of victims voice feeling shame related to their children’s sexual 
abuse. And some agree, arguing that nonoffending mothers are as much the victims as their children 
(Coohey and O’Leary  2008 ; Deblinger et al.  1993 ; Faller  2007 ; Gavey et al.  1990 ; Schonberg  1992 ), 
while others question if they may have contributed to situations which led to the abuse (Faust et al. 
 1995 ; Friedrich  1991 ; Shadoin and Carnes  2006 ; Wilson  1995 ). 

 However, there are limited studies on mothers parenting their sexually abused children. Prior to 
1975, the pediatric research literature on child sexual abuse was riddled with misconceptions, includ-
ing that mothers were somehow culpable for the abuse of their children (Myers et al.  1999 ). And, 
more recent literature emphasized the importance of mothers believing and supporting their children 
following the disclosure of sexual abuse (Bolen and Lamb  2007 ; Coohey and O’Leary  2008 ). 
Additionally, some literature addressed the impact of childhood sexual abuse on mothers’ parenting 
attitudes and practices (Banyard  1997 ; Benedict  1998 ; Hernandez et al.  2009 ; Parr  2010 ). Of note, 
nonoffending mothers who have a history of childhood sexual trauma make up the vast majority of 
women who have child victims of sexual abuse (Deblinger et al.  1993 ; Friedrich  1991 ; Hebert et al. 
 2007 ). Therefore, all three issues – culpability, support, and childhood sexual abuse – will be discussed 
as it relates to understanding nonoffending mothers. 

    Mothers’ Culpability 

 Again, by defi nition nonoffending mothers have no history of sexually abusing their children. However, 
they often withstand close scrutiny including parenting capacity evaluations, loss of custody, and char-
acter assassination. Although some researchers insist that nonoffending mothers are also victims of 
their children’s abuse (Deblinger et al.  1993 ; Faller  2007 ; Gavey et al.  1990 ; Newberger et al.  1993 ), 
others query if they may unconsciously contribute to conditions that increase the likelihood of their 
children being abused (Faust et al.  1995 ; Friedrich  1991 ; Muram et al.  1994 ; Wilson  1995 ). 

 As Myers and colleagues ( 1999 ) found in their review of the medical, psychological and sociologi-
cal literature from 1900 to 1975, mothers of sexually abused children were often seen as responsible 
for their children’s victimization. This culpability took the form of criticism for lack of supervision or 
inappropriate supervision by males, inadequate or neglectful parenting, blindly entering into relation-
ships with or failure to protect their children from unfamiliar men, neglecting their sexual partners, 
and a multitude of other unproven circumstances attributed to incidents of child sexual abuse. 

 Yet, somewhat overlooked in the research literature is the extent to which the nonoffending moth-
ers’ own history of sexual abuse infl uences their ability to protect their children from potential abuse 
and respond constructively to the sexual abuse situations of their children (Ellenson  1986 ; Kim et al. 
 2007 ; Leifer et al.  1993 ; Parr  2010 ). Mothers without a reported history of childhood sexual abuse 
were more than three times more amenable to believing and protecting their sexually abused children 
than mothers with reported histories (Pintello and Zuravin  2001 ). 

 One dynamic among mothers with unresolved histories of childhood sexual trauma is they often 
suffer psychological diffi culties that may impair their judgment related to protecting their children 
from similar abuse experiences. As opposed to consciously allowing their children to be abused, they 
lack the necessary insight to prevent their children’s sexual abuse. They themselves become victims 
of male perpetrators who seek women that may not be as perceptive or emotionally strong enough to 
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protect themselves or their children from a variety of abuses. Moreover, these mothers are frequently 
victims of domestic violence (Coohey and O’Leary  2008 ; Deblinger et al.  1993 ). 

 On average, when nonoffending mothers with a history of child sexual abuse are compared to those 
without, they are younger, of lower socioeconomic status, have greater family stress (Famularo et al. 
 1989 ; Faust et al.  1995 ), experience spousal abuse (Deblinger et al.  1993 ), suffer with lower psycho-
social functioning, and have personalities that may unconsciously put their children at risk for more 
severe and long lasting sexual abuse (Friedrich  1991 ).  

    Support/Belief of Child 

 Beyond culpability, there is the notion that nonoffending mothers do not believe, support, protect, or 
obtain help for their sexually abused children (Coohey and O’Leary  2008 ; Elliott and Carnes  2001 ; 
Shadoin and Carnes  2006 ; Walters  2002 ). When assessing maternal support, four areas have been 
identifi ed for consideration: (a) the mother’s belief in the child’s allegations of abuse, (b) the mother’s 
level of emotional support of the child, (c) the mother’s actions toward the perpetrator following the 
disclosure, and (d) the mother’s use of professional services (Everson et al.  1989 ). 

 Overall, mothers do support and believe their children when sexual abuse is disclosed (Berliner 
 2011 ; Runyan et al.  1992 ). However, when they do not, it is problematic for a number of reasons. First 
of all, if the nonoffending parent acts unsupportive or doubtful about the allegations, children are less 
likely to disclose (Faller  2007 ) and second, they are more likely to recant (Malloy et al.  2007 ). Third, 
children have a harder time coping with and recovering from their abuse. Fourth, it is harder to protect 
the child from future victimization. Fifth, when social service agencies and the courts determine that 
a mother has indeed failed to protect or that the perpetrator continues to live in the home, they often 
recommend alternative placement for the child. Sixth, mothers with a history of intrafamilial abuse 
are more likely to have dysfunctional families of origin and therefore, may be less likely to have the 
emotional resources available to support the child through the process (Deblinger et al.  1994 ). 

 Bolen and Lamb ( 2004 ,  2007 ) explained that mothers can be both ambivalent and supportive, and 
viewed this perceived lack of support as mothers’ vacillating ambivalence in an attempt to cope with 
the stress of disclosure as well as the magnitude of the disclosure on their daily lives. It is likely the 
stress, anxiety, and feelings of aloneness are often misinterpreted by professionals as a failure to 
protect and cooperate. Malloy and Lyon ( 2006 ) expound by asserting that maternal support is not a 
fi xed measurement but fl uid and likely can improved with intervention. 

 Although the majority of mothers believe their children, they were more likely to believe if the 
perpetrator was an extended family member than a partner (Sirles and Franke  1989 ) or if they were 
divorced or no longer living with the perpetrator (Faller  1988 ). Further, Faller ( 1988 ) found that non-
offending mothers had warmer relationships with their abused children when they did not live with or 
were married to the perpetrator, or when the perpetrator was the biological father. Yet, when perpetra-
tor fathers acknowledged their abuse of the children, mothers were more inclined to provide immedi-
ate support (Lipovsky et al.  1992 ). But, even when mothers held the perpetrators responsible for the 
abuse, due to their own stress they had diffi culty providing emotional support and professional 
services to their children (Deblinger and Hefl in  1996 ). Additionally, mothers with childhood sexual 
abuse and substance abuse histories were less supportive of their children’s disclosures of sexual 
abuse (Leifer et al.  1993 ; Pareses et al.  2001 ). 

 A lack of maternal support increases the likelihood of a child’s placement into foster care (Leifer 
et al.  1993 ). Social services and courts often place children in foster care to give parents an opportunity 
to demonstrate their willingness to protect their children from future trauma. However, the threat of a 
child’s removal is often not enough to compel parents to adequately respond to their children’s needs 
or comply with court ordered assessments (Butler et al.  1994 ; Famularo et al.  1989 ; Tingus et al.  1996 ). 
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 A mother’s belief that her child’s abuse has occurred, her child needs counseling, and she needs 
to separate her child from the offender, were not signifi cant factors in determining whether or not 
the mother kept the child’s fi rst counseling appointment (Haskett et al.  1991 ). More specifi cally, in 
cases with greater incidence of intrafamilial perpetrators and higher frequency of abuse, if both 
social services and law enforcement were involved, children were more likely to have therapy 
(Tingus et al.  1996 ). 

 Some biopsychosocial issues faced by nonoffending mothers appear to be unrelated to the current 
abuse of their child but more likely related to their own history of abuse (Ovaris  1991 ). When mothers 
appear less supportive, research indicates they are often victims themselves who did not receive treat-
ment or feel supported during their own abuse (Howard  1993 ). They may minimize the impact of their 
child’s trauma if they used minimization to cope with their own abuse, believing that they turned out 
‘OK’ and their children will, too. However, researchers found the quality of care given by these 
mothers and their ability to positively engage with child protective agencies were signifi cant predictors 
of their children being re-molested in the future (McDonald and Johnson  1993 ). 

 One can attribute some of these diffi culties to life situations such as having a child victimized, that 
then triggers memories or a re-experiencing of the abuse (Goldstein  1995 ) as well as the powerless-
ness experienced in her own abuse (Friedrich  1990 ; New et al.  1999 ; Sgroi  1982 ). Yet, regardless of a 
history of abuse, mothers of sexually abused children experience less distress when they have support 
from family and friends, and when they use active behavioral and/or cognitive strategies instead of 
avoidance (Hiebert-Murphy  1998 ).  

    Parenting Attitudes and Practices 

 Another dynamic requiring additional study is the impact of child sexual abuse on parenting attitudes 
and practices. Multiple predictors can account for parenting diffi culties but child sexual abuse 
researchers (Benedict  1998 ; Cole and Woolger  1989 ; Faller  2007 ; Hiebert-Murphy  2000 ) found one 
long-term negative consequence is on the later parenting abilities of survivors. Although the defi nition 
of parenting can take on a wide variety of issues related to child rearing, for the purpose of this discus-
sion, effective parenting is defi ned by a mother’s ability to (a) demonstrate developmentally appropri-
ate parenting attitudes and expectations, and (b) appropriately respond to her sexually abused child by 
demonstrating adequate maternal support in response to the abuse situation. 

 Ultimately, there are three questions for consideration. First, do mothers in general parent differ-
ently when they fi nd out that their child has been sexually abused? Second, do mothers with a history 
of childhood sexual abuse parent differently than those without such a history, and third, is this 
affected by whether their child was sexually abused? 

 Referring agencies often make an initial appraisal of mothers’ parenting attitudes. If they have 
concerns, agency workers may require an objective assessment of the mothers’ potential to adequately 
parent and protect their children from future harm. Additionally, such an assessment can aid in deter-
mining if children should remain in the home or be returned from foster care. 

 However, it is argued that one cannot formulate a reliable or valid profi le of the mothers or their 
children based solely on assessments because the examination is being made when they are likely 
experiencing severe distress from the allegations or fi ndings of abuse (Bandcroft et al.  2011 ; Ovaris 
 1991 ). Even high functioning mothers can become overwhelmed and incapacitated upon learning her 
child may have been sexually abused. Furthermore, the mothers are aware that their performance on 
the evaluation could determine the fate of their children going to or remaining in foster care, and in 
some cases, having parental rights terminated. For those invested in their children remaining or return-
ing home, they may believe it important to present themselves in a positive light even if it means 
denying their own abuse or denying common everyday parenting problems. 
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 In situations of child sexual abuse, the literature indicates that many mothers often feel devastated 
and tend to assume that somehow they should have known or protected their child from the abuse 
(Banyard et al.  2001 ; Hooper  1992 ; Ovaris  1991 ). This guilt can be pervasive and often inhibit their 
responsiveness to their children’s behavior at a time when their children generally need more structure 
to enhance their feelings of security. Frequently, this leads to mothers attempting to nurture their 
abused child by being too lenient, which often has the opposite effect and can actually increase behav-
ioral diffi culties. Further, this has the potential to exacerbate confusion in children, whose mothers 
may have previously been structured and consistent, but because of the abuse situation may behave in 
less organized and dependable ways. 

 In contrast to mothers without a history of childhood sexual trauma, mothers who were abused as 
children, and whose children may or may not have been abused, have signifi cantly more dysfunctional 
parenting attitudes and behaviors (Ruscio  2001 ). They may fi nd it diffi cult to feel confi dent, orga-
nized, and in control, and may have always had inappropriate expectations or given mixed messages 
to their children, and exhibited inconsistent parenting styles (Cohen  1995 ; Cole and Woolger  1989 ). 
They likely had diffi culty providing adequate parental supervision and raised their children in a less 
protected environment (Friedrich  1991 ). 

 However, similar to the dynamics of sexual abuse, parenting practices are too complex and multi-
faceted to limit the explanation to just one variable: mother’s history of abuse. Complicating our 
understanding of this issue, it’s been found that children whose mothers are experiencing psychoso-
cial stressors such as depression and substance abuse are more likely to have problems parenting 
regardless of their child being sexually abused (Leifer et al.  1993 ; Pareses et al.  2001 ). Substance 
abuse as an intervening variable between mothers’ history of sexual abuse and maternal supportive-
ness can interfere with mothers’ ability to help their children cope with their sexual abuse experiences 
(Pareses et al.  2001 ). 

 Additionally, studies on parenting attitudes and practices have found signifi cant differences in styles 
of parenting as well as ability to establish positive relationships among mothers with a history of incest 
compared to nonabused mothers (Cole et al.  1992 ). Particularly, mothers with a history of childhood 
sexual abuse endorsed more parenting practices that were considered weaker, abusive, punishing, and 
neglectful as well as messages that belittle and devalue children than mothers who had not experienced 
sexual abuse (Banyard  1997 ; Burkett  1991 ; Cohen  1995 ; Cole et al.  1992 ; Thompson et al.  1999 ). Also, 
the literature described these mothers as tending to have more negative views of themselves as parents 
(Banyard  1997 ) and were more permissive (Ruscio  2001 ), including being less confi dent, consistent, 
and emotionally controlled (Cole et al.  1992 ). They often place the needs of their partners before the 
needs of their child and are more self-focused than child-focused, frequently resulting in issues of 
parent-child role reversal (Parr  2010 ). An overall issue found in research literature was they expected 
their children to be more self-suffi cient (Cole et al.  1992 ) and relied on their children for emotional 
support, viewing them more as caretakers, companions, or friends (Burkett  1991 ).  

    Contextual Basis 

 It is suggested that mothers’ own unresolved trauma affects their personality, perception, and decision 
making (Ellenson  1986 ; Friedrich  1991 ; Parr  2010 ) and thereby infl uences (a) their ability to obtain 
help for their children, (b) their responsiveness to their children’s physical and emotional needs, and 
(c) their overall parenting practices. As such, it is believed that adult survivors of sexual abuse are 
less likely to respond or are slower to constructively respond to situations of their child’s abuse 
(Courtois  1988 ; Hernandez et al.  2009 ; Howard  1993 ; Ovaris  1991 ). 

 This impaired psychosocial functioning has been known to result in sexually abused mothers having 
signifi cantly less empathy and awareness than nonabused mothers (Cohen  1995 ). Cohen speculated 
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that mothers who experienced incest may live with the fear and anxiety of being unable to protect their 
own children from similar abuse, and therefore respond poorly when their child’s abuse is revealed. 
Additionally, Hiebert-Murphy ( 1998 ) postulates that mothers with childhood sexual abuse histories 
experience greater emotional distress following their children’s disclosure of sexual abuse and lack 
the social support to adequately cope with their children’s disclosure. 

 In clinical practice, mothers who have experienced childhood sexual abuse often report a great deal 
of self-doubt with their own life skills and abilities (Parr  2010 ). Additionally, many reported anxiety 
in parenting their children through developmental phases that they had diffi culty mastering due to 
their own abuse. When faced with parenting a sexually abused child, they reported feeling angry that 
they were unable to protect their children from harm and that their child’s abuse triggered their own 
unresolved history.  

    Conclusion 

 Nonoffending mothers are often scrutinized by social service agencies and the judicial system for 
contributing to the abuse of their children or for failing to protect their children from harm. Social 
service agencies often identify mothers as having questionable parenting practices and therefore, ask 
the mother to participate in or the court to mandate parenting capacity assessments. As part of the 
evaluation process of the mother and/or their child victim, social histories may reveal mother’s history 
of childhood sexual abuse. Although there are many mediating factors in childhood sexual abuse situ-
ations, the current discussion supports the notion that mothers with histories of childhood sexual 
trauma – in general – face more challenges in accurately perceiving and responding to their children’s 
needs and gaining the necessary assistance for their children than their nonabused counterparts. 

 Additionally, mothers report a broad range of maternal support in response to their children’s 
disclosure of sexual abuse. Their response can fall anywhere on the continuum from supportive 
to disbelief to rejection. And, as a consequence for mothers who react in non-supportive ways, 
some children are placed in foster care. 

 Oftentimes mothers who have unresolved histories of childhood abuse lack the necessary internal 
resources and coping skills to adequately manage life stressors, especially parenting a sexually 
abused child. Of the mothers who deny abuse histories, it is unclear how many fail to disclose for 
fear they would be further scrutinized. Yet, nonoffending mothers may have experienced numerous 
other life stressors including childhood maltreatment, domestic violence, employment losses, 
 substance abuse, and prior criminal charges that confound their ability to cope with their child’s 
abuse. Research in the area of nonoffending mothers’ parenting their sexually abused children is 
limited, but suggests that mothers’ own histories of childhood abuse may adversely impact their abil-
ity to appropriately parent and support their abused children regardless of other adverse experiences 
(Banyard  1997 ; Ruscio  2001 ). 

    Theoretical Implications 

 Childhood sexual trauma can alter the course of normal development and often occurs in conjunction 
with other forms of maltreatment or stressful life events (Finkelhor  2008 ). Therefore, a comprehen-
sive or holistic approach is essential. Similar to an ecological systems model, methods that address the 
biopsychosocial and cultural needs of victims and their families are imperative to understanding non-
offending caregivers parenting their sexually abused (Zielinski and Bradshaw  2006 ). Child sexual 
abuse and parenting are by defi nition complex, multidimensional issues that cannot be fully 
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appreciated using singular theoretical models. Employing a multi-theoretical perspective that considers 
the long-term developmental consequences of traumatic experiences can offer better awareness in 
understanding this population and hopefully, create a paradigm shift to a more holistic approach.  

    Research Implications 

 Child sexual abuse is an ever evolving fi eld. Active and ongoing research on parenting sexually abused 
children benefi ts children, families, and communities by providing direction for intervention and pre-
vention services. Research-informed practice can be used to identify needs and establish intervention 
services for this population. However, victims and their nonoffending caregivers are under enormous 
psychosocial stress and not likely the best candidates for psychological testing or other measurable 
strategies. Caution must be used in interpreting results because trauma often impedes accurate and 
generalizable assessment. 

 Even though some mothers do not have a history childhood sexual abuse, their parenting may be 
drastically impacted by the sexual abuse of their children. Additionally, there may be numerous other 
family dynamics that may or may not be related to having a sexually abused child. Therefore, when 
parenting capacity assessments or other instruments are used to determine whether or not children 
should remain in the care of or be returned to their families, research-informed interventions such as 
forensic interviewing (American Professional Society on the Abuse of Children [APSAC]  2012 ) can 
only support efforts concerning the best interest of mothers, children, and families. Evidence-based 
research is necessary to knowing what services would likely be helpful to mothers and professionals 
meeting the needs of child victims and their families. A number of mental health treatment approaches 
are used, but trauma-focused cognitive behavioral therapy is most promising because of the extensive 
research that supports it effi cacy (Pollio et al.  2010 ).  

    Practice Implications 

 The discussion on nonoffending mothers emphasizes the need for frontline workers and multidisci-
plinary team participants to be more unifi ed in their response to victims of childhood sexual abuse. 
As stated above, treatment interventions should be research-informed. A consistent and organized 
way of gathering information from referring agencies, parents, and children is needed. Further, a 
consistent measure regularly used to assess their overall parental functioning is important in formu-
lating long- term recommendations. Although open-ended questions can be vital to building rapport, 
inconsistencies in styles can led to gaps in information and incomplete services. Likewise, families 
in need of services may be missed because their issues are not severe enough to warrant this level of 
assessment. 

 Child advocacy center-based treatment programs have the greatest potential for meeting the needs 
of victims and their families (Tavkar and Hansen  2011 ). They provide an opportunity for the entire 
team of professionals working with the family to coordinate from the beginning of the investigative 
and legal procedures all the way through the treatment process (Bonach et al.  2010 ). Families often 
complain about the lack of continuity with intervention services and child advocacy centers are posed 
to provide both child- and family-focused programs (Hernandez et al.  2009 ). 

 A goal of practice should be to provide education, advocacy, and counseling for caregivers whose 
children are suspected of being abused and especially for those who disclose childhood abuse issues 
or diffi culties coping with their children’s disclosure. Treatment of sexual trauma is a specialty area 
that the average frontline practitioner is not trained to handle. Sexual abuse intervention services must 
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emphasize and provide direction for ongoing services to ensure clients’ needs are being met. Ongoing 
training in child sexual abuse for frontline investigators and treatment providers is vital to good 
quality practice with this population. 

 Additionally, providing supportive services to caregivers and their families prior to children being 
placed in foster care is essential in facilitating nonoffending mothers supporting their sexually abused chil-
dren. Many mothers have more than one child abused. Low functioning mothers may benefi t from earlier 
detection services, including screening services at the time children are born into high-risk families. 

 Ideally, a center that evaluates, treats, and supervises the ongoing needs of victims of sexual abuse 
and their families is necessary. A child advocacy center could offer a comprehensive assessment of all 
family members and guide intervention services as needed. In addition, it could serve as a resource to 
identify community-based support services including education, fi nancial assistance, job skills train-
ing, and the like, which are often more benefi cial when done in collaboration with treatment provid-
ers. The goal of the services would be to empower and restore a healthy sense of self for all family 
members and re-establish them the community.  

    Policy Implications 

 Protecting children and preventing child sexual abuse must be a higher priority for policymakers if we 
have any hope of breaking the intergenerational cycle of abuse. One major obstacle for both preven-
tion and intervention programs is funding. Until policymakers and society as a whole recognize child 
sexual abuse as a health crisis, policy and funding resources will not rise to the level of the problem. 
Health insurance offers limited fi nancial support and managed care has restricted services, further 
complicating caregivers ability to obtain the professional assistance their children require. 

 Educating policymakers, courts, social services and law enforcement in understanding the 
long- term consequences of child sexual abuse becomes imperative when considering the future 
biopsychosocial impact on individuals and society. The diffi culties created by denying the gravity of 
the problem only exacerbate healthcare and judicial management expenditures. 

 The greater societal benefi ts in prevention and early intervention programs call for policymakers to 
be held accountable. Interdisciplinary collaboration among community leaders, agencies, and service 
providers is required for directing policymakers in the establishment of programs that empower 
caregivers and families, as well as laws that support prevention and intervention.   

    Summary 

 Discussions such as this are needed to clarify generalizations made about how mothers respond to the 
abuse of their children. An effort to understand the aspects of how sexual abuse impacts children, 
families, and society is a must if we are ever to break the intergenerational cycle of abuse. First of all, 
such information can provide greater theoretical insight into the psychosocial factors infl uencing the 
behavior of nonoffending mothers when their own children are subsequently abused. Secondly, under-
standing how nonoffending mothers are affected by childhood sexual abuse can help inform the inter-
vention and prevention needs of this population as well as child victims. Thirdly, it is important to 
educate the judiciary regarding the needs of victims, their families, and decisions as they relate to case 
management and custody. Finally, studies that address the prevalence and impact of child sexual abuse 
on society are needed to guide policymakers as they struggle to establish prevention laws and policies. 
In our quest to end child sexual abuse, we must acknowledge and include on the team those who serve 
as primary nonoffending caregivers.     

V. Vaughan-Eden



439

   References 

    American Professional Society on the Abuse of Children. (2012).  Practice guidelines: Forensic interviewing in cases of 
suspected child abuse . Chicago: APSAC.  

    Bandcroft, L., Silverman, J., & Ritchie, D. (2011).  The batterer as parent: Addressing the impact of domestic violence 
on family dynamics  (2nd ed.). Thousand Oaks: Sage.  

       Banyard, V. L. (1997). The impact of childhood sexual abuse and family functioning on four dimensions of women’s 
later parenting.  Child Abuse and Neglect, 21 (11), 1095–1107.  

    Banyard, V. L., Englund, D. W., & Rozelle, D. (2001). Parenting the traumatized child: Attending to the needs of 
nonoffending caregivers of traumatized children.  Psychotherapy, 38 (1), 74–87.  

    Benedict, M. I. (1998).  Parenting among women sexually abused in childhood . Report for Offi ce of Child Abuse and 
Neglect, Children’s Bureau, U. S. Department of Health and Human Services (Contract No. 90-CA-1544). 
Washington, DC.  

    Berliner, L. (2011). Child sexual abuse: Defi nitions, prevalence, and consequences. In J. E. B. Myers (Ed.),  The APSAC 
handbook on child maltreatment  (3rd ed., pp. 215–232). Thousand Oaks: Sage.  

     Berliner, L., & Elliott, D. M. (1996). Sexual abuse on children. In J. Briere, L. Berliner, J. A. Bulkley, C. Jenny, 
& T. Reid (Eds.),  The APSAC handbook on child maltreatment  (pp. 51–71). Thousand Oaks: Sage.  

    Bolen, R. M., & Lamb, J. L. (2004). Ambivalence of nonoffending guardians after child abuse disclosure.  Journal of 
Interpersonal Violence, 19 (2), 185–211.  

     Bolen, R. M., & Lamb, J. L. (2007). Can nonoffending mothers of sexually abused children be both ambivalent and 
supportive?  Child Maltreatment, 12 (2), 191–97.  

    Bonach, K., Mabry, J. B., & Potss-Henry, C. (2010). Exploring nonoffending caregiver satisfaction with a Children’s 
Advocacy Center.  Journal of Child Sexual Abuse, 19 (6), 687–708.  

    Browne, A., & Finkelhor, D. (1986). Initial and long-term effects: A review of the research. In D. Finkelhor (Ed.), 
 A source book on child sexual abuse  (pp. 143–179). Newbury Park: Sage.  

     Burkett, L. P. (1991). Parenting behaviors of women who were sexually abused as children in their families or origin. 
 Family Process, 30 , 421–434.  

    Butler, S. M., Radia, N., & Magnatta, M. (1994). Maternal compliance to court-ordered assessment in cases of child 
maltreatment.  Child Abuse and Neglect, 18 (2), 203–211.  

      Cohen, T. (1995). Motherhood among incest survivors.  Child Abuse and Neglect, 19 (12), 1423–1429.  
    Cole, P. M., & Putnam, F. W. (1992). Effect of incest on self and social functioning: A development psychopathology 

perspective.  Journal of Consulting and Clinical Psychology, 60 , 174–184.  
     Cole, P. M., & Woolger, C. (1989). Incest survivors: The relation of their perceptions of their parents and their own 

parenting attitudes.  Child Abuse and Neglect, 13 , 409–416.  
       Cole, P. M., Woolger, C., Power, T. G., & Smith, K. D. (1992). Parenting diffi culties among adult survivors of father- 

daughter incest.  Child Abuse and Neglect, 16 , 239–249.  
       Coohey, C., & O’Leary, P. (2008). Mothers’ protection of their children after discovering they have been sexually 

abused: An information-processing perspective.  Child Abuse and Neglect, 32 (2), 245–259.  
    Corcoran, J. (2004). Treatment outcome research with the nonoffending parents of sexually abused children: A critical 

review.  Journal of Child Sexual Abuse, 13 (2), 59–84.  
    Corcoran, J., & Vijavan, P. (2008). A meta-analysis of parent-involved treatment for child sexual abuse.  Research on 

Social Work Practice, 18 (5), 453–464.  
    Courtois, C. A. (1988).  Healing the incest wound: Adult survivors in therapy . New York: W. W. Norton.  
    Deblinger, E., & Hefl in, A. H. (1996).  Treating sexually abused children and their nonoffending parents: A cognitive 

behavioral approach . Thousand Oaks: Sage.  
        Deblinger, E., Hathaway, C. R., Lippmann, J., & Steer, R. (1993). Psychosocial characteristics and correlates of symp-

tom distress in nonoffending mothers of sexually abused children.  Journal of Interpersonal Violence, 8 , 155–168.  
    Deblinger, E., Stauffer, L., & Landsberg, C. (1994). The impact of a history of child sexual abuse on maternal response 

to allegations of sexual abuse concerning her child.  Journal of Child Sexual Abuse, 3 (3), 67–75.  
     Ellenson, G. S. (1986). Disturbances of perception in adult female incest survivors.  Social Casework: The Journal of 

Contemporary Social Work (March), 67 (3), 149–159.  
    Elliott, A. N., & Carnes, C. N. (2001). Reactions of nonoffending parents to the sexual abuse of their child: A review of 

the literature.  Child Maltreatment, 6 (4), 314–331.  
     Everson, M. D., Hunter, W. M., Runyon, D. K., Edelsohn, G. A., & Coulter, M. L. (1989). Maternal support following 

disclosure of incest.  American Journal of Orthopsychiatry, 59 (2), 197–196.  
     Faller, K. C. (1988). The myth of the collusive mother: Variability in the functioning of intrafamilial sexual abuse. 

 Journal of Interpersonal Violence, 3 (2), 190–196.  
        Faller, K. C. (2007).  Interviewing children about sexual abuse: Controversies and best practices . New York: Oxford 

University Press.  

23 Nonoffending Mothers



440

      Famularo, R., Kinscherff, R., Bunshaft, D., Spivak, G., & Fenton, T. (1989). Parental compliance to court-ordered treatment 
interventions in cases of child maltreatment.  Child Abuse and Neglect, 13 , 507–514.  

       Faust, J., Runyon, M. K., & Kenny, M. C. (1995). Family variables associated with the onset and impact of intrafamilial 
childhood sexual abuse.  Clinical Psychology Review, 15 , 443–456.  

    Fergusson, D. M., & Mullen, P. E. (1999).  Childhood sexual abuse . Thousand Oaks: Sage.  
    Finkelhor, D. (1994). Current information the scope and nature of child sexual abuse.  The Future of Children: Sexual 

Abuse of Children, 4 (2), 31–53.  
    Finkelhor, D. (2008).  Childhood victimization: Violence, crime, and abuse in the lives of young people . New York: 

Oxford University Press.  
    Finkelhor, D., & Jones, L. M. (2006). Why have child maltreatment and child victimization declined?  Journal of Social 

Issues, 62 (4), 685–716.  
     Friedrich, W. N. (1990).  Psychotherapy of sexually abused children and their families . New York: Norton.  
         Friedrich, W. N. (1991). Mothers of sexually abused children: An MMPI study.  Journal of Clinical Psychology, 

47 , 778–783.  
     Gavey, N., Florence, J., Pazaro, S., & Tan, J. (1990). Mother-blaming, the perfect alibi: Family therapy and the mothers 

of incest survivors.  Journal of Feminist Family Therapy, 2 (1), 1–25.  
    Goldstein, E. G. (1995).  Ego psychology and social work practice . New York: The Free Press.  
    Hall, L., & Lloyd, S. (1993).  Surviving child sexual abuse: A handbook for helping women challenge their past . 

Washington, DC: The Farmer Press.  
    Haskett, M. E., Nowlan, N. P., Hutcheson, J. S., & Whitworth, J. M. (1991). Factors associated with the successful entry 

into therapy in child sexual abuse cases.  Child Abuse and Neglect, 15 , 467–476.  
    Hebert, M., Daigneault, I., Collin-Vezina, D., & Cyr, M. (2007). Factors linked to distress in mothers of children 

disclosing sexual abuse.  Journal of Nervous and Mental Disease, 195 (10), 805–811.  
      Hernandez, A., Ruble, C., Rockmore, L., McKay, M., Messam, T., Harris, M., & Hope, S. (2009). An integrated 

approach to treating non-offending parents affected by sexual abuse.  Social Work in Mental Health, 7 (6), 533–555.  
     Hiebert-Murphy, D. (1998). Emotional distress among mothers whose children have been sexually abused: The role of 

a history of child sexual abuse, social support, and coping.  Child Abuse and Neglect, 22 (5), 423–435.  
    Hiebert-Murphy, D. (2000). Factors related to mothers’ perceptions of parenting following their children’s disclosure of 

sexual abuse.  Child Maltreatment, 5 (3), 251–260.  
    Hooper, C. A. (1992).  Mothers surviving child sexual abuse . New York: Routledge, Chapman and Hall.  
     Howard, C. A. (1993). Factors infl uencing a mother’s response to her child’s disclosure of incest.  Professional 

Psychology: Research and Practice, 24 (2), 176–181.  
    Jenny, C. (1996). Medical issues in sexual abuse. In J. Briere, L. Berliner, J. A. Bulkley, C. Jenny, & T. Reid (Eds.), 

 The APSAC handbook on child maltreatment  (pp. 195–205). Thousand Oaks: Sage.  
    Kendall-Tackett, K. A., Williams, L. M., & Finkelhor, D. (1993). Impact of sexual abuse on children: A review and 

synthesis of recent empirical studies.  Psychological Bulletin, 113 (1), 164–180.  
    Kim, K., Noll, J. G., Putnam, F. W., & Trickett, P. K. (2007). Psychosocial characteristics of nonoffending mothers of 

sexually abused girls: Findings from a prospective, multigenerational study.  Child Maltreatment, 12 (4), 338–351.  
    Kirschner, S., Kirschner, D. A., & Rappaport, R. L. (1993).  Working with adult incest survivors: The healing journey . 

New York: Brunner/Mazel.  
       Leifer, M., Shapiro, J. P., & Kassem, L. (1993). The impact of maternal history and behavior upon foster placement and 

adjustment in sexually abused girls.  Child Abuse and Neglect, 17 , 755–766.  
    Lipovsky, J. A., Saunders, B. E., & Hanson, R. F. (1992). Parent-child relationships of victims and siblings in incest 

families.  Journal of Child Sexual Abuse, 1 (4), 35–49.  
    Malloy, L. C., & Lyon, T. D. (2006). Caregiver support and child sexual abuse: Why does it matter?  Journal of Child 

Sexual Abuse, 15 (4), 97–103.  
    Malloy, L. C., Lyon, T. D., & Quas, J. A. (2007). Filial dependency and recantation of child sexual abuse allegations. 

 Journal of the American Academy of Child and Adolescent Psychiatry, 46 (2), 162–170.  
    McDonald, T. P., & Johnson, W. (1993). Tracking reported sexual abuse cases.  Journal of Child Sexual Abuse, 2 (2), 1–11.  
    Muram, D., Rosenthal, T. L., & Beck, K. W. (1994). Personality profi les of mothers of sexual abuse victims and their 

daughters.  Child Abuse and Neglect, 18 (5), 419–423.  
     Myers, J. E. B., Diedrich, S., Lee, D., Fincher, K. M., & Stern, R. (1999). Professional writing on child sexual abuse 

from 1900 to 1975: Dominant themes and impact on prosecution.  Child Maltreatment, 4 (3), 201–216.  
    New, M. J. C., Stevenson, J., & Skuse, D. (1999). Characteristics of mothers of boys who sexually abuse.  Child 

Maltreatment, 4 (1), 21–31.  
    Newberger, C. M., Gremy, I. M., Waternaux, C. M., & Newberger, E. H. (1993). Mothers of sexually abused children: 

Trauma and repair in longitudinal perspective.  American Journal of Orthopsychiatry, 63 (1), 92–102.  
       Ovaris, W. (1991).  After the nightmare . Holmes Beach: Learning Publications.  
      Pareses, M., Leifer, M., & Kilbane, T. (2001). Maternal variables related to sexually abused children’s functioning. 

 Child Abuse and Neglect, 25 (9), 1159–1176.  

V. Vaughan-Eden



441

        Parr, D. O. (2010).  Molested mommies: When incest survivors become parents . Bloomington: Xlibris Corporation.  
    Pintello, D., & Zuravin, S. (2001). Intrafamilial child sexual abuse: Predictors of post disclosure maternal belief and 

protective action.  Child Maltreatment, 6 (4), 344–352.  
   Pollio, E., Deblinger, E., & Runyon, M. (2010). Mental health treatment for the effects of child sexual abuse. In J. E. 

B. Myers (Ed.),  The APSAC handbook on child maltreatment  (3rd ed., pp. 215–232). Thousand Oaks, CA: Sage 
Publications.  

   Runyan, D., Hunter, W. M., Everson, M. D., DeVos, E. D., Cross, T., Peeler, N., & Whitcomb, D. (1992).  Maternal sup-
port for child victims of sexual abuse: Determinants and implications.  Report for the National Center on Child 
Abuse and Neglect (Grant No. 90CA-1368). Washington, DC.  

      Ruscio, A. M. (2001). Predicting the child-rearing practices of mothers sexually abused in childhood.  Child Abuse and 
Neglect, 25 (3), 133–146.  

    Russell, D. E. H., & Bolen, R. M. (2000).  The epidemic of rape and child sexual abuse in the United States . Thousand 
Oaks: Sage.  

    Sawyer, G., Tsao, E., Hansen, D., & Flood, M. (2006). Weekly problems scales: Instruments for sexually abused youth 
and their nonoffending parents in treatment.  Child Maltreatment, 11 (1), 34–48.  

    Schonberg, I. J. (1992). The distortion of the role of mother in child sexual abuse.  Journal of Child Sexual Abuse, 1 (3), 
47–61.  

    Sedlak, A. J., Mettenburg, J., Basena, M., Petta, I., McPherson, K., Greene, A., & Li, S. (2010).  Fourth national 
incidence study of child abuse and neglect (NIS–4): Report to Congress, executive summary . Washington, DC: U.S. 
Department of Health and Human Services, Administration for Children and Families.  

    Sgroi, S. M. (1982). Family treatment. In S. M. Sgroi (Ed.),  Handbook of clinical intervention in child sexual abuse  
(pp. 241–268). Lexington: Lexington Books.  

     Shadoin, A. L., & Carnes, C. N. (2006). Comments on how child protective services investigators decide to substantiate 
mothers for failure-to-protect in sexual abuse cases.  Journal of Child Sexual Abuse, 15 (4), 97–103.  

     Sirles, E. A., & Franke, P. J. (1989). Factors infl uencing mothers’ reactions to intrafamily sexual abuse.  Child Abuse and 
Neglect, 13 , 131–139.  

    Smith, A. P., & Kelly, A. B. (2008). An exploratory study of group therapy for sexually abused adolescents and 
nonoffending guardians.  Journal of Child Sexual Abuse, 17 (2), 101–116.  

     Tavkar, P., & Hansen, D. J. (2011). Interventions for families victimized by child sexual abuse: Clinical issues and 
approaches for child advocacy center-based services.  Aggression and Violent Behavior, 16 (3), 188–199.  

    Thompson, R. A., Christiansen, E. H., Jackson, S., Wyatt, J. M., Colman, R. A., Peterson, R. L., Wilcox, B. L., 
& Buckendahl, C. W. (1999). Parent attitudes and discipline practices: Profi les and correlates in a nationally 
representative sample.  Child Maltreatment, 4 (4), 316–330.  

     Tingus, K. D., Heger, A. H., Foy, D. W., & Leskin, G. A. (1996). Factors associated with entry into therapy in children 
evaluated for sexual abuse.  Child Abuse and Neglect, 20 (1), 63–68.  

    Walters, S. (2002). Working with the nonoffending caregiver.  Sex Offender Law Report, 4 (3), 35–38.  
    Wells, R. D., McCann, J., Adams, J., Voris, J., & Ensign, J. (1995). Emotional, behavioral, and physical symptoms 

reported by parents of sexually abused, nonabused, and allegedly abused prepubescent females.  Child Abuse and 
Neglect, 19 (2), 155–163.  

     Wilson, M. K. (1995). A preliminary report on ego development in nonoffending mothers of sexually abused children. 
 Child Abuse and Neglect, 19 (4), 511–518.  

    Wolfe, D. A. (1999).  Child abuse: Implications for child development and psychopathology . Thousand Oaks: Sage.  
    Wyatt, G. E., Guthrie, D., & Notgrass, C. M. (1992). Differential effects of women’s child sexual abuse and subsequent 

sexual revictimization.  Journal of Consulting and Clinical Psychology, 60 , 167–173.  
    Zielinski, D. S., & Bradshaw, C. P. (2006). Ecological infl uences on the sequelae of child maltreatment: A review of the 

literature.  Child Maltreatment, 11 (1), 49–62.    

23 Nonoffending Mothers



443J.E. Korbin and R.D. Krugman (eds.), Handbook of Child Maltreatment, Child Maltreatment 2,
DOI 10.1007/978-94-007-7208-3_24, © Springer Science+Business Media Dordrecht 2014

        Until relatively recently, the only way that most Child Protective Services (CPS) systems could respond 
to allegations of child abuse and neglect was through an investigation. Concerns with certain elements 
of this forensic approach to child protection led to the development of a CPS reform known as 
Differential Response. 1  This chapter will describe the key elements of a Differential Response approach 
to child protective services and highlight how it differs from a traditional investigative approach. 
Although a core set of practice elements have been defi ned that characterize Differential Response 
systems, wide variations in practice exist between systems, several of which will be described. As with 
most child welfare interventions, rigorous research on the effectiveness of Differential Response sys-
tems is limited, but quickly growing. A summary and critical review of the current evidence is pro-
vided, as well as suggestions for next steps. 

    Development and Evolution of Differential Response 
in Child Protective Services 

    Traditional Child Protective Service Systems 

 Although some variations in practice exist, all child protection systems are designed to respond to 
child maltreatment through several key functions: (1) maintaining a hotline that receives referrals of 
alleged child maltreatment, (2) screening these referrals to determine CPS response, and (3) investi-
gating the screened-in reports to determine (a) whether child maltreatment has occurred or the risk of 
future maltreatment is high and (b) what actions, if any, are needed to ensure the child’s safety (U.S. 
Department of Health and Human Services [DHHS]  2003 ). Figure  24.1  shows a typical case fl ow in 
a traditional, single-track CPS system. Families become involved with the child protection system 
following a referral call of suspected child abuse or neglect made to a hotline by either a mandated 
reporter or by a family member, friend, or other concerned citizen. Trained CPS intake workers gather 

1   Differential Response is sometimes referred to as Alternative Response, Multiple Response, or Family Assessment 
Response. 
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information from the reporter about the alleged incident and make a decision to either screen the 
 referral call into the system or reject the call and screen it out of the system.

   Referrals may be screened out if there is not enough information to investigate or if the 
reported circumstances do not meet the state’s statutory defi nition of child abuse or neglect. Some 
states provide services or community referrals to screened-out calls, but many do not. In FFY 2010, 
there were an estimated 3.3 million referrals involving 5.9 million children made to child protec-
tive services in the United States (DHHS  2011 ). Of these referrals, 60.7 % were screened in and 
39.3 % were screened out. 

 Once a referral is screened in, the child protection system must respond to the allegations of child 
maltreatment. In a traditional CPS system, this response consists of an investigation, which is initiated 
within a particular time period from a few hours to several days, depending on the type of maltreat-
ment alleged, the potential severity of the situation, and state statutes (Child Welfare Information 
Gateway  2012 ). Investigators contact the family, typically through an unannounced home visit, to 
gather information from the child, parents, and other relevant informants regarding the alleged mal-
treatment incident. Most CPS agencies have implemented the use of structured safety or risk assess-
ment instruments to guide investigators’ decision-making regarding the child’s immediate or long-term 
risk of moderate to severe harm. Investigators may gather additional evidence through interviews with 

  Fig. 24.1    Traditional CPS system       
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collateral contacts or screening protocols for specifi c risks such as domestic violence or parental 
substance abuse. An investigator’s primary purpose is to determine whether the child is safe in the 
home, whether abuse or neglect occurred, and whether there is a high risk of additional maltreatment. 
Once suffi cient evidence is collected, the investigator makes a determination about whether maltreatment 
occurred; the maltreatment allegations are either substantiated or unsubstantiated. In FFY 2010, 
24.3 % of the reports that received an investigation were substantiated and 70.4 % were unsubstantiated 
(DHHS  2011 ). 2  

 A number of additional actions may occur when a report is substantiated, although their likelihood 
of occurrence varies signifi cantly among CPS agencies (DHHS  2003 ,  2011 ). In nearly all states, the 
names of the maltreatment perpetrators are entered into a central registry so that reports can be tracked 
over time and used for background checks. Some families receive post-investigation services; deci-
sions about services depend on a number of factors, including state policy; results of safety, risk, and 
needs assessments; and local service availability. If there is little to no risk of future maltreatment or 
few family needs, the case may be closed without services or the family may be provided with refer-
rals to community-based services. If there is moderate to high risk of future maltreatment or many 
family needs, post-investigation child welfare services may be provided to the family. Voluntary ser-
vices may be provided to the family while the children remain at home, or, if the family refuses to 
participate, a court petition may be obtained to mandate participation with in-home services. If the 
child has been seriously harmed or is considered at risk of serious harm, the court may order the 
child’s removal from the home and mandate the family’s participation in services. Post-investigation 
services may be provided to families with unsubstantiated maltreatment reports as well, although this 
occurs less frequently than among families with substantiated reports. In FFY 2010, 61.1 % of the 
children in substantiated reports received post-investigation services, compared to 24.0 % of children 
in unsubstantiated reports (DHHS  2011 ).  

    Development of Differential Response in Child Protective Services 

 Soon after its inception, pressures began to mount in the child protection system as the number 
of annual reports made to hotlines increased from fewer than 10,000 in 1967 to more than 2.6 
million in 2010 (DHHS  2011 ). By 1990 a U.S. Advisory Board on Child Abuse and Neglect 
concluded that child maltreatment was a “national emergency” and that “the system the nation 
has devised to respond to child abuse and neglect is failing. It is not a question of acute failure of 
a single element of the system; there is chronic and critical multiple organ failure” (U.S. Advisory 
Board on Child Abuse and Neglect  1990 , p. 2, as cited in Siegel  2012 ). Blue ribbons panels of 
child welfare experts were convened and tasked with pinpointing problems and developing solu-
tions. One such task force, the Harvard Executive Session, brought together child welfare admin-
istrators, practitioners, policy- makers and experts between 1994 and 1997; this group identifi ed 
fi ve major concerns of the CPS system: over-inclusion, system capacity, under-inclusion, service 
orientation, and service delivery (Waldfogel  1998 ). As a wider range of child welfare concerns 
were included in state defi nitions of child maltreatment, “reports concerning relatively low-risk 
families unnecessarily add to the volume of cases fl ooding the CPS system” (Waldfogel  1998 , p. 107); 
inappropriately referred cases were problematic not only because many families were being 
investigated that did not need to be, but they also impeded the ability of the system to respond 
effectively to other, higher-risk cases. The type of over-inclusion identifi ed by the Harvard 

2   An additional 1.4 % were indicated (an infrequently used category meaning that the report could not be substantiated 
but there was reason to suspect that the child was maltreated) and minor numbers were closed without a determination 
or had another disposition, so percentages do not add to 100 %. 
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Executive Session remains true today: the vast majority of CPS investigations involve allegations 
of neglect (78.3 %) and less than 20 % require court action (DHHS  2011 ). 

 In addition, in order to gather the evidence needed to make a determination of maltreatment, 
CPS investigators tend to approach families in an adversarial manner, by arriving unannounced and 
interviewing children and collateral contact to corroborate evidence about the facts of the case. 
Receiving such a visit from child protective services usually elicits feelings of fear, anger, shame, 
or humiliation from parents (Buckley et al.  2011 ; Gallagher et al.  2011 ; Harris  2012 ; Platt  2001 ). 
Many parents fi nd the investigation process coercive and intrusive, and respond by overtly resisting 
the intervention, hiding important information or concerns, or feigning cooperation out of fear of 
being negatively perceived by the worker and agency (Forrester et al.  2012 ; Harris  2012 ; Thoburn 
et al.  1995 ). Research indicates the importance of parent engagement with child welfare services in 
achieving better outcomes for families, yet the adversarial nature of traditional CPS investigations 
inhibits engagement and makes parents less likely to accept services and less motivated to change 
their behavior (Schene  2005 ). 

 Although many parents who are investigated by CPS report feeling coerced into accepting services, 
most are not offered services at all. The vast majority of reports made to CPS are unsubstantiated, and 
rates of service provision even among substantiated cases are very low in many states (DHHS  2011 ). 
This does not mean that investigated families have no service needs; many have underlying problems 
such as unstable housing, severe poverty, chronic physical and mental health conditions, and issues 
with substance abuse (Ringeisen et al.  2011 ). Yet, contact with the traditional child protection system 
does little to alleviate these problems (Campbell et al.  2010 ). As a result, many families come into 
repeated contacts with the child protection system while their needs and problems go unresolved. 

 Combined, these criticisms led one noted child welfare researcher to describe the traditional CPS 
response to maltreatment as “an adversarial investigation, leading to minimal services unless the situ-
ation is so severe that the child is removed from the home” (Schene  2005 , p. 5). It was these perceived 
limitations that led child welfare administrators and policy-makers in several states to develop and 
implement practices and policies designed to increase parent engagement, individualize services to 
match identifi ed family needs, and improve long-term family well-being, all without sacrifi cing the 
focus on child safety that was the hallmark of traditional child protective services. Several reform 
efforts grew from the dissatisfaction with the child protection system of the early 1990s (Waldfogel 
 1998 ), and one eventually took shape into what is now known as Differential Response. Loosely 
defi ned, Differential Response allows child protection systems the option of responding to screened-
 in reports of child abuse and neglect in more than one way. Differential Response systems recognize 
that while some maltreatment reports require court involvement and are best approached through a 
traditional investigation, many do not and would be better served through an alternative approach that 
emphasized family-involvement and needs-driven service provision. 

 Differential Response reforms were piloted in several states during the 1990s, including Florida, 
Missouri, Oklahoma, Virginia, Washington, and Texas (National Quality Improvement Center on 
Differential Response [QIC-DR]  2011 ). Several of these pilot projects, including those in Florida and 
Texas, were discontinued due to funding and service capacity issues, or because child welfare admin-
istrators or legislators shifted reform efforts to other programs. Reforms in other states fl ourished, 
however, and the Missouri Differential Response system served as a model for reform in several other 
states, including Minnesota (Siegel  2012 ). In the 2000s, interest in Differential Response continued to 
climb, and reached a tipping point around the middle of the decade. In 2005, the American Humane 
Association “launched a national initiative on Differential Response” with the release of a double 
issue of their  Protecting Children  journal, addressing the use of Differential Response with varying 
case characteristics, county and state-specifi c lessons surrounding implementation, early evaluation 
fi ndings, and discussions of the policy, practice, and data implications moving forward (Marley and 
Kaplan  2011 , p. 3). American Humane Association also convened the fi rst National Conference on 
Differential Response in San Diego in 2006, which drew together national and state experts in an 
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effort to share information. Another indication of the growing interest in Differential Response was a 
national study that was jointly conducted by the American Humane Association and the Child Welfare 
League of America (Merkel-Holguin et al.  2006 ). The results of this study were instrumental in refi n-
ing the fi eld’s understanding of the various ways in which states were implementing Differential 
Response and developing a more precise defi nition of the approach. 

 Another key event in the history of Differential Response occurred in 2008, when the Children’s 
Bureau awarded a 5 year cooperative agreement to the American Humane Association and its part-
ners, Walter R. McDonald & Associates Inc. and the Institute of Applied Research, to operate the 
National Quality Improvement Center on Differential Response in Child Protective Services 
(QIC-DR) (Nolan et al.  2012 ). One of the foremost goals of the QIC-DR is to “build cutting-edge, 
innovative, and replicable knowledge about differential response, including guidance on best prac-
tice” (Marley and Kaplan  2011 , p. 3). Phase 1 of the project focused on the identifi cation of knowl-
edge gaps, service gaps, and research priorities. Phase 2 involves generating and disseminating new 
knowledge and robust evidence by funding three research and demonstration sites in Colorado, 
Illinois, and Ohio to pilot and evaluate Differential Response reforms using the most rigorous meth-
ods and measures (Nolan et al.  2012 ). The results of these evaluations will be available in 2013 and 
will be disseminated widely. 

 In December 2010, the Child Abuse Prevention and Treatment Act (CAPTA) Reauthorization 
Act of 2010 was passed. It contained a “thematic emphasis on differential response, States’ use of 
this approach, and reporting on these efforts” (Nolan et al.  2012 , p. 4). Although Differential 
Response is not explicitly defi ned in CAPTA, allowing states to defi ne it in a manner that is consis-
tent with state law, they are now required to “describe their actions and submit additional data in the 
annual State data reports, including the number of families that receive differential response as a 
preventive service” (Nolan et al.  2012 , p. 3). Though counting the number of states and tribes that 
have implemented Differential Response is a bit like hitting a moving target, the most recent esti-
mates suggest that 20 states or tribes have Differential Response systems as of September 2012, and 
another seven are contemplating its adoption.  

    Core Elements of Differential Response Child Protection Systems 

 One of the primary purposes of the 2006 national study on Differential Response was to identify 
which states had implemented Differential Response and describe practice in each state. Although 
there was a great deal of variation among the state and county Differential Response practice, the 
authors identifi ed a core set of elements that characterized most Differential Response systems in an 
effort to “achieve defi nitional clarity and distinguish among the multitude of child protection reforms” 
(Merkel-Holguin et al.  2006 , p. 10):

    1.    The use of two or more discrete response pathways are used for screened-in reports, including an 
investigation response and a family assessment response;   

   2.    The establishment of discrete response pathways is formalized in statute, CPS policy, or CPS 
protocols;   

   3.    Initial response pathway assignment depends on a variety of factors, such as the presence of immi-
nent danger, level of risk, number of previous reports, source of the reporter, presenting case char-
acteristics such as type of alleged maltreatment and age of the alleged victim. Typically, 
low-to-moderate risk reports are assigned to the family assessment pathway;   

   4.    Initial pathway assignment can change based on new information obtained by the agency that 
alters the risk level or safety concerns;   

   5.    Services are voluntary in the family assessment pathway, that is, families can accept or refuse the 
offered services if there are no safety concerns;   
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   6.    Families in the assessment pathway are served without a formal determination of child maltreatment 
(i.e., substantiation); and   

   7.    Family members in the assessment pathway are not entered into a central registry as maltreatment 
perpetrators.    

  Figure  24.2  shows a typical case fl ow in a child protection system that has implemented Differential 
Response. A comparison of the fl ow charts for a traditional and Differential Response CPS highlights 
the ways in which they are similar and distinct, and Table  24.1  summarizes the major distinctions 
between the two approaches. In a Differential Response system, referrals come into the system 
through a hotline and are screened to determine if a CPS response is warranted in the same manner as 
a traditional CPS. However, a second screening occurs to determine the initial pathway assignment. 

  Fig. 24.2    Differential response CPS system       
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Moderate- to high-risk cases are typically assigned to a traditional investigation pathway; these cases 
then proceed through the child protection system in the same manner as those described in Fig.  24.1 . 
Low- to moderate-risk cases, defi ned in a variety of ways, can be assigned to a family assessment 
pathway. Once assigned to this pathway, the worker meets with the family and engages them as active 
partners in the assessment process, which includes not only safety assessment but strengths and needs 
assessments as well. Extended family members, friends, and community professionals may be 
included in this process, but as sources of support rather than as collateral contacts. Parents are treated 
as the experts on their family’s needs and strengths rather than as alleged perpetrators of maltreat-
ment. If the initial assessments change the worker’s view of the level of risk present in the family, 
cases can be re-assigned from the family assessment pathway to an investigation pathway. If the risk 
level remains low to moderate and the family has identifi ed needs that would benefi t from supportive 
services, services can be offered to the family following the assessment. Families may choose to 
accept these services, at which point an ongoing service case is opened. Alternatively, no service 
needs may be identifi ed by the family or they may choose not to accept the offered services, and the 
case would be closed.

    The core elements described above form the most commonly-accepted defi nition of Differential 
Response systems. This defi nition excludes certain child protection system reforms that include 
some, but not all, of the core elements. For example, California’s CPS reform, which is also called 
“Differential Response,” focuses on family engagement, strengths-based assessments, and enhanced 
service delivery provided through one of “three distinct paths for ensuring child safety” (Merkel- 
Holguin et al.  2006 , p. 83). However,  both  of the pathway responses available to families with 
screened-in reports – even the “community response” pathway designed for low to moderate risk 
reports – end with a determination of substantiated, inconclusive, or unfounded maltreatment. 
Since the lack of a maltreatment determination in the assessment pathway is a core element of the 
Differential Response approach, the California CPS approach does not meet this defi nition (QIC-DR 
 2011 ). In addition, California, like several other states, has a formal pathway designed to provide 
services to families with screened-out reports of child maltreatment (see Marley and Kaplan  2011 , 
for results of a recent national survey of state efforts in this arena). Although formal CPS responses 

   Table 24.1    Comparison of investigation and assessment approaches to child protection   

 Investigation  Family assessment 

 Focus  To understand what happened to the child in the 
reported incident, who was responsible, and 
steps to ensure child safety in immediate 
future 

 To understand underlying conditions and 
factors that jeopardize child safety as well 
as areas of family functioning that can be 
strengthened 

 Goal  Determination of fi ndings related to maltreat-
ment allegations, identify maltreatment 
perpetrators and victims 

 Engage parents, extended family, and 
community partners in identifying 
problems and participating in services 
and supports that address family needs 

 Disposition  Substantiation of maltreatment allegations  No substantiation decision is made; families 
identifi ed as “in need of services or 
supports” or “services recommended” 

 Central Registry  Perpetrators’ names are entered into a central 
registry in accordance with state statutes and 
policies 

 No names are entered into the central registry 

 Services  If case is opened, service plan is written by the 
worker and services are provided; families 
can be ordered by the court to participate in 
services 

 Voluntary services are offered; if family 
declines and there are no safety concerns, 
the case is closed; if safety concerns 
exist, case can be reassigned to 
investigation 

  Adapted from Schene ( 2005 ) and Child Welfare Information Gateway ( 2008 )  
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to screened-out reports of alleged maltreatment are often confused with Differential Response, 
perhaps because many states implement them in conjunction with Differential Response reforms, 
these responses are not considered to be Differential Response under the current conceptualization 
(Marley and Kaplan  2011 ). Likewise, the numerous interventions developed in recent years to 
engage vulnerable families at risk of maltreatment in supportive services do not fall under the gen-
eral rubric of Differential Response, because these programs typically are not targeted at families 
with screened-in reports of maltreatment.  

    Variations in Differential Response Child Protection Systems 

 The fl owchart presented in Fig.  24.2  describes a typical Differential Response system. Despite sharing 
basic characteristics, there is a great deal of variability in the Differential Response systems that have 
been implemented to date. States and counties have adapted the basic principles of Differential 
Response to meet local needs and resources in a variety of ways, and differences in practice occur at 
each point in the case fl owchart. 

  Initial Pathway Determinations . All child protection systems have policies in place to screen incom-
ing referrals of alleged maltreatment to determine whether or not to respond. Differential Response 
systems require a second level of decision-making to determine which of the available pathway 
responses is most appropriate for screened-in reports. Systems differ widely on who makes the deci-
sion, when it is made, how it is made, and the criteria that are considered. In many systems, the same 
state or county CPS intake worker that screens the initial referrals into the system also makes the 
initial pathway determination. Oftentimes supervisory review and approval of this decision is required. 
To improve the consistency with which the pathway determinations are made, Olmsted County in 
Minnesota implemented a group decision-making process known as the RED team (Review, Evaluate, 
and Direct) (Sawyer and Lohrbach  2005a ). This approach has also been adopted by the Colorado 
Differential Response system (Winokur et al.  2012 ). RED team membership includes wide represen-
tation of social workers from various units including intake, assessment, investigation, and ongoing 
services. New social workers also regularly observe RED team meetings as part of their  orientation to 
child protective services. Meetings are held every morning and chaired by a child protection supervi-
sor who is responsible for facilitating the presentation of information and for ensuring a decision is 
reached. A consultation framework is used to organize the presenting information into several catego-
ries for discussion: danger/harm, complicating factors, strengths/protective factors, safety, risk state-
ments, gray area, and next steps. In the rare event that the RED team is unable to make a decision, the 
supervisor may ask the intake worker to gather more specifi c information and return to a subsequent 
RED meeting (Sawyer and Lohrback  2005a ). 

 The criteria used by workers or teams to determine initial pathway assignments are typically defi ned 
in either department policy or enabling legislation (QIC-DR  2011 ). There are numerous variations 
among states in the types of cases that are allowed to receive an assessment response, as well as in the 
amount of discretion given to workers in making these determinations. Almost all states require an 
investigation of reports that involve sexual abuse, fatalities or other types of serious or egregious harms, 
or other types of reports that could result in criminal court proceedings (QIC-DR  2011 ). In addition, 
several states require an investigation for any report involving young children, who are perceived as 
being more vulnerable than older children. Others add additional restrictions that limit the assessment 
pathway from families with numerous or recent prior reports with the child protection system (Kearney 
et al.  2012 ; Merkel-Holguin et al.  2006 ). Beyond these mandatory exclusion criteria, however, agencies 
have developed highly distinct criteria for determining which families are eligible to receive a family 
assessment response. In some states or counties, the majority of families are eligible to receive a family 
assessment, while in others, assessments are limited to a small minority of families. 
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 For example, in the ten Ohio Differential Response pilot counties, the working assumption used by 
intake workers when making the initial pathway determination is that families will be provided with 
a family assessment response unless there are reasons why a traditional investigation has to be 
pursued (Loman et al.  2010 ). Reports that must be investigated include those that allege sexual abuse 
or serious harm to a child, those involving suspicious child fatality or homicide, and those involving 
persons acting in place of parents (e.g., day care providers or foster parents), or child welfare workers. 
In addition to these mandatory investigation criteria, several items allow intake workers to use their 
discretion in deciding whether a report is appropriate for the family assessment response: currently open 
investigation; frequency, similarity or recentness of past reports; long-term court-ordered placement 
will be needed; legal intervention due to violent activities in household; parent has declined services 
in past or is unable/unwilling to achieve child safety; past maltreatment concerns unresolved at previous 
closing; or previous child harm offenses charged against alleged perpetrator. Using these criteria, 
about 52 % of screened-in reports were determined to be appropriate for a family assessment response 
(Loman et al.  2010 ). Some systems limit the family assessment response to reports with specifi c types of 
allegations or those assigned the lowest “priority” response level. For instance, in Illinois, the assess-
ment pathway is limited to families with no previous reports of maltreatment who are reported for 
inadequate food, shelter, or clothing, environmental neglect, mental injury, medical neglect, and inad-
equate supervision of children 8 years or older (Kearney et al.  2012 ). In Nevada, only those reports 
classifi ed as Priority 3 are eligible to receive a family assessment response; Priority 3 reports involve 
allegations such as educational neglect, environmental neglect, medical neglect, improper supervision 
or inappropriate discipline with non-severe physical harm. In addition, Nevada statute requires that any 
report in which a child fi ve or younger is identifi ed as a possible victim receives an investigation. 
Because of these fairly restrictive criteria, the percentage of reports in Nevada that have been referred to 
the family assessment pathway since 2009 averages 9 % across counties (Siegel et al.  2010 ). Three of the 
six New York counties that implemented Differential Response in the fi rst round pilot limited the family 
assessment response to reports of educational neglect (Ruppel et al.  2011 ), which equaled about 
4–7 % of screened in reports. State child welfare administrators discovered, however, that allowing 
county Differential Response programs to limit their criteria to just educational neglect made the 
programs so small that there was little impact on the overall CPS culture. Later Differential Response 
applicant counties were required to commit to assigning a signifi cant percentage of their screened-in 
reports to the family assessment pathway (30–40 %) to receive approval (Ruppel et al.  2011 ). 

  Number of Response Pathways . Not including pathways designed to respond to families with 
screened-out reports of maltreatment, the vast majority of Differential Response systems have two 
pathways: a traditional investigation pathway and a family assessment pathway. A few places have 
developed a third pathway for screened-in reports of maltreatment. For instance, Olmsted County in 
Minnesota has a three pathway Differential Responses system: a traditional child protection response 
that is statutorily required for reports of child sexual abuse, licensed facility reports, and egregious and 
serious harm to a child; and two alternative response pathways that provide a family assessment and 
voluntary service provision without a formal fi nding of child maltreatment. One alternative pathway 
is for families with a screened-in report of child exposure to domestic violence and the other is for all 
other screened-in reports that fall outside the narrowly defi ned reports that require a traditional inves-
tigation (Sawyer and Lohrback  2005a ,  b ). 

  Staffi ng . A variety of staffi ng confi gurations have been developed to accommodate Differential 
Response systems. Most states utilize existing county or state public child welfare workers to provide 
assessments and services in the family assessment pathway, although a few contract with private 
agencies to perform these duties. The Illinois Differential Response system selected a “paired team” 
approach to service provision in the family assessment pathway. A public agency worker and private 
agency worker made a joint fi rst visit to families, with the public agency worker taking primary 
responsibility for completing a safety assessment to determine the present or emerging harm in the 
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household and the private agency worker engaging the family in an assessment of their current needs 
and strengths (Kearney et al.  2012 ). Another staffi ng consideration is whether workers carry “mixed” 
caseloads consisting of both investigations and family assessments, or whether they work a single 
type of case only. Justifi cations for both staffi ng structures have been made: some states believe that 
carrying a mixed caseload is too confusing and that workers had a diffi cult time switching back and 
forth (Ruppel et al.  2011 ), while some counties are too small to maintain specialized staff. 

  Assessment and Service Provision . As with CPS investigations, child safety is a paramount concern 
in the family assessment pathway, and most states require some form of formal safety or risk assess-
ment during the initial contacts. Equally important is the assessment of family strengths and needs, 
and states have developed a wide variety of assessment instruments to guide worker conversations 
with families into the development of a voluntary service plan. Service provision in the family assess-
ment pathway tends to be brief (usually between 30 and 90 days) but intense, with caseworker visits 
typically occurring once a week or more frequently (Brown et al.  2012 ; Merkel-Holguin et al.  2006 ). 
Beyond these commonalities, however, the actual services provided to families in the assessment 
pathway can differ signifi cantly from one county or state to the next. This is partially dependent on 
both the types of reports that are eligible to receive services and local service availability. Consistent 
with the focus on low-to-moderate risk reports, programs focus on the provision of concrete assis-
tance, sometimes through the use of fl exible funds offered to families (Kearney et al.  2012 ). Other 
Differential Response programs have no extra funds available for services or cash assistance and must 
rely entirely on community referrals and informal supports (Seigel  2012 ). Some CPS agencies have 
combined Differential Response with other family-oriented approaches such as solution-based case-
work or family group decision making.  

    Summary 

 As this brief overview illustrates, there is no single “model of practice” called Differential Response, 
but many. A handful of Differential Response programs grew from the “parent” model in Minnesota 
and share many of the same features, but differences exist even among these “siblings.” Other 
Differential Response systems, such as the one in Illinois, have little in common with the Minnesota 
model other than two response pathways, one of which ends with substantiation and the other of 
which does not. One could argue that Differential Response is not a program intervention or even a 
model of practice, but rather an “approach” to organizing child protective services. This distinction is 
not purely semantic, but raises important questions about model fi delity and best practice. How does 
one measure fi delity to an approach, as opposed to a manualized intervention? How can best practice 
be developed, when there is no one standardized practice model? Evaluations of Differential Response 
have just begun to tease apart the practice elements that are associated with positive outcomes for 
families, although some practical lessons have already been learned from the states that were early 
implementers of Differential Response (Seigel  2012 ).   

    Evaluation of Differential Response Systems 

 Several outcome evaluations of Differential Response have been completed to date, and a handful 
used experimental or quasi-experimental designs that allow comparisons to be made between families 
that were “treated” through the assessment pathway and those that received “treatment as usual,” 
through an investigation. In addition, in 2009 the National Quality Improvement Center on Differential 
Response initiated a coordinated, multi-site evaluation by awarding competitive grants to three sites 
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that were required to implement randomized control trials: a consortium of fi ve counties in Colorado, 
another consortium of six counties in Ohio, and a statewide effort in Illinois (Brown  2012 ). Although 
the results of these three RCT evaluations are not yet available, there is enough accumulated evidence 
to date to begin to answer the primary questions about the effectiveness of Differential Response in 
comparison to traditional child protective services. 

 Most logic models for Differential Response, including that put forth by the QIC-DR, suggest 
that there are two essential elements that differentiate the family assessment approach and the 
traditional investigation approach (QIC-DR  2009 ; Seigel  2012 ). The fi rst is the manner in which the 
families are approached in the assessment pathway “from the start as a unit and in a respectful, 
supportive, friendly and non-forensic manner consistent with sound family-centered practice, 
focusing broadly on strengths and needs, and involving family members in decisions about what to 
do” (Seigel  2012 , p. 18). Approaching families in this manner is thought to increase their  engagement  
with both the worker and the service provision process. The second element is the provision of 
“services and assistance, often of a basic kind, that fi t the needs and circumstances of the family, 
utilizing the family’s strengths and natural support network and linking the family to community 
resources when these are available and helpful” (Seigel  2012 , p. 19). Providing these services after 
engaging the family in the assessment process is hypothesized to lead to a decrease in family  needs . 
These two initial outcomes, increased engagement and decreased needs, are then thought to improve 
intermediate and long-term outcomes that are of interest to the child protection system:  child safety  
and  child and family well - being . The following sections review the evidence that has been collected 
from experimental or quasi- experimental studies that compare these outcomes among similar fami-
lies that receive either an investigation or a family assessment. 

    Family Engagement 

 Engaging families in child protection services, which are often viewed by parents as intrusive and 
unwanted, can be diffi cult. The majority of families who are contacted by CPS did not initiate the 
contact of their own accord, and interviews with parents who have experienced CPS intervention 
describe the initial visit as frightening and intimidating (Dumbrill  2006 ). Child protection workers are 
faced with the daunting task of overcoming parent anger and anxiety and forming a working relation-
ship in which information is openly shared and decisions are made. Despite its central importance in 
many child welfare reforms, there is little consensus about the proper way to defi ne or measure parent 
engagement. Although a measure of parent engagement in child protective services exists (Yatchmenoff 
 2005 ) it has not been incorporated into evaluations of Differential Response. Instead, studies have 
relied on one or two item measures of parent satisfaction with services or checklists of parental emo-
tional responses following the fi rst visit from CPS workers, neither of which are conceptually the 
same as engagement. Many Differential Response evaluations also attempt to measure parent engage-
ment by asking CPS workers questions about parent “cooperation.” Although it is common practice, 
there is little to suggest that worker ratings of parent cooperation have anything to do with engagement 
in services. It could even be argued that parents might be more likely to “cooperate” with workers using 
a traditional CPS approach, as the threat of child removal is more likely to be viewed as a motivator 
for parental cooperation. 

 Differential Response evaluations that collect information from parents typically utilize paper and 
pencil surveys distributed at case closure. Although not all evaluations report the response rates for the 
family surveys, those that do describe response rates in the 20–30 % range. These low response rates 
speak to the diffi culty of gaining adequate research participation from families involved with child 
protective services, especially through methods with typically low response rates such as mail surveys. 
In the QIC-DR multisite evaluation, a variety of methods were used in an attempt to increase the family 
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survey response rate above 30 % – such as providing pre-incentives or larger incentives and conducting 
follow-up phone calls – but none of them increased the response rate to any signifi cant degree. The low 
response rates suggest the possibility that the results obtained from the family surveys are not represen-
tative of the entire group of families that were included in the evaluation, as perhaps only those parents 
that were highly engaged took the time to complete and return the survey. 

 Despite these methodological and conceptual concerns, it is informative to compare the survey 
responses of parents who received a traditional investigation response with those that received a fam-
ily assessment response. The family survey used in several of the evaluations contained a question 
that asked parents to retrospectively describe their emotional response after the fi rst visit from the 
worker by checking as many emotions as applied and was distributed to parents in both pathways so 
that responses could be compared (Loman et al.  2010 ; Loman and Siegel  2004a ; Ruppel et al.  2011 ). 
In general, the positive emotions were checked by a higher percentage of parents who received a 
family assessment than parents who received an investigation, and the reverse was true of the nega-
tive emotions. For example, in the Ohio evaluation, signifi cantly more families who received an 
assessment reported that following the fi rst visit, they felt encouraged, positive, grateful, reassured, 
comforted, thankful, pleased, helped, hopeful, and relieved; and signifi cantly fewer reported that 
they felt tense, worried, irritated, stressed, and angry (Loman et al.  2010 ). In Onondaga County, New 
York, signifi cantly more parents in the family assessment pathway reported feeling comforted, and 
signifi cantly fewer parents reported feeling annoyed, stressed, irritated, angry and worried (Ruppel 
et al.  2011 ). Similarly, in the Minnesota evaluation, signifi cantly more parents in the assessment 
pathway reported feeling relieved, hopeful, helped, pleased, reassured, and encouraged; and signifi -
cantly fewer felt angry, afraid, irritated, dissatisfi ed, worried, negative, pessimistic, and discouraged 
(Loman and Siegel  2004a ). 

 The family survey also asked parents a series of questions about their worker and the extent to 
which the worker listened to what they had to say, understood their families’ needs, treated them 
in a respectful manner, and involved them in decisions about their family. For the most part, par-
ents that received a family assessment were more likely to answer these questions affi rmatively 
than were parents who received an investigation. However, the differences between the two 
groups, although often signifi cant, were not large; and also indicated a fairly high level of satis-
faction among the parents who received an investigation. For example, in the Ohio evaluation, 
78 % of parents who received an assessment felt that their worker listened “very carefully” to 
what they had to say, compared to 72 % of parents who received an investigation, a non-signifi -
cant difference (Loman et al.  2010 ). In the New York evaluation, these percentages were 87 % in 
the assessment group and 75 % in the investigation group, a signifi cant difference (Ruppel et al. 
 2011 ). Similarly, 58 % of the families in Ohio that received an assessment were “very satisfi ed” 
with the way their worker treated them, compared to 50 % of parents who received an investiga-
tion (Loman et al.  2010 ), and the percentages reported in the Minnesota evaluation were also 
signifi cantly different (58 % vs. 45 %, respectively) (Loman and Siegel  2004a ). In the New York 
evaluation, 58 % of parents who received an assessment reported that they felt “very positively” 
about their experience compared to 41 % of those who received an investigation, a signifi cant 
difference (Ruppel et al.  2011 ).  

    Family Needs and Services 

 Information about service provision collected from families has given us a good indication of the types 
of services families receive in the assessment pathway and how they differ from those received in an 
investigation. In the Minnesota, Ohio, and New York evaluations, families who were randomly assigned 
to the assessment pathway and the investigation pathway identifi ed each service they received from a 
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checklist of services. Families in Minnesota who were assigned to the assessment pathway were 
signifi cantly more likely than those assigned to an investigation to report that their worker had helped 
them obtain  any  service (54 % vs. 36 %), and they were signifi cantly more likely to receive specifi c 
services: food or clothing (11 % vs. 3 %); help paying utilities (11 % vs. 3 %); other fi nancial help (9 % 
vs. 4 %); counseling for their child (8 % vs. 5 %); home repair, appliances, or furniture (5 % vs. 2 %); 
respite care (5 % vs. 2 %); and help looking for employment or changing jobs (4 % vs. 1 %) (Loman and 
Siegel  2004a ). There were no differences in the two groups related to service provision of other types of 
services, such as help getting mental health services, medical or dental care, parenting classes, child care 
or daycare, marital or family counseling, housing, alcohol or drug treatment, or job training. Reports 
from workers confi rmed that assessment caseworkers provided a higher number of services per family 
as well as a broader range of services and referrals to families than investigators (Loman and Siegel  2004a ). 

 Findings from the other two experimental studies regarding service provision did not reveal as many 
differences as the Minnesota evaluation, but confi rmed that families in the assessment pathway were more 
likely to get certain types of services to address basic needs. In Onondaga County, New York, parents in 
the assessment group were signifi cantly more likely than those in the investigation group to report that 
they received some type of help (70 % vs. 56 %) and more likely to receive certain specifi c services: basic 
things for their child like diapers, formula, food or clothes (18 % vs. 7 %), help dealing with a diffi cult 
relationship with their partner or ex-partner (11 % vs. 5 %), and help getting public assistance (10 % vs. 
3 %) (Ruppel et al.  2011 ). In the Ohio evaluation (Loman et al.  2010 ), families who received an assess-
ment were signifi cantly more likely than those who received an investigation to report that they were 
offered at least one service, and were offered certain types of services more often: food or clothing; help 
paying utilities; other fi nancial help; car repair or transportation; money for rent; and counseling. Medical 
and dental services, however, were reported more often by parents in the investigation pathway. 

 Service provision in and of itself does not mean that families received the type of services they 
needed, or that the amount of services they received was enough to adequately address their needs. 
Although family surveys are limited in the amount of information that can be gathered about family 
needs, several questions have been included that address service adequacy and family needs following 
their CPS intervention. Families in Minnesota who received an assessment response were signifi -
cantly less likely than those that received an investigation to report that there was any help they 
wanted or needed and did not receive (18 % vs. 23 %) (Loman and Siegel  2004a ). Among the families 
that received services, families in the assessment pathway were much more likely to report that the 
services they received were the kind they needed and were enough to really help their family (Loman 
and Siegel  2004a ). There were no differences between the two groups’ responses to these questions 
in the Ohio evaluation, however (Loman et al.  2010 ).  

    Child Safety 

 The primary goal of child protective services is to keep children safe from child maltreatment. States that 
have implemented Differential Response often experience a certain amount of resistance to the approach, 
based on the assumption that a family assessment absent “fact fi nding” about the circumstances of 
the maltreatment will not protect children and keep them safe as well as a traditional investigation 
(Hughes et al.  in press ). This assumes, of course, that fact-fi nding is an essential element associated with 
child safety, which is an untested assumption. Nevertheless, child safety is typically the outcome that 
child welfare administrators and other stakeholders are most concerned about, and therefore almost all 
evaluations of Differential Response include outcome measures that examine child safety. 

 The measure most often used to assess child safety outcomes in child protective services is mal-
treatment recurrence, typically defi ned as the occurrence of a second accepted report of abuse or 
neglect within a specifi ed time following an initial accepted report. Some measures of recurrence 
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include only subsequent reports that are substantiated by child protection workers, while others 
include all subsequent screened-in reports regardless of their eventual disposition. Although a size-
able percentage of families experiences more than one re-report to CPS (Bae et al.  2009 ; Loman 
 2006 ), most measures only capture the fi rst recurrence. Most of the evaluations of Differential 
Response have measured child safety as a subsequent screened-in report that occurs after the initial 
report date; some include only re-reports that occur after initial case closure (Loman and Siegel  2004a , 
 2012 ), while others include all re-reports following the initial case opening (Loman et al.  2010 ; 
Ruppel et al.  2011 ). In some evaluations, the length of the recurrence follow-up time period was lim-
ited to 6 months (Ruppel et al.  2011 ), while in others families were followed for 2 years or longer 
(Loman and Siegel  2004a ,  2012 ; Siegel and Loman  2006 ). 

 Of the three studies that used an experimental design (Ohio, Minnesota, and Onondaga County, 
New York): one (Minnesota) found that a signifi cantly smaller percentage of families randomly 
assigned to the assessment response experienced a re-report to CPS when compared to families assigned 
to the investigation response (Loman and Siegel  2004a ; Siegel and Loman  2006 ); one (Onondaga 
County, New York) found no differences in re-report rates in the two groups (Ruppel et al.  2011 ), and 
one (Ohio) found a small but statistically signifi cant difference between the two groups when re-reports 
were measured from the initial report date but no difference when re-reports were measured after the 
initial case had closed (Loman and Siegel  2012 ). Results have also been mixed in studies that have 
utilized various types of quasi-experimental designs. In Missouri, when re-report rates were compared 
for families in the 14 demonstration counties and 14 comparison counties that were similar to the dem-
onstration counties in population and caseload characteristics, a signifi cantly smaller percentage of 
families in the demonstration group experienced a re-report following case closure (Loman and Siegel 
 2004b ). Evaluators in Tompkins County, New York used propensity score matching to closely match 
families who received an assessment to those who received an investigation, and found no differences 
in the percentages of families who experienced a subsequent report to CPS (Ruppel et al.  2011 ). 
Evaluators in North Carolina compared rates of “re-assessment of children who had previously been 
assessed” in the nine counties that implemented their Multiple Response System (MRS) and nine 
matched control group counties and found that “both MRS and control counties showed a lower re-
assessment rate after the implementation of MRS” although the change could not be attributed to MRS 
(Center for Child and Family Policy  2006 ). Later analysis of North Carolina data using more sophisti-
cated interrupted time series analyses concluded that although rates of repeat assessments fell in both 
the treatment and control group counties after MRS implementation, repeat assessment rates fell more 
steeply in MRS counties than did those in control counties (Lawrence et al.  2011 ). 

 In addition to individual state evaluation, one study used case-level data from the National Child 
Abuse and Neglect Data System (NCANDS) to compare outcomes for 313,838 children across six 
states (Kentucky, Minnesota, Missouri, New Jersey, Oklahoma, and Wyoming) that offered both 
Differential Response and traditional investigation response (Shusterman et al.  2005 ). Contrary to 
state-level fi ndings, the multistate analysis found that rates of recurrence within 6 months of the initial 
report did not differ between children who received an assessment response and those that received an 
investigation, except in Oklahoma, where the risk of recurrence was lower for children who received 
an assessment. The authors conclude that in general, children that receive an assessment are not at any 
greater risk of subsequent reports than those that receive an investigation.  

    Child and Family Well-Being 

 While safety is the primary concern of child protection services agencies and workers, there is also 
recognition that long-term safety of children is closely tied to their families’ well-being. By focusing 
less on fact-fi nding and substantiation and more on underlying conditions and needs, a family assessment 
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approach to CPS is thought to improve long-term child and family well-being. Unfortunately, few 
studies have collected data on indicators of child or family well-being beyond a couple of single item 
questions included on the family survey that is completed at the time of case closure. The only infor-
mation about longer-term child and family well-being following Differential Response comes from an 
extended follow-up study of the families in the original Minnesota evaluation (Siegel and Loman 
 2006 ). Random samples of families were contacted at 9 months, 18 months, and 2.5 years following 
case closure and asked questions about various child well-being indicators (serious illness, delinquent 
behaviors, learning diffi culties, truancy, depression and anxiety), specifi c life stressors (money, job, 
adult relationships, relationships with child, living arrangements) and how they have changed in the 
past year, and social support. At the fi rst follow-up, parents who received an assessment were signifi -
cantly more likely to report that their family was better off because of their CPS experience, they 
reported less stress about their relationships, and were less likely to report family problems related to 
domestic violence or drug abuse (Loman and Siegel  2004a ). At the second follow- up, parents who 
received a family assessment were still more likely to report that their family was better off because 
of their initial CPS involvement, and also reported signifi cantly higher household income than parents 
who received an investigation. At the third follow-up, parents in the assessment group reported less 
stress about adult relationships and less stress in general, and also continued to report higher house-
hold income levels than parents in the investigation group.  

    Worker and System Impacts 

 In addition to family-level impacts, the conversion of a traditional, single-pathway child protection 
system to a Differential Response child protection system may have an impact on other aspects of the 
system, such as worker satisfaction, organizational culture, and public perception of the system. 
Longitudinal studies of worker satisfaction following the implementation of Differential Response 
practices have indicated that while overall worker satisfaction with their jobs stays about the same, 
satisfaction with workload and duties decreased slightly among workers providing family assess-
ments and services (Loman and Siegel  2004a ; Ruppel et al.  2011 ; Siegel et al.  2010 ), with about half 
of the workers reporting an increase in their workload and the amount of paperwork required (Loman 
and Siegel  2004a ). Although most workers who switched from other child protection jobs to provide 
assessments and services through a non-investigation pathway felt that they were more effective 
working with families using assessments, investigators felt that their practice was equally effective 
and often better at keeping children safe. 

 One impact that is of particular concern to administrators and policy-makers is that of costs to the 
system – both in terms of initial start-up costs and average costs per case. No study has examined the 
costs associated with implementing Differential Response, although the three QIC-DR research and 
demonstration sites are collecting this information as a component of their cost evaluations. Two 
evaluations have attempted to calculate both the short-term and long-terms costs per case of providing 
child protective services through an investigation or a family assessment (Loman and Siegel  2004a ; 
Loman et al.  2010 ). Costs for the initial case, starting from the fi rst contact through the end of the CPS 
intervention, were estimated by calculating the costs for worker time and direct services. Follow-up 
costs, which began the day after the initial case ended through end of the follow-up period, consisted 
of costs associated with any subsequent investigation, assessment, or services provided to the family 
once the original case was closed. 

 The Minnesota cost evaluation calculated the costs associated with a random sample of about 300 
cases assigned to either the assessment or investigation response pathway and followed for 
39–56 months after case closure. Results indicated that initial costs were signifi cantly higher for cases 
served through a family assessment compared to an investigation, primarily due to the higher costs of 
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service provision among assessment cases, although costs associated with worker time were higher in 
assessment cases as well. However, because assessment cases were less likely to experience a re- report 
during the follow-up period and the associated costs of additional investigations, assessments, or 
services; the costs during the follow-up period were signifi cantly smaller for assessment cases than 
investigations. Over the entire period (initial case plus follow-up period), costs for the assessment 
cases were signifi cantly lower than those for the investigations (Siegel and Loman  2006 ). The Ohio 
cost evaluation, which was hampered by data collection problems and a much shorter observation 
period of 10–15 months from intake (Loman et al.  2010 ), found that total costs (initial case plus fol-
low- up period) were higher for assessment cases compared to investigations. Although it is possible 
that additional cost savings for the assessment response versus the investigation response would be 
realized if the follow-up period were longer, the results of the Ohio cost evaluation illustrate an impor-
tant point. Because more services are provided to families in the assessment response, initial case 
costs will be higher when compared to a traditional investigation. Costs during the follow-up period 
(however long it may be) are entirely dependent on whether the family is re-reported to child protec-
tive services. Therefore, costs associated with serving families through a family assessment pathway 
will not be lower than those associated with investigations, unless there are fairly signifi cant differ-
ences in the rates at which these two groups of families return to the child protection system. Results 
from the outcome evaluations summarized earlier suggest that this occurs in some, but not all systems 
that have implemented Differential Response. Thus, it is not a given that there will be cost savings 
associated with the implementation of Differential Response, especially once the potentially large 
start-up costs associated with implementation, such as worker training and modifi cations to data systems, 
are taken into account.  

    Summary 

 Early implementers of Differential Response were faced with concerns that a de-emphasis on forensic 
fact-fi nding and substantiation of maltreatment allegations would lead to decreases in child safety. 
To quell these concerns, many early evaluations of Differential Response examined the child 
safety outcomes associated with receiving a family assessment response, and some compared the 
safety outcomes of children in families that received an assessment response versus an investigation. 
The results to date clearly refute the notion that children that receive a CPS response that does not 
include substantiation are less safe than those do – not a single study has found higher rates of mal-
treatment recurrence among families that receive an assessment compared to similar families that 
receive an investigation. While a few studies have found small differences in maltreatment recur-
rence that favor the assessment approach, others have not, which suggests that differences in out-
comes between studies may have more to do with differences in the programs themselves. 

 As described earlier, wide variations exist in practice from program to program. Evaluations have 
revealed that families that are offered CPS services through an assessment approach describe their 
experiences in more positive terms and are provided with a wider variety of services, especially 
poverty- related services, than families that are investigated. Beyond these very basic conclusions, 
however, little is known about which aspects of practice in the assessment response are most effective 
with which families: Do certain strategies for engagement produce better outcomes than others? 
Which service array produces the best results? Are both engagement and services necessary for 
improved outcomes or is one more critical than the other? Which families are most likely to benefi t 
from receiving child protective services through an assessment response as opposed to an investiga-
tion? Although the emphasis on documenting the differences in outcomes between investigations and 
assessment approaches should not be abandoned, the next phase of Differential Response evaluation 
should also focus on the identifi cation of the core components of successful interventions. 

T. Fuller



459

 Policy-makers and practitioners in related fi elds have faced similar obstacles to the development of 
knowledge about best practice. For instance, states have struggled for years to implement the most 
effective programs to reduce juvenile offender recidivism rates. Juvenile justice programs vary 
considerably, similar to Differential Response programs, and research has shown some programs to 
be effective and others less so. A meta-analysis of 548 programs aimed at reducing recidivism among 
delinquent youth attempted to identify program attributes that could account for the most successful 
programs’ effectiveness (Lipsey et al.  2010 ). Their results indicated that much of the programs’ effec-
tiveness could be boiled down to a small number of factors, and that programs implemented with 
these factors stood a high chance of achieving positive outcomes. While the research on Differential 
Response may not be advanced enough to allow this type of large-scale meta-analysis, the accumu-
lated knowledge to date plus the additional knowledge that will be contributed through the three 
evaluations funded through the QIC-DR should allow the search for such “common factors” in effec-
tive practice to begin.   

    Conclusions 

 In the early 1990s, concerns about the traditional child welfare system led to discussions in several 
states and among national experts that culminated in the development of Differential Response. It has 
been over 20 years since the fi rst state passed legislation that allowed its child protection agency to 
reorganize into a “dual response” system; in the ensuing years over 20 states have implemented 
Differential Response and many more are currently considering or planning implementation (QIC-DR 
 2011 ). Interest in Differential Response shows no sign of waning, and additional incentive for imple-
mentation was provided in the recent authorization of CAPTA, which encourages states to consider 
family engagement approaches such as Differential Response. Critics of the approach worried that 
serving children through a less authoritative approach would lower their safety, but mounting evi-
dence from rigorous evaluations suggest that this is not the case, and that low-risk families can be 
effectively engaged and served without the threat of authoritative action. 

 There are challenges to child protective service in implementing this approach. States that have 
attempted to implement Differential Response without additional funding for services or with a 
very limited service array have seen limited impact on family outcomes, as have those that have 
restricted the assessment approach to a small minority of families (Seigel  2012 ). Much more 
remains to be learned about the critical elements of best practice in Differential Response, as it is 
currently unclear what differentiates successful programs from unsuccessful ones. Current evalua-
tion efforts coordinated through the National Quality Improvement Center on Differential Response 
should add to our understanding. 

 Concerns about the best way to respond to child maltreatment stimulated a national discussion 
about child protective services in the early 1990s. Regardless of the its eventual life span as a CPS 
reform, discussions about Differential Response have reinvigorated the national discussion about the 
mandates of public child protective services and the means through which services to families get allo-
cated: “Having raised such questions, Differential Response 3  may have identifi ed a more fundamental 
issue. Perhaps the future of Differential Response is not solely a different response to the investigation 
of allegations of abuse and but rather an alternative way to understanding the needs of families in 
contemporary society and the interaction of public and private responses to those needs. Differential 
Response, therefore, is an example of a current child welfare reform effort that may thrive and grow, 
or be replaced by the next reform effort, depending on how much child welfare and other human 

3   The original quotation labeled the intervention as “AR” for Alternative Response, which is merely another term that is 
used interchangeably for Differential Response. 
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service professionals engage in debates on the broader social policies related to improving the lives of 
children and their families” (Yuan  2005 , p. 31).     
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           Introduction 

 This chapter traces individual decision-making frameworks through the decision sciences and child 
welfare, arriving at a new empirically based theoretical framework called the Decision Making 
Ecology. An understanding of statistical decision-making errors is viewed through this lens, providing 
a context and a process for understanding child protection decision-making. The lynch pin is the idea 
of thresholds for taking action. We argue that the theory makes important contributions to child wel-
fare because it enhances both prediction and understanding. The chapter concludes with several appli-
cations. We begin with a brief history. 

 Though rational thought has been championed for several centuries, beginning with the writings 
of Freud and others in the late nineteenth and early twentieth centuries and up through the present, 
the landscape has changed. Herbert Simon (e.g.,  1956 ,  1972 ), who later received a Nobel Prize for 
his efforts, was demonstrating in the last half of the twentieth century that reason had its limits, pro-
posing a new “Bounded Rationality” model of decision-making. Amos Tversky and Daniel 
Kahneman ( 1974 ), the latter of whom also received the Nobel Prize for their efforts (see Kahneman 
 2002 ), were suggesting that reasoning is even more limited than we had thought. They provided us 
with ample demonstrations of errors in decision-making, suggesting that humans applied a number 
of heuristics (mental shortcuts) under conditions of uncertainty and these often led to errors. Even 
the unconscious was making a comeback, stripped of its psychoanalytic trappings (Bowers  1984 ). 
By the later part of the twentieth century and the early part of the twenty-fi rst century the idea of the 
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rational decision- maker had given way to a less rational one, though whether the use of heuristics 
were as error prone as had been previously thought was debatable (see Gigerenzer  1991 ,  1993 ,  
 1994 ,  1996 ,  2005 ; Kahneman and Tversky  1996  for that debate). 

 Kahneman and Tversky ( 1979 ) achieved a breakthrough and solidifi ed the underpinnings of 
 non- rational decision in their formulation of prospect theory and cumulative prospect theory (Tversky 
and Kahneman  1992 ). While more complex than can be presented in this introduction, a simplifi ed 
presentation of the principles are that (1) when faced with a choice involving a tangible value such as 
money, individuals make these choices based on a personal reference point, (2) presented with a cer-
tain loss individuals will take the risker option if the resulting loss might be lower even though it is 
unlikely, and that individuals will take sure gains even if a risk might improve the value of the 
gain, (3) given an equal choice of a larger gain and smaller loss individuals don’t choose either, and 
(4) individuals tend to make choices based on unlikely events as if they were likely. 

 The text box below provides an example of a set of loss and gain choices pertinent to child welfare 
permanency and safety outcomes where the value of time is substituted for money. In informal anony-
mous tests of these choices in educational settings involving around 80 participants the author’s found 
that over 80 % of naïve respondents tend to favor A over B for the fi rst choice (a loss), and choose B 
for the second choice (a gain). This result is entirely consistent with prospect theory, the potential for 
a smaller loss is much more important than the potential for a gain, and the sure gain is favored. This 
is an illustration of non-rational thinking in as much as the likely outcomes are the same for both 
choices, and thus we would expect results that are consistently about even. 

 There have been a number of other important theoretical and empirical decision-making frame-
works advanced in the sciences. Other founders of the fi eld of judgment and decision making were 
Ken Hammond ( 1955 ) and Ward Edwards ( 1954 ,  1961 ). This fi eld has had both application to and 
input from many diverse fi elds such as economics (e.g., Simon  1959 ), artifi cial intelligence (e.g., 
Weiss et al.  1978 ), psychology (e.g., Tversky and Kahneman  1974 ) engineering (e.g., Triantaphyllou 
and Mann  1995 ), Medicine (e.g., Hunink et al.  2003 ) and even meteorology (e.g., Monahan and 
Steadman  1996 ; National Research Council  1989 ). These contributions can provide insight and 
understanding about child welfare protective services decisions. Yet, the child welfare fi eld has strug-
gled to take advantage of the knowledge gains and progress regarding decision-making research, 
focusing on correcting errors through building risk and safety instruments, rather than understanding 
the source of the errors. 

 How did this come to pass? Several decades ago, when what we now know as risk or safety 
assessment was in the distant future, when the spotlight had not fully shown on abuse and neglect, 

To illustrate a principle of prospect theory related to the second principle concerning gains and 
losses consider the child welfare scenario below:

Choice 1 – Choose either A or B:
A Child has

A.  25 % chance of being reunifi ed in 6 months, or has a 75 % chance of being in placement 
after 12 months. 
or,

B. No chance of reunifi cation in 12 months

Choice 2 – Choose either A or B:
A Child has

A. 50 % chance of being remaltreated in 10 months 
or,
B. No chance of being remaltreated in 4 months

J.D. Fluke et al.



465

assessment was less an empirical undertaking and more a way to understand the characteristics of 
people and situations that might produce harm to a child. Academic institutions and training organiza-
tions taught what is referred to as “good social work practice” with an eye toward protection of 
children and service to families. Concepts were developed in social work departments and borrowed 
from other fi elds. Most were reasonable ideas resulting in “best practices” guidelines that enabled 
caseworkers with few empirically sound instruments to both assess and treat families. Against a back-
drop of criticism for not having a rational basis for decision-making, little growth in resources in 
the face of increasing caseloads and a concern over the effectiveness of interventions, child welfare in 
the 1980s came to believe that risk and safety assessment could be used to screen reports and prioritize 
cases for ongoing child welfare involvement. The idea was to try to move risk and safety assessment 
and the concepts that surrounded it onto more solidly defensible ground. Several consensus based risk 
and safety assessment models were thus born (e.g., Washington State’s  1986  WRAM, and Holder and 
Corry’s  1989  CARF models). 

 Accountability pressures continued to grow in the 1990s. Now, in addition to other public pres-
sures, individuals with strong academic credentials weighed in with critiques of these “home grown” 
and consensus-based risk assessment models. An early critique of clinical judgment itself had come 
from psychologists and others working the fi eld of decision-making. Beginning as early as 1956 
(Meehl  1956a ,  b ,  c ), researchers noted that clinical judgment did not seem superior to decision- making 
that had an empirical basis, and often seemed inferior to it. Bolstered by this critique, later criticisms 
came more broadly from the social sciences, and in particular social work. These researchers addi-
tionally began to criticize the empirical standards upon which many of the consensus-based models 
used in decision making rested. Further, many early models were lengthy and diffi cult to use, and 
although the workers may have appreciated the concepts built into them, they often felt that the scaled 
scoring system fragmented their judgment (Sheets  1991 ). In an attempt to produce more effi cient risk 
and empirical assessment models the number of items measuring important concepts were empiri-
cally reduced (usually from four or more to one) and many concepts that were diffi cult to measure 
with a one-dimensional single item were eliminated all-together. 

 As we now enter the new millennium, the mounting pressures have produced what has become a 
familiar pattern of responses in the U.S. and abroad when abuse and neglect are under public scrutiny. We 
engage in crisis driven reform (Mansell et al.  2011 ), and attempt to standardize our practices through the 
increased use of protocols and monitoring (Munro  2005 ). Risk and safety assessments are usually tar-
geted to both understand why children are so unsafe and to minimize future errors. The problem is that 
most of our focus on risk and safety does not really promote understanding as it would have had we spent 
more of our time during the last several decades focusing on understanding decision-making. 

 There is a distinction we will make shortly between an assessment (of risk and otherwise) and 
 taking action. Understanding, through the use of an assessment instrument, can be improved as in the 
case of Concept Guided Risk Assessment (Baumann et al.  2011a ), but even knowing this perfectly 
does not help us fully understand the process and context of decision-making errors. Moreover, “black 
box” actuarial models such as those that provide check boxes for risk factors can have the unintended 
consequence of lulling us into a false sense of security. They make us believe we have corrected the 
source of the errors (the caseworker, of course) when we have not. This is true on several counts. First, 
we are relying on models that predict only a small amount of variance (Baumann et al.  2005 ) and as 
a result leave a great deal unexplained. Second, there are still factors that cause (or force) decision- 
makers to take action (e.g., fear of public scrutiny) that differ from those mandated by actuarial feed-
back. Thus far, our actuarial models cannot account for or help us resolve what those factors are so we 
remain largely in the dark. 

 There are three child welfare decision-making models in the literature that are noteworthy, 
however. The fi rst is an early decision-making model by Stein and Rzepnicki ( 1983 ). This model 
outlined the systematic goals of child welfare (e.g., safety and family preservation), pointing out 
some key process that included decision-making along with important domains of information 
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(e.g., family others, agency, courts, law, etc.). The model broadly sketched the landscape but got 
little traction empirically. The second is a systems approach by Eileen Munro ( 2005 ) that takes 
human error as the starting point for understanding decision-making. It takes into account individual 
factors (e.g., skills, knowledge), resources and constraints (e.g., analytic vs. intuitive judgment), as 
well as the organizational context in which decisions are made (e.g., changes in thresholds). This 
model too has gotten little empirical traction, but has been a major source of policy analysis and 
dialogue in the fi eld (Munro  2011 ). 

 A third model that has been formulated by Benbenishty and Davidson-Arad (2012, personal com-
munication) to explain placement decisions is called the Judgments and Decisions Processes in 
Context (JUDPIC). This model is focused on multi-level decision making factors and particularly risk 
factors at the case level, and worker attitudes toward placements. The model has been empirically 
tested with child protection caseworkers who responded to case scenario data. It makes a strong case 
for the role of worker attitudes concerning placement as a moderating infl uence on the assessment of 
risk and which have a direct relationship statistically to the likelihood of placement (Davidson-Arad 
and Benbenishty  2010 ; Shapira and Benbenishty  1993 ). 

 The Munro and Davidson-Arad and Benbenishty models share considerable compatibility 
with the one we present here. Like the Munro model, it takes human error as the starting point 
for understanding decision-making and like both models suggests that decisions need to be 
understood within their context. However, it departs from both in that it describes a psychological 
decision making mechanism and enables testable predictions about  both  the process and out-
comes of decision- making. In the discussion that follows we fi rst present the Decision Making 
Ecology framework that contains a description of the Decision Making Continuum and the psy-
chological process of decision- making. We follow that with a discussion of how the model has 
evolved from a conceptual and theoretical standpoint. We then conclude with illustrative applica-
tions of the concepts. 

 The Decision Making Ecology was conceived in the mid 1990s (Baumann et al.  1997a ). In what 
follows below we fi rst present the Decision Making Ecology Framework, followed by a description 
of the Decision-Making Continuum, the General Assessment and Decision-Making Model (GADM) 
that explains the psychological process of decision-making, why we believe the model is evidenced 
based and we conclude with some applications of the concepts.   

    Decision Making Ecology Framework 

   There is nothing so useful as a good theory. – Kurt Lewin 

   The Decision Making Ecology represents an effort to advance the fi eld of child welfare decision- 
making using the knowledge gained from the decision sciences. It is a theoretical framework for 
organizing decision-making research in child welfare and places the topic squarely in the context of 
actual protective-service operations in this fi eld. It is intended to provide an understanding of both the 
context and process of decision-making, the goal of which is to predict “behavioral thresholds for 
action”. This is done because decisions take place within an agency culture where a systemic context 
combines with the case decisions made by the management and staff of the agency. 

 The model has been successfully applied to the problem of disproportionality (Baumann et al. 
 2010 ; Fluke et al.  2010 ; Rivaux et al.  2008 .) the substantiation decision (Fluke et al.  2001 ), the 
decision to place children into care (Graham et al.  2013 ; Fluke et al.  2010 ), burnout and turnover 
(Baumann et al.  1997b ) and the decision to reunify children with their families (Wittenstrom et al. 
 2013 ). 

 As shown in Fig.  25.1 , the systemic context for decision-making includes a set of decision-making 
infl uences displayed as ovals. They cover the range of case, external, organizational, and individual 
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factors that combine in various ways to infl uence decisions and outcomes. These infl uences can be 
divided into dimensions that represent their important features, and decisions can be understood as a 
part of this entire context.

   For example,  case  information regarding an incident of maltreatment is necessary for a caseworker 
to make informed assessments and decisions, yet some of the assessments and decisions depend on 
e xternal  factors, such as law translated into policies that govern what constitutes an appropriate 
response. Furthermore, the translation of such standards by  organizational  management, and their use 
by staff, will vary as a function of  individual decision - maker  factors, such as knowledge and skill, as 
well as the actual and perceived costs and benefi ts ( outcomes ) of the decision to the decision maker, 
the client and/or the agency. 

 Consider fi rst some evidence on case factors. In two studies (Rivaux et al.  2008 ; Dettlaff et al.  2011 ) 
researchers were able to show that both the substantiation decision and placement decision were affected 
by race, risk and poverty in predictable ways. Now consider individual factors. Findings here (Baumann 
et al.  2010 ) indicated that disparate placement decisions can be ameliorated by caseworkers having higher 
case skills, especially those involving cultural awareness. Consider too organizational factors. Having a 
higher proportion of African Americans or Hispanics on one’s caseload (exposure) also ameliorates dis-
parate placement decisions for African Americans or Hispanics, respectively. Finally, consider external 
factors. Fluke and his colleagues ( 2010 ), using the Canadian incidence data, provide some evidence that 
the lack of community resources was one of the sources of placement disparity among Aboriginal chil-
dren. What these fi ndings illustrate is that sources of decision-making errors can be empirically under-
stood and their remediation made possible within the Decision Making Ecology. 

 The diamond in Fig.  25.1  represents caseworker decision-making. The three key features of 
decision- making in child welfare are: (1) the  range of decisions  made by the caseworker, referred to 
as a  Decision Making Continuum , (2) the psychological  process  of decision-making and (3) the out-
comes, or consequences, of the decision. This is represented by the rectangle on the right side of 
Fig.  25.1  with arrows indicating that decision-making has consequences for children (e.g., recur-
rence), the workers themselves (e.g., distress) and the agency (e.g., public scrutiny). 

 The key feature of the Decision Making Continuum shown in Fig.  25.2  (Baumann et al.  2011b ) 
is that  it runs through the episodes ,  or stages of service , involved in cases processed by child welfare. 
In fact, one way to think about caseworkers’ jobs is that they are coordinators of a Decision 
Making Continuum.

External
Factors

Decision Maker
Factors

Organizational
Factors

Decision 
Making

Outcomes

Influences Decisions Outcomes 

Case Factors

  Fig. 25.1    Decision making ecology (Baumann et al.  2011b )       
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   This continuum starts at intake (“Do I initiate an investigation or not?”) and ends at case closure 
when all children in a family are deemed to be safe from maltreatment in the foreseeable future. It is 
not uncommon for a very large number of minor decisions to be made leading to each of the major or 
key decisions which taken together provide situational context for the key decisions. 

 The relative size of the cylinders in Fig.  25.2  can be viewed as representing case volume and the 
length of the cylinders duration. The episodes are shown at the top of the continuum, and cover case-
worker decisions that range from intake (1) through investigation (2) and service provision and 
removal (3) for the fi rst incident and labelled as 4, 5 and 6 for the second incident.  

    The Psychological Process of Decision-Making: The General Assessment 
and Decision-Making Model (GADM) 

 There are three important features to the psychological process of decision-making. First, it is useful 
to make a distinction between a judgement and a decision. As shown in Fig.  25.3 , a judgment is an 
assessment of a situation given the current information. This judgment may be about the amount of 
risk or the strength of evidence, or overall level of concern. Each of these can be an estimate along a 
dimension going from low to high. A decision is about whether to take a course of action or not. So 
the GADM’s alternative title could be “a general model for assessing the situation and deciding what 
to do about it”. In the model we assume there is a threshold for action that turns an assessment of a 
situation into a decision about action using a decision rule.

   A second important feature of the psychological process of decision-making is a decision threshold. 
A decision threshold refers to the point at which the assessment of the case information (e.g., amount 
and weight of evidence) is of suffi cient intensity for a decision to be made about taking action. This 
decision threshold is a personal ‘line in the sand’. It is infl uenced by the experiences and history of the 
decision maker. These are both their actual or vicarious experience and their interpretation of external 
factors, like policy. The theoretical base for the threshold concept is Signal Detection Theory (Swets 

1st IncidentIntake

Investigation

Services/Removal

(1)

(2)

(3)

(4)
(5)

(6)

EXIT
2nd Incident

EXIT

. . .

  Fig. 25.2    Flow of clients through the decision making continuum       
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et al.  1955 ) and more recently Dalgleish ( 1988 ,  2003 ) who, in the child welfare fi eld, proposed the 
GADM that makes the important distinction between judgment and action. 

 A third component in the process of decision-making is a shift in this threshold. A shift in threshold 
refers to a change in the amount of evidence deemed to be suffi cient; that is, a change in threshold. 
A threshold shift would be involved if various features of the Decision Making Ecology changed 
the basis for the decisions that fall along the decision making continuum. One organizational infl uence 
that would alter the decision would be a policy dictating which cases would be accepted or should 
be attended to immediately (e.g., age and injury requirements for cases accepted and prioritized). 
An individual factor infl uencing a threshold shift might be experience: a new worker might have a 
tendency to render more affi rmative decisions to be on the “the safe side.” Or an ‘old hand’ may know 
of the consequences for children once in the fostering and adoption system. Both of these types of 
factors would change the thresholds of the individuals and also impact the volume of cases moving 
through the Decision-Making Continuum.  

    Decision Making Practice 

 Good practice has as its basis both sound theory and solid evidence for it (Shlonscky and Benbenishty 
 2013 ). Furthermore, it must overcome the criticism that evidence based approaches rely too heavily 
on “ideological assumptions and subjective views about decision-making” (McDonald  1994 ) and 
begin to rely more heavily on models that recognize both the context in which decisions are made and 
the limited rationality by which they are made (Webb  2001 ). The Decision Making Ecology just 
described contains a theoretical linkage between its features that allow for a better understanding of 
this context with a focus on these limits, and thus the causes and errors. In fact, causes in the model 
are often tested through the use of structural equation modeling (e.g., Graham et al.  2013 ) which is 
used for theory testing and development (Bentler  1983 ). Its confi rmatory methods 1  and  goodness of 

1   Some believe that tests should seek to disconfi rm the theory at hand (e.g., the logical positivists). However, such refuta-
tions of theory rarely happen and, instead, theory testing involves ruling out alternative explanations, multiple observa-
tions, and more (Shadish et al.  2001 ). The tests conducted on the Decision-Making Ecology are more in line with the 
latter view. 

If the Assessment is ABOVE the Threshold, then ACTION is taken.
If the Assessment is BELOW the Threshold, then NO ACTION is taken. 
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  Fig. 25.3    A general model for assessing the situation and deciding what to do about it (Baumann et al.  2011b )       
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fi t tests have been used to test and reduce unnecessary variables and constructs in three studies thus 
far (Baumann et al.  1997b ,  2010 ; Graham et al.  2013 ), and in several tests have been able to rely on 
observed decision-making behavior as an outcome. For example, the formation of an individual’s 
disparity index which measures a caseworker’s behavioral propensity to make decisions over time that 
over or under-represent Hispanics or African Americans, relative to Anglos. Predictions of decision 
threshold behavior (increases and decreases) in that index were then modeled based on case, indi-
vidual, and organizational factors (Baumann et al.  2010 ).  

    Understanding and Prediction 

 A key role of the Decision Making Ecology is to produce understanding. It provides a theoretical and 
testable basis for understanding the context, process and outcomes or consequences of child welfare 
decision-making. It allows for an understanding of how thresholds and threshold shifts operate when 
changes occur in the context of decision-making. 

 A second feature is that the Decision Making Ecology makes predictions. Thus far, factors in the 
ecology have resulted in predictions of threshold mediators. For example, perceptions about commu-
nity resources and actual caseloads are associated with changes in the thresholds for action (e.g., child 
placements into care; Baumann et al.  2010 ). So too does the stage of the Decision-Making Continuum 
where threshold differences infl uence decisions at intake, removal and reunifi cation (see the applica-
tions section below). 

 New predictions are also possible. Psychologists have been informing us for a number of years that 
situational forces exert a great deal of infl uence on our behavior (often unnoticed). Evidence from 
child welfare suggests that when situational forces are pitted against individual ones, the power of the 
situation seems to be stronger than that of the individual decision makers (e.g., Graham et al.  2013 ; 
Rossi et al.  1999 ; Schwab et al.  1997 ). These fi ndings would indicate that there may be a hierarchy to 
the factors in the Decision Making Ecology: the stronger the situational factors in the Decision Making 
Ecology, the more impact they have on changing the individual’s threshold. We would expect case 
factors to have the greatest strength (data from Schwab et al.  1997  and Rossi et al.  1999  suggest this) 
because of their immediacy and consequences to the child. Somewhat less immediate and consequential 
are organizational factors. External forces would be likely to have the least impact (highly publicized 
fatalities notwithstanding). 

 The model also predicts a pattern of behavioral differences for individual threshold level and 
 variability across the Decision-Making Continuum. At early stages in the continuum (e.g., intake) 
thresholds are lower and a relatively high number of cases are investigated whereas in later stages 
(e.g., removal) a comparatively low number of children are placed into care. From the GADM this 
would be a function of random and fi xed variability in the underlying Decision Making Ecology. For 
example, in situations when the perceived level of concern is moderate, the greatest threshold vari-
ability would be anticipated; whereas high or low levels of concern have less individual threshold 
variability. To elaborate, at intake individual thresholds for action are likely to be both low and con-
sistent across individuals (small variability). Hypothetically, this is due to, (1) the limited nature of the 
assessment data, and (2) the relatively small concern with consequences. Interestingly, this decision 
is apparently susceptible to organizational and external factors (see Mansell et al.  2011 ). Moving 
further along the continuum, in considering the decision to remove a child, threshold behavior for 
moderate risk are likely to be higher on average, but also more variable across decision makers (Rossi 
et al.  1999 ). Hypothetical considerations here are much more complex and include (1) more data for 
assessment, (2) situational factors such as the supply of placements, (3) the individual’s attitude 
(Davidson-Arad and Benbenishty  2010 ) and values (Dalgleish  2003 ), and (4) the experience of the 
decision maker regarding the consequences (Dalgleish  2003 ). 
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 One important question is whether individual thresholds for action change permanently as a function 
of situational forces or whether they refl ect a temporary shift. The evidence cited earlier suggests the 
strength of the situation is the most important determinant, however. For example, as discussed at the 
outset of this chapter, research does suggest that worker attitudes predict placement decisions 
(Benbenishty and Davidson-Arad, 2012, personal communication). Thus, particularly strong emotions, 
motivations, attitudes, or values may produce more resistance to situational forces resulting in less muta-
ble threshold behavior. More weakly held individual attributes would coincide with more individual 
variability in response to pressures from situational features in the Decision Making Ecology. Ultimately, 
these hypothesized relationships are testable, and if shown to be operating have important implications 
for such issues as staff recruitment and retention. 

 To some extent the relationships between the elements of the Decision Making Ecology and the 
related insights and predictions are illustrated through the applications that follow. However, these 
illustrations merely touch the surface of what could be learned to aid our understanding of child 
welfare decision-making.  

    Applications: The DME and Thresholds Along the Continuum 

 The model can be applied at each of the key decision points of the Decision-Making Continuum, i.e. 
intake (Dalgleish  2003 ), removal (Dalgleish  1988 ) and reunifi cation (Dalgleish and Newton  1996 ). 
Consider the intake and the removal decisions. The threshold for each requires adequate information to 
make an assessment. The threshold may be higher for removal, compared to that required at intake, and 
this is refl ected in the size of the cylinders in Fig.  25.2  which indicate that as one moves further along 
the continuum there are fewer children in the system. Furthermore, at the right end of the Decision-
Making Continuum one might not only expect a higher level of risk (or concern or evidence) needed to 
reach threshold, but different types of information as well. For example, an intake worker may primar-
ily consider information about the  allegation  whereas an investigator making a removal decision may 
additionally consider the amenability of the situation to intervention. For reunifi cation, Dalgleish and 
Newton ( 1996 ) found that information about the ‘sustainability of change in the family’ was a factor 
infl uencing the assessment of risk. Aside from different case information needed to make a decision at 
different stages along the Decision-Making Continuum, other infl uences in the Decision Making 
Ecology can alter decisions as well. For example, lowered appropriations or the passage of legislation 
limiting the length of time a child may remain in foster care (environmental infl uences) might cause the 
agency to alter its policy (an organizational infl uence) on the permanency planning for children in care.  

    Applications: The DME and Outcomes 

 Earlier we indicated that in the Decision Making Ecology outcomes are viewed from three perspec-
tives: consequences to the decision maker, the client, and the agency. The more familiar perspectives 
involve outcomes to the client and/or the agency. In the present framework, a distinction is made 
between these outcomes and those  to the  decision maker. Thus, the immediate utility of a decision is 
to the decision maker, whereas a second type of utility is related to outcomes to the client and/or the 
agency. 2  The large reversed arrows in Fig.  25.1  indicate the assumption that, to the degree that the 

2   These outcomes are all related in the sense that they can operate simultaneously. For example, a serious recurrence of 
maltreatment impacts the caseworker that may have closed the case, the family, and the agency. All could be held 
accountable in one sense or the other and would experience the event itself in a negative way. 
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consequences of decisions can be presumed or known, thresholds may shift through the four 
infl uences of the Decision Making Ecology. 

 Because these decisions are fraught with uncertainty, the decision-maker can’t avoid the possibility 
of an error. According to signal detection theory, there are two types of mistakes that can be made: If 
action is taken, the decision-maker might be wrong and if action is not taken they might be wrong as 
well – She can be “damned if she does” and “damned if she doesn’t”. Hammond ( 1996 ) calls it the 
“duality of error.” A point that can be made that the ‘feared outcomes’ may not be equally bad and that 
people may value those outcomes differently. 

 Table  25.1  shows the four possible outcomes for the decision to remove the children from their 
home and place them in care (McMahon  1998 ). As shown in the table, there are two types of correct 
outcomes in addition to the two mistakes we have described. The fi rst is correctly deciding to remove 
the child from the home (upper left corner). The second is to not remove the child (lower right corner). 
And again, the problem is that errors resulting in false positives (upper right corner) can result in an 
unwarranted placement in care because the child was safe, or the lack of action (lower left corner) 
resulting in the child being harmed.

      Applications: Training in Threshold Placement and Threshold Differences 

 Different caseworkers will value these consequences differently. A way to demonstrate this and roughly 
identify threshold placement is for a decision maker to answer this question: Given that you can’t avoid 
the possibility of error, which one do you want to avoid the most? At one level it is nearly as simple as 
that. However, it might be diffi cult to articulate why you have a preference to avoid one error and not 
the other. One reason for this is that there are a number of stakeholders involved in the decision. In child 
protection these include: the child, the family, the caseworker themselves, their work unit, their super-
visor, their agency, other professionals, the courts, and society in general. There are sets of conse-
quences for each of these stakeholders for each outcome. Do people working in child protection differ 
in the values they place on consequences? A memorable example came to one of the authors (Dalgleish) 
during a workshop on thresholds for people working in multidisciplinary child protection teams. After 
doing the exercise of making the consequences explicit for different stakeholders, a family physician 
said that he wanted to avoid ‘False Alarms’ because of the harm to families falsely accused of child 
abuse. This was vehemently challenged by a social worker from a public children’s hospital who 
wanted to avoid ‘Misses’ because she had seen many dead and injured children. 

 In terms of the GADM model, the physician’s threshold was high and he would need a lot of con-
cern in a case before he took action. The social worker’s threshold was low and would need little 
concern before taking action. Let us assume that they are both told about a case and given the case 
information. Assume also that they have been well trained in an assessment tool and have jointly 
assessed the case to have a moderate degree of concern. 

    Table 25.1    Outcomes for decisions to take action or not: the four-fold table   

 Should have taken action  Should NOT have taken action 

 Decision:  YES  – remove   Hit    False alarm  
 Correct outcome  Error 

 Damned if you do 
 False positive 

 Decision:  NO  – not remove   Miss    Correct no  
 Error  Correct outcome 
 Damned if you don’t 
 False negative 
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 Figure  25.4  indicates why the physician would not want to take action and the social worker would. 
They don’t differ in their assessment of the case but they do in their decision to take action or not. In 
the GADM model we call this ‘decisional confl ict’. Alternatively, but though less commonly, (Rossi 
et al.  1999 ), it could be that two people might have the same threshold for action but differ in their 
assessment of the case factors and the integration of the case factor information into a summary 
assessment like risk. In the GADM we call this ‘judgmental confl ict’. Judgmental confl ict is easier to 
resolve since it involves both people reviewing the case factors and agreeing on what ones to include 
in their assessment and the relative importance of the case factors. Decisional confl ict is much more 
diffi cult to resolve since it depends on the relative value people place on the consequences of the pos-
sible outcomes (see Table  25.1 ).

        Summary and Conclusions 

 Presented in this brief chapter is a case for the usefulness of the Decision Making Ecology combined 
with the General Assessment and Decision-Making Model (GADM). Beginning by making the point 
that the fi eld of child welfare has been slow to take advantage of decision-making frameworks that has 
impeded efforts at understanding errors in decision-making and their context. The importance of this 
is that if it is not possible to learn something from the errors, the options available to address these 
errors in the future are more limited. 

 From this beginning we presented what we have learned thus far using this framework. For instance, 
the DME can be applied to a number of contexts, including the substantiation, removal and reunifi ca-
tion decisions; all key decision-making points along the Decision-Making Continuum. It is also appli-
cable to the context of social problems such as disproportionality, where disparate decisions at key 
decision points can increase overall disproportionality. Indeed, key factors in the DME, such as case, 
individual, organizational and external factors, are found to increase or decrease disparities and allow 
for a better understanding of sources of disparities. 

 The DME also contains the General Assessment and Decision-Making Model (GADM) which 
helps to more fully explain the psychological process of decision-making. Three psychological pro-
cesses were described. The fi rst was the distinction between the psychological process of assessment 
and that of deciding to take a course of action. The point being that although the assessment (e.g., of 
case factors) might be the same, individuals may differ in what action they might decide to take. This 
second process is known as a decision threshold that we again note varies for individuals based upon 
various experiences in the DME. The fi nal important psychological process is that this threshold can 
shift. A good example of such a shift is provided by Mansell ( 2011 ) who describes threshold changes 
in the New Zealand child welfare system as a function of the degree to which family preservation or 
child protection is emphasized by policy makers over time, as a function of outcome concerns related 
to child safety in dynamic balance with the costs of services. 

  Fig. 25.4    Application of the threshold concept – decisional confl ict ( Baumann et al. 2011b )       
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 The Decision Making Ecology was applied to three situations as further demonstrations of its 
 usefulness. In the fi rst decisions along the Decision-Making Continuum were used as an example of 
decision-makers having different thresholds for different decisions. The intake decision was used as 
example of a low threshold, relative to the removal decision where higher thresholds for taking action 
are more likely. A related application that helps explain this difference is the outcomes, or conse-
quences, to the decision-maker. In this application the idea was introduced of two types of errors that 
decision-makers try to avoid; false positives and negatives. Depending on the value of avoiding either 
type of error, thresholds may differ. Finally, a last application to training was introduced involving an 
exercise where different outcomes carried different consequences for participants and one error was 
more likely to be avoided over another, depending on the consequences to the decision-maker. 

 All of this has strong implications for policy and practice. From a policy perspective, knowing the 
source and magnitude of errors and what factors in the DME may mitigate these errors allows clearer 
and more precise policy to be written, and resources to be better targeted. If, for example it is known 
that the amount and mixture of cases on a workers caseload affects decisions, explicitly designed expe-
riences with different caseload mixes can be structured as part of an on the job training. Practice can 
also be affected more directly by training programs that target specifi c errors and how they are miti-
gated. For example, one source of error uncovered by Detlaff and his colleagues ( 2011 ) and by Rivaux 
and her colleagues ( 2008 ) is the fundamental attribution error. This error appears to lie behind disparate 
decisions to substantiate and to place children in care. It seems that workers may attribute poverty to 
the person, rather than the situation and are thus more likely have a lower threshold for decision-making 
for African Americans than Anglos. Importantly, exposure to African American clients (Baumann et al. 
 2010 ) mitigates these decisions implying that such exposure should be a part of training. 

 In closing, it is noted that in the decade or so since starting to work within the Decision Making 
Ecology framework it appears to be a productive way of organizing hypotheses and studies as indi-
cated in this chapter. Most important, however, is the critical need for improvement of decision- 
making in the fi eld of child welfare. This will require on-going efforts to develop the evidence required 
to understand the context of decisions, the psychological process of decision making, and the sources 
of decision-making errors.     
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           Introduction 

 There are many legal traditions and cultures, historical practices and degrees of awareness related to 
child ‘maltreatment’ in today’s world. Fully analyzing the many ways in which law can help to identify 
and manage maltreatment, given the range of possible approaches and diversity of human cultures, 
cannot be achieved in a single chapter. However, identifying and outlining some of the ways in which law 
acts as both an immediate regulator of conduct and an infl uence on a society’s cultural development 
forms a necessary background to any consideration of key options for responding to child maltreatment. 
While the authors’ predominant experience is in the common law tradition prevailing in nations like 
the UK, the USA, Canada, Australia and other Western nations that adopted the common law heritage 
of the UK, there are a number of different legal systems in the world, including Napoleonic Code, 
Islamic Code, and the law of Communist countries. Rather than analyzing all these traditions, our 
intention is to provide examples of legal mechanisms from common law systems that might inform 
consideration of sociolegal strategies to identify and manage child maltreatment in many different 
political, economic and legal systems, including those in common law jurisdictions. Where possible, 
both positive and negative aspects of these mechanisms will be noted, especially when made obvious 
by specifi c experience, empirical data, or cross-cultural considerations. 

 These different legal scaffolds contain an extensive repertoire of remedies and preventive mechanisms 
for societies and professionals working with child protection, health care, behavioral health, justice, 
policy, and the public they serve. These legal scaffolds and the tools within them shape policy and 
practice in maltreatment prevention and response, both at individual, family and community levels. 

 There are many controversies that can be associated with law and child maltreatment, including 
why the problem was not addressed systematically for so many centuries, why so many individuals 
continue to deny that the problem exists, and why some societies fi nd child maltreatment so diffi cult 

    Chapter 26   
 Using Law to Identify and Manage Child Maltreatment 

            Ben     Mathews       and      Donald     C.     Bross      

         B.   Mathews       (*) 
   School of Law, Faculty of Law ,  Queensland University of Technology ,   Brisbane ,  Australia   
 e-mail: b.mathews@qut.edu.au   

     D.  C.   Bross ,  J.D., Ph.D.       
  University of Colorado School of Medicine, The Kempe Center for the Prevention and Treatment of Child Abuse 
and Neglect, The Gary Pavilion at Children’s Hospital Colorado, Anschutz Medical Campus ,   Denver ,  USA   
 e-mail: donald.bross@ucdenver.edu; donald.bross@childrenscolorado.org  



478

to address while others have begun to do so with substantial success. Controversies arise as to what 
kinds of laws are best in preventing and responding to child maltreatment, and even, more fundamentally, 
whether there is a role for law in protecting children. Illuminating and providing possible solutions 
to all of these controversies is beyond the scope of this chapter, for several reasons: further work is 
needed to demonstrate when law can be and is most helpful in the effort to protect children from 
different kinds of maltreatment, and when law is producing adverse results or mostly unjustifi able 
interference; and research is also required to establish what types of societies are most reluctant to 
address the various manifestations of child abuse and neglect and why. Rather, this chapter will offer 
evidence that a variety of legal tools can be employed to address child abuse and neglect, for any 
cultural setting in which there is willingness to act to prevent and treat its various forms. 

 For our purposes, despite the diffi culties inherent in defi ning the different kinds of child abuse and 
neglect, we will use the following defi nitions, drawing on defi nitions which are both proposed by 
eminent scholars and which are consistent with typical legal rights and obligations in criminal law, 
civil law and child protection law:

•     Physical abuse  includes acts of physical assault by parents or caregivers which result in death or 
serious physical harm or present an imminent risk of doing so 1 ;  

•    Sexual abuse  includes acts not only of penetrative abuse, but also acts of masturbation, oral sex, 
fondling, voyeurism, exposure to sexual acts, exposure to or involvement in pornography and other 
forms of commercial sexual exploitation, all of which are acts done to sexually gratify the abuser; 
it is usually infl icted by an adult, but is often and can be infl icted by another, usually older 
child, where the victim is not developmentally capable of understanding the acts (World Health 
Organisation  2006 );  

•    Psychological or emotional abuse  exists when the relationship between the parent or caregiver and 
the child is characterized by pervasive or persistent acts or omissions which result in serious 
emotional harm or present an imminent risk of doing so (APSAC  1995 ; Glaser  2002 ,  2011 ); 2   

•    Neglect  is constituted by omissions by parents or caregivers to provide the basic necessities of life 
such as food, shelter, clothing, supervision and medical care, which result in serious harm or present 
an imminent risk of doing so (Dubowitz  2000 ). 3     

    A Preliminary Note: The United Nations Convention on the Rights of the 
Child, Other International Human Rights Instruments, and Domestic Law 

 Since this book is one in a series looking at the international scope of child maltreatment, one 
controversy that should fi rst be noted is the degree to which either or both international and domestic 
law are most likely to lead to children’s protection. On one view, dating from the late twentieth century, 

1   Consistent with criminal laws, acts creating rights to civil damages in actions such as battery and negligence, and child 
protection laws such as the US federal Child Abuse Prevention and Treatment Act s 5106 g(2), which defi nes ‘child 
abuse and neglect’ as ‘at a minimum, any recent act or failure to act on the part of a parent or caretaker, which results in 
death, serious physical or emotional harm, sexual abuse or exploitation, or an act or failure to act which presents an 
imminent risk of serious harm’. A clear challenge is presented by the question of whether and when corporal punish-
ment is ‘physical abuse’; this point will be returned to later. 
2   According to Glaser’s ( 2011 ) typology, there are fi ve categories of such harmful acts and omissions: fi rst: emotional 
unavailability, unresponsiveness and neglect; second: interacting with the child with hostility, blame, denigration, 
rejection or scapegoating; third: developmentally inappropriate or inconsistent interactions with the child; fourth: 
failure to recognize or acknowledge the child’s individuality and the psychological boundary between the parent and the 
child, and fi fth: failure to promote the child’s socialization within the child’s context, by either active mis-socialization 
or corruption; isolating the child; or by failing to provide adequate stimulation and opportunities for learning. 
3   Consistent with criminal laws regarding neglect, civil laws concerning a parent’s duty of care, and child protection laws. 
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the international community’s commitment to child wellbeing appears to have never been greater, as 
demonstrated most clearly by the near universal ratifi cation of the United Nations Convention on the 
Rights of the Child (UNCRC), which entered into force in 1990. The almost universal affi rmation of 
the UNCRC indicates at least a rhetorical commitment to protecting children from maltreatment, 
since article 19(1) requires States parties to take all appropriate legislative, administrative, social and 
educational measures to protect the child from all forms of maltreatment while in the care of parents 
or guardians. The UNCRC is an aspirational document which is intended to guide the substance of 
law, policy and practice regarding children’s rights, as well as being intended to facilitate cultural 
changes which will promote children’s rights in lived experience. However, achieving domestic 
cultural change remains crucial if contemporary international efforts are to have enduring power; 
this is so because of the varying effects of ratifi cation of the UNCRC in nations’ domestic law, and 
because it is simply not realistic to expect all children to have legally enforceable rights to all of the 
aspirations in the UNCRC. 

 The domestic legal effect of ratifying the UNCRC varies by country. In some nations, such as the 
USA, ratifi cation of a Convention can have a ‘self-executing’ effect, which automatically translates 
the adopted articles of that Convention into domestic law. This would prove problematic because 
since aspirations are distinct from realistic expectations, no nation can currently enforce a require-
ment that children will have these rights in lived experience. Laws which are created, but are largely 
unenforceable, undermine key tenets of the rule of law (Bingham  2007 ) by neutralizing their effi cacy 
and creating a civic attitude that these laws can be ignored. Unenforceable laws also undermine the 
legitimacy of parliament and destroy the benefi cial potential of the law’s objectives. A key reason why 
the USA has not ratifi ed the UNCRC is that many provisions are currently unenforceable or confl ict 
with other US human rights laws. Recognition that some clauses of the UNCRC cannot be enforced 
in a given country explains why many nations have recorded ‘reservations’ concerning some articles of 
the UNCRC, meaning that while nations generally ratify the UNCRC, they exclude many articles 
from its endorsement. In other nations, such as Australia, courts have established clearly that ratifi ca-
tion of a Convention by the executive arm of government does not give it domestic legal force; only 
implementation of a Convention into legislation by Parliament can translate it into law:  Mabo v 
Queensland  ( 1992 ). However, ratifi cation can still have ‘soft’ legal effects such as infl uencing the 
nature of new legislation concerning children, and creating a right of procedural fairness regarding 
decisions made by Commonwealth administrative decision makers involving children. 4  

 Despite the legal and practical limitations of nations’ ratifi cation of the UNCRC (and of other 
instruments regarding children’s rights, such as those regarding child prostitution, and genital mutila-
tion: Mathews  2011a ), its capacity to change attitudes and culture, and through these changes, to 
enhance children’s lived experience, arguably remains. It is not prudent to be unrealistically naïve 
about its effect, yet nor should its power as an aspirational document be cynically derided and dis-
missed. While it is diffi cult to measure tangible outcomes from the widespread ratifi cation of the 
UNCRC, it is still reasonable to assume that it plays a real role in promoting children’s rights and 
lived experience. This may occur through various mechanisms, such as the creation or encouragement 
of new benefi cial attitudes and cultural norms of conduct regarding child welfare. Attitudes towards a 
phenomenon can be a powerful infl uence on actual behavior (Ajzen  2005 ; Ajzen and Fishbein  2005 ). 
Runyan and colleagues ( 2010 ) recently stated in the context of harsh parental discipline that “culture 
helps form parental attitudes about how children should be disciplined” (708). Adults’ attitudes 
towards children’s place in society and their rights are inextricably related with a society’s culture, 
including how it perceives and treats children. As well, the role played by the UNCRC and similar 

4   Minister for Immigration and Ethnic Affairs v Teoh  ( 1995 ) 183 CLR 273. Ratifi cation of the UNCRC creates a legitimate 
expectation that an executive or administrative decision would be made in conformity with its principles. The legitimate 
expectation does not amount to a rule of law, and so does not compel a decision-maker to make a particular decision. 
However, if the decision-maker proposes to settle the issue inconsistently with the legitimate expectation, the decision-
maker must give persons affected by the proposed decision an opportunity to present their case against it. 
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instruments in promoting children’s safety and fl ourishing may occur by infl uencing developments 
in law, policy and practice, and facilitating the creation and continuance of governmental and 
nongovernmental support agencies which exist to help maltreated children and work towards 
reducing maltreatment.  

    International Variation in the Enactment and Enforcement of Law 
to Respond to Child Maltreatment 

 Notwithstanding changes in attention to child maltreatment and children’s rights in many places, it is 
undeniable that awareness of and commitment to various dimensions of child wellbeing still varies 
greatly both across the globe and within nations. For social, economic, historical, religious and cultural 
reasons, societies vary in both their  enactment  of and  commitment  to laws regarding child maltreatment. 
As with all laws, those regarding child maltreatment should possess “legitimacy” (suffi cient societal 
acceptance) and be supported by appropriate enforcement. As used here, the concept of “legitimacy” 
is related to political power being used in a largely consensual, or at least widely endorsed, fashion to 
resolve confl icts, protect rights, and enable commerce and communication. For example, the more 
force that is required for laws to be obeyed, the less cohesiveness and agreement that generally exists 
between citizens. Some societies appear to rely more on law as the ultimate arbiter of confl ict than 
other societies. When societies are very homogenous, there are many non-legal methods for resolving 
confl ict. When societies are extremely diverse, as in the U.S. and increasingly in Europe and other 
parts of the world, homogeneity is increasingly rare, due to the effects of immigration, proliferating 
variations of religious and political institutions, and the creation of new interests and interest groups. 
Again, especially in societies where law is a crucial fi nal arbiter of confl ict, if a society passes laws 
that cannot be enforced, the legitimacy of the legal system as an effective means of confl ict resolution 
can be weakened. 5  Laws which lack legitimacy then become denuded of real substance and resulting 
benefi t; this applies to any laws, including those related to child maltreatment. 

 Some societies enact few or no laws concerning the identifi cation and management of child 
maltreatment. Some child protection laws that are enacted without necessary enabling responses may 
accomplish little other than a pretence. However, as already noted, societies may pass laws that are not 
likely to be enforced immediately, but have the goal of proclaiming a societal aspiration for better 
practices and behavior which it is hoped will crystallize over longer periods of time, accompanied by 
other supportive mechanisms. Many examples might be provided of different approaches in legal 
cultures, which have profound effects on not only how children are treated, but how children are 
perceived: for example, laws relating to education, marriage, sexual assault, human traffi cking, child 
labor, adoption, involvement of children in warfare, and the punishment of those who offend against 
children. The way a society treats its children through its legal systems embodies its understanding of 
the respective roles and rights of the individual, the child, the family, and society. In addition, there 

5   One example of a national law that overreached the public’s endorsement and hence compliance was the 18th 
Amendment to the U.S. Constitution, referred to the States for ratifi cation by the U.S. Congress in 1917, prohibiting the 
sale or consumption of alcohol. After being ratifi ed by 36 of the then existing 48 States, Congress passed enabling 
legislation in 1919 (The National Prohibition Act, also known as the “Volstead Act”), and the amendment and enabling 
legislation commenced in early 1920. Supporters strongly opposed the consumption of alcohol on moral and religious 
grounds. Subsequent to the enactment of the national law, fl agrant disobedience by consumers as well as an eruption of 
criminal activity involving the importation and black market manufacture of alcohol caused public dismay at the unin-
tended consequences of Prohibition. Within very few years, the dismay resulted in the repeal of Prohibition in 1933, via 
the 21st Amendment to the U.S. Constitution. This remains the only time in American history that a Constitutional 
Amendment has been repealed. 
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can be different treatment of children according to gender, exemplifi ed by socio-legal approaches to 
inheritance, child marriage (Deb and Mathews  2012 ), and female genital mutilation (Rasheed et al 
 2011 ; Rajabi-Ardeshiri  2009 ; Mathews  2011a ). All of these issues are in play along with other 
contextual factors such as race, ethnicity, and religion. Law embeds a society’s fundamental values 
and preferences and helps those values to endure or develop. This can happen in both positive and 
negative ways, and this can be seen starkly in the fi eld of child maltreatment. Law can play a crucial 
catalytic role in changing attitudes and behavior, or can be prominent in its absence and allow the 
perpetuation of injustice and suffering. 6  

 Our task here is to provide a broad yet succinct summary of key mechanisms from common law 
systems for identifying and managing child maltreatment, and to highlight issues presented by these 
mechanisms to help inform progress within and beyond these jurisdictions. Before discussing ways in 
which law can manage child maltreatment, we will fi rst consider the precondition to any meaningful 
societal response to child maltreatment: its recognition as a phenomenon, and mechanisms through 
which it can be identifi ed.   

    Identifi cation of Child Maltreatment: The First Step 

    Historical Background 

 In Roman law, which infl uenced the development of English law, the concept of  patria potestas  gave 
a father almost total dominion over his children including the powers of life and death, punishment, 
and sale ( Borkowski  1986 ; Gardner  1986 ). Consequently, the Dark Ages and Middle Ages were times 
when children had few if any rights, and the treatment of children was extremely harsh, with infanticide 
and abandonment being common, even up until the 1800s (Ten Bensel et al.  1997 ; Eisenberg  1981 ). 
Children were generally seen as a father’s chattels and as units of labor (Eisenberg  1981 ). 

 Substantial change in society’s perception and treatment of children crystallized after the possibility 
of education emerged and English legislation in 1880 made schooling compulsory. These social and 
legal changes were driven by a new understanding and acceptance that a child was different from, and 
hence had qualitatively different needs than, an adult. The possibility and desirability of literacy – 
enabling a child to develop into a citizen capable of contributing to society in ways exceeding basic 
labor – and its enforcement through legislative machinery was the basic impetus behind this change. 
Maltreatment of children would still continue, and the various forms of maltreatment now identifi ed 
would not yet be conceptualized. The fi rst English laws regarding maltreatment, such as the Poor Law 
1868, were aimed at intervening in cases of severe neglect but were poorly implemented. Prosecutions 
for severe maltreatment were rare (McGillivray  2011 ). 

 In the UK, despite these early changes, there were no laws about the identifi cation of severe cases 
of maltreatment. There was no general public awareness of maltreatment in the senses we possess 
today, and much conduct constituting maltreatment was normalized. Some forms of abuse, such as 
sexual abuse, were generally ignored, even by professionals such as medical practitioners. There were 
several reasons for the general lack of recognition of maltreatment, but perhaps most prominent 
among them is that most severe maltreatment occurs in the privacy of parents’ homes and is infl icted 
by parents. In a sociopolitical atmosphere that endorses individual rights, it is usually agreed that 

6   The essence of the ‘rule of law’ – the concept underpinning common law jurisdictions–is ‘that all persons and authorities 
within the state, whether public or private, should be bound by and entitled to the benefi t of laws publicly and prospec-
tively promulgated and publicly administered in the courts’ (Bingham  2007 ). Adjudicative procedures should be fair, 
means must be provided to resolve disputes, and the law must adequately protect fundamental human rights. These are 
fundamental and indispensable elements of a just society. 
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adults’ private sphere should remain free from interference by the State, that parents have the right to 
treat and discipline their children as they see fi t, and that neither children nor society are entitled to 
any other mechanism that alters this state of affairs. Having grown from and still drawing immense 
power from centuries-old doctrines, these sociolegal assumptions are embedded within many western 
nations and are common in social and political cultures across the globe. Few voices were raised 
against these ideas of parental privacy, despite luminaries such as Locke and Mill being among them 
(Mathews and Bross  2008 ), hence leaving undisturbed the wide and deep power of these forces. 

 Situating this discussion in a historical social and legal context helps to appreciate how it may be 
necessary to counterbalance and reverse the social power of an undesirable practice with responses 
that might include the persuasive or compelling force of a therapeutic legal intervention. Throughout 
most of human history there has been scant meaningful recognition of child abuse and neglect, 
and children have been left largely unprotected from maltreatment (de Mause  1974 ; Pinker  2011 ). 
Social customs and obliviousness to children’s suffering and children’s vulnerability have impeded 
the development of helpful social and legal infl uences. The absence of legal interventions to recognize, 
identify and respond to child maltreatment may be the most important infl uence in the historical pattern 
of child maltreatment. The absence of legal regulation of a context is just as powerful an infl uence as 
its presence. Without legal prohibition of maltreatment, it is permitted and even endorsed. Similarly, 
without legal approaches requiring certain people to report known severe maltreatment, a society 
makes a statement about what it deems acceptable, and about what it prioritizes. The presence or 
absence of legal mechanisms creates a culture which promotes or denigrates children’s rights to 
personal safety and liberty.  

    The Landmark Changes: Recognition of Severe Physical Abuse, and 
Legislation Requiring Reports of Suspected Serious Child Maltreatment 

 Arguably, the landmark legal change in identifying severe maltreatment occurred in the USA in the 
1960s. The catalyst for this legal change was a groundbreaking 1962 publication by C. Henry Kempe, a 
Colorado pediatrician, and his medical colleagues in which severe physical abuse of children, espe-
cially those aged under 3, was identifi ed and conceptualized as the ‘battered-child syndrome’ ( 1962 ). 
Importantly, the emphasis was on  severe  injury – often involving fractures to the skull and or subdural 
haematoma – not  any  injury. As well as identifying the intentional infl iction by parents of severe 
physical injury, the authors effectively declared that such treatment could no longer be ignored or 
tolerated and recommended that medical practitioners report this condition to agencies which could 
intervene to protect the child (Bross and Mathews  2012 ). Kempe and his colleagues recognized the 
fact that severe maltreatment occurs in private, infl icted by parents, most frequently and seriously 
against very young children, and the likely lack of disclosure of severe maltreatment by parents 
produces the need for a person outside the family to facilitate the identifi cation of maltreatment where 
neither the child nor the child’s parents would. After sustained lobbying and advocacy, by 1967 laws 
were passed in each American state requiring medical practitioners to report reasonable suspicions of 
severe child physical abuse. Importantly, these laws provided those who made reports in good faith 
with confi dentiality and immunity from various kinds of legal and disciplinary action if the case 
turned out not to involve maltreatment (Mathews and Kenny  2008 ). 7  

7   Note also that law can provide other protections in this context, for example by allowing physicians to take photos, 
x-rays and conduct other tests without fear of suit for acting without permission as long as the tests are required for the 
diagnostic procedure of estimating the likelihood of intentionally infl icted trauma. 
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 The scale, impact and revolutionary character of this change cannot be underestimated. Recently, 
in a book published to mark 50 years since the publication of ‘The Battered-Child Syndrome’, the 
work published by Kempe and his colleagues ( 1962 ) was described as the force behind ‘a massive 
tectonic plate shift [which] was occurring that would eventually have an impact in all corners of the 
world and on the lives of billions of children’ (Runyan  2012 , p. v). In ensuing years, the new legal 
obligation to report reasonable suspicions of severe child physical abuse was extended to other groups 
of professionals whose work involved frequent contact with children, such as teachers and police. 
Later, with new evidence emerging of other forms of maltreatment, reporting obligations were 
extended to other types of maltreatment: sexual abuse, emotional or psychological abuse, and neglect. 
More recently, some states have even extended the duty to report suspected exposure to domestic 
violence and exposure to drug-related activity (Mathews and Kenny  2008 ). 

 Many other countries would enact similar laws in ensuing decades. All these legal developments 
about the reporting of suspected serious child abuse and neglect were accompanied by other legally- 
sanctioned infrastructure and mechanisms. Such legislation for child protection and child welfare 
both confers and limits the authority possessed by state child protection agencies and children’s courts 
to respond to cases in various ways. In addition to authorizing evaluation or treatment services for 
maltreated children, legislation can also provide fi scal appropriations and incentives for appropriate 
responses to child abuse. 

 A review of the nature and scope of these laws about the reporting of cases of suspected serious 
child abuse and neglect demonstrates not only their expansion beyond the original laws motivated by 
the work of Kempe and colleagues, but the legal differences that now exist between states even in the 
same country (Mathews and Kenny  2008 ). Yet, the enduring principle motivating all these laws was 
the need for persons outside the family to identify cases of severe child maltreatment which would 
otherwise likely remain hidden, to enable the protection of children from severe harm, and to facilitate 
the provision of appropriate assistance to children and families. Law hence becomes a powerful means 
for institutionalizing child protection.  

    Legislative Duties Versus Policy-Based Duties 

 The introduction in the USA of mandatory reporting laws and their associated child protection 
systems infl uenced similar developments in dozens of other countries. For example, all jurisdictions 
within Canada and Australia have enacted legislation, albeit sometimes differing in nature and scope 
(Mathews and Kenny  2008 ). In contrast, demonstrating ideological and political differences, and 
different practical imperatives which relate to decisions about enacting such duties, other nations 
including the United Kingdom and New Zealand have chosen not to enact mandatory reporting 
laws. However, in many of these jurisdictions, policy-based duties to report child maltreatment have 
been created by peak industry groups such as medical and educational professions (Mathews  2012 ). 
There are complex questions about whether policy duties (and associated systems) are as effective as 
legislative duties in creating a harmonized and well-informed professional culture best able to identify 
cases of severe child abuse. While rigorous research into this question is required, there is some 
evidence that policy-based duties are not as effective as legislative duties. Doctors in the UK, for 
example, have a policy-based reporting duty that does not provide the normal protections given to 
reporters by legislative duties regarding confi dentiality and immunity from proceedings. This less 
robust and coherent approach has not only exposed doctors making good faith reports to harassment 
by parents and to professional disciplinary proceedings; there has been a consequential reduction 
in doctors’ willingness to make child protection reports and to occupy child protection roles 
(Mathews et al.  2009a ). As well, policy duties do not possess the imprimatur of Parliament, 
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are decentralized and fragmented (and hence prone to error), and inhibit best practice in the 
development and administration of training for reporters. There is also some evidence that legislative 
duties, together with systematic training and support, can also affect the actual identifi cation by 
reporters of cases of serious abuse. A comparative study of the reporting by teachers of sexual 
abuse found that teachers in a state without legislative reporting obligations reported three 
times fewer cases of substantiated sexual abuse than teachers in two other states with more robust 
legislative duties (Mathews et al.  2009b ). An earlier study found that introduction of a legislative 
duty for teachers to report sexual abuse resulted, at least in the short term, of three times the number 
of both substantiated and unsubstantiated reports (Lamond  1989 ). We will discuss the issue of 
‘unsubstantiated’ reports shortly.  

    Reporting Practices and Outcomes 

    Data Collection and Monitoring 

 People often ask whether laws about the reporting of suspected severe child maltreatment are ‘effective’. 
There are many ways in which one could seek to answer this question. Certainly, for the most part, 
from the perspective of a seriously maltreated child who has benefi tted from a report (and hopefully, 
from successful intervention), then such reports would be seen as being more than simply ‘effective’, 
and rather as facilitating a major change in the child’s life chances. At one end of the spectrum, there 
is strong evidence that the incidence of fatalities has plummeted since the introduction of reporting 
laws and their associated support mechanisms (Besharov  2005 ). 

 As well as declines in fatalities, the success of reporting laws can be seen in evidence collated 
regarding the number of referrals made by mandated reporters, the proportion of substantiated cases 
identifi ed as a result of these referrals,  and  the numbers of cases referred by these reporters which may 
not have been offi cially substantiated after investigation but which still resulted in the provision of 
helpful services to the child and her or his family. 

 The most detailed evidence is collated in the USA in its annual reports by the US Department of 
Health and Human Services, which has published detailed reports every year since 1990. The collec-
tion of detailed data about child maltreatment, ideally with as much information standardized 
across regions or jurisdictions within a nation, is an essential element of a well-functioning system. 
This monitoring is an essential feature of a public health approach to child maltreatment, enabling 
understandings of the features of maltreatment (state by state data about numbers and characteristics 
of child victims, perpetrators, who makes referrals, outcomes of referrals, and more). This also enables 
tracking of trends over time, and assessments of the impact of policy approaches. If the data is 
suffi ciently detailed, it enables more precise identifi cation of the nature and extent of failures and 
successes, within and across systems, jurisdictions, reporter groups and maltreatment subtypes. 

 Law plays an important role here also, because the regular conduct and publication of such studies 
is not guaranteed to occur without adequate policy, fi nancial and structural support. In 1988, the US 
Child Abuse Prevention and Treatment Act required the establishment of a system of national data 
collection and analysis, involving the collation of state data about the reporting of maltreatment. 
The DHSS has published annual reports of such data since 1992. Similarly, other federal legislation 
establishes a requirement for population-based incidence studies, which are more accurate measure-
ments of maltreatment incidence. All four  National Incidence Study  projects (Sedlak et al.  2008 ) have 
been required by the Keeping Children and Families Safe Act 2003 (PL 108-36). In contrast, nations 
without such detailed data and studies lack a rigorous evidence base, and so are unable to evaluate 
progress, to identify specifi c problems, and to plan strategically for the future.  
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    Reports by Mandated Reporters Identify the Majority of Maltreatment Cases 

 As a result of its legislative frameworks surrounding data collection, the most detailed data on reporting 
is published in the USA, although data about precise topics is not always reported annually. Annual 
records consistently indicate that mandated reporters make approximately 55–60 % of all reports 
(US Department of Health and Human Services  2010b , p. 6, Fig. 2.1). Reports made by mandated 
reporters result in the identifi cation of approximately 70 % of all proven cases (US Department of 
Health and Human Services  2010b , p. 9, Fig. 2.3). Detailed data reported in 2009 by subtype and 
profession indicates that an even higher proportion of substantiated cases of physical abuse (78.1 %) 
and sexual abuse (74.0 %) are identifi ed after reports by mandated reporters (US Department of 
Health and Human Services  2009 , p. 45, Table 3.9). A similar overall pattern was found in Canada, 
where reports by mandated reporters disclosed 75 % of all cases of substantiated severe maltreatment 
(Trocme et al.  2005 , p. 86, Table 8.1). The USA data also show a general developmental vulnerability 
from infancy for all types of maltreatment except sexual abuse (Mathews  2012 ; US Department of 
Health and Human Services  2009 , p. 47, Table 3.12).  

    Evidence Suggests Mandatory Reporting and Its Associated Response Mechanisms 
Have Contributed to Signifi cant Declines in Physical and Sexual Abuse 

 Several sources of data in the USA indicate very substantial declines in both physical abuse and sexual 
abuse since the early 1990s (Finkelhor et al.  2011 ). The declines are supported by two major sources 
of data (Finkelhor  2008 ): annual offi cial government investigations into reports of suspected maltreatment 
(US Department of Health and Human Services  2011 ,  2007 ), and the National Crime Victimization 
Survey. They gain further support from two other different kinds of repeated national population 
studies (Sedlak et al.  2008 ; Finkelhor et al.  2010 ), and victim self-report surveys (Finkelhor and 
Jones  2012a ). The declines are suffi ciently substantial, and have occurred over a suffi ciently long 
period, that Finkelhor and Jones ( 2006 , p. 700) stated:

  We believe the evidence for the existence of a decline in youth victimization is extremely strong. It is a reality 
deserving of much more attention and discussion. Something positive is going on in the social environment. 

   In 2012, after an updated review of seven different data sources consistently a range of declines 
the same authors concluded that ‘Our judgment is that the decline in sexual abuse is about as well 
established as crime trends can be in contemporary social science’ (Finkelhor and Jones  2012a ). 

 Finkelhor and Jones ( 2006 ) note several factors potentially infl uencing these declines. They discuss 
the contributions possibly made by economic prosperity, changing social norms and practices, 
dissipation of the side-effects of the 1960s cultural revolution, and the introduction of psychiatric 
medication. Two other major factors they discuss are “incarceration and incapacitation”, and “agents of 
social intervention, police and others”. Reporting laws and their associated response mechanisms – 
increased numbers of police, social workers, child protection workers and other personnel engaged 
in child safety and child abuse prevention activities – are among the important “agents of social 
intervention” noted by Finkelhor and Jones as contributing to the declines in physical and sexual 
abuse in the USA. Others include a range of different public education, response and prevention 
efforts, some systematic, others more localized. 

 Debates continue about the decline (Gilbert et al.  2012a ,  b ; Finkelhor and Jones  2012b ; Radford 
et al.  2012 ). However, if these data are accurate, or are even close to a real indication of a signifi cant 
reduction in child physical and sexual abuse, these declines represent a remarkable development in 
child welfare and social progress. Given the generally accepted view that such maltreatment has 
been more frequent in societies over many centuries, there is much to be learnt from these signifi cant 
and recent developments.  
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    Purpose of Legislative Reporting Duties: Reporting Also Facilitates Provision 
of Assistance to Children and Families 

 Reports of suspected maltreatment enable the provision of assistance not only in cases that are 
substantiated after investigation, but also in those that are not. In the USA, substantiated victims are 
proportionally more likely to receive post-response services, but almost twice the actual number of 
children (and families) in ‘unsubstantiated’ cases receive ‘post-response services’ than those who are in 
substantiated cases (US Department of Health and Human Services  2010a , p. 84, p. 89). This further 
demonstrates the utility of referrals, and the inappropriateness of labeling only those referrals that are 
‘substantiated’ as ‘good’ referrals. There are many reasons why a report may be treated as ‘unsubstan-
tiated’, including the decision not to investigate at all, but this does not mean the case does not involve 
maltreatment (Drake and Jonson-Reid  2007 ; Kohl et al.  2009 ; Mathews  2012 ). The making of a referral 
and the provision of helpful support can itself act as a preventive mechanism, stopping maltreatment 
from happening or preventing it from getting worse. The law can also play a role in requiring and 
creating fi nancial capacity for the provision of preventive services. Several USA statutes confer funds 
to establish preventive intervention (US Department of Health and Human Services  2010a , p. 89). 

 The making of reports also facilitates the utility of a ‘differential response’ approach to child and 
family welfare after receiving a report of maltreatment. Differential response approaches emphasize 
assessing the family’s needs and delivering helpful services, rather than initiating investigation to 
determine whether maltreatment has occurred. They are particularly appropriate for low-risk and 
moderate-risk cases, especially for cases involving neglect. There is an increasing emphasis on 
enabling these quicker, sensitive responses to identify the child’s and family’s needs and to provide 
services which meet those needs, with over 20 states now implementing these systems (Conley and 
Berrick  2010 ). In the US, CAPTA and other laws have infl uenced the development and delivery 
of differential response and US federal legislation establishes funding systems for its provision. 
Jurisdictions in other countries including Australia – such as via Victoria’s Children, Youth and 
Families Act 2005 – have also adopted these methods, both as a method of delivering the most 
appropriate response in a given case, and as a complementary pathway of making reports in the fi rst 
instance about cases which do not involve serious harm but which are excellent candidates for helpful 
and preventative interventions (Government of Victoria  2006 ).  

    Overreporting 

 There is evidence indicating that legislative reporting duties will, at least in the short term, produce an 
increase in the number of reports which when investigated result in a fi nding of being ‘unsubstantiated’ 
(Lamond  1989 ; Mathews  2012 ). Overall, many reports are ‘screened out’ at intake, many more are 
referred directly to assisting agencies, and hence a relatively low percentage of all reports result in 
both an investigation and a substantiation of that investigation. Some have labeled all such reports as 
problematic, and have argued that this so-called ‘overreporting’ and its effects on scarcely-resourced 
child protection systems are a reason for not adopting the legislative model (Melton  2005 ). 

 However, others have responded to these claims, arguing that it is not sound to simply rely on the 
number or proportion of ‘unsubstantiated’ cases to draw global conclusions about the success or failure 
of reporting laws and practices, and that it is not appropriate to use ‘substantiated’ cases as a proxy 
for a justifi ed report (Drake and Jonson-Reid  2007 ; Finkelhor  1990 ,  2005 ; Kohl et al.  2009 ; 
Mathews  2012 ). Several of the important facts to engage with in this regard are:

•    Many, and often a majority, of reports (and unsubstantiated reports) are made by members of the 
public, not by mandated reporters; this applies especially to neglect and emotional abuse, which 
are responsible for a very large proportion of reports;  
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•   Reporting patterns by discrete mandated reporter groups can vary dramatically; for example, 
reports by one reporter group of even one type of maltreatment can account for a substantial 
proportion of all reports: Mathews ( 2012 ) showed this occurred in New South Wales, with police 
reports of exposure to domestic violence);  

•   Reports of different subtypes of maltreatment can differ enormously; reports of physical and sexual 
abuse combined represent only a small proportion of all reports (Mathews  2012 );  

•   Often, more than one report is made about a child (both in quick succession by an individual or 
multiple reporters, or through the year), so that a very large proportion of all reports are being made 
about a relatively small number of children, as has been found in some jurisdictions in Australia 
(Mathews  2012 );  

•   The maltreatment subtypes themselves are discrete and reports are only one feature of a child 
protection and child welfare system (for example, many reports of neglect and domestic violence 
are best responded to by differential response either in the fi rst instance, or by prompt referral 
by CPS intake).    

 All these facts mean it is problematic to make global descriptive or normative statements about ‘all 
reporting’ and hence about the reporting laws. Extremely precise questions need to be asked of data 
about reporting to ascertain the nature of trends in reporting practice by discrete reporter groups, for 
each maltreatment subtype, and the outcomes of these subsets of reports, to relate them to law, policy 
and practice, and to make informed judgments about matters of concern or which may need attention. 
Quantitative and qualitative data may indeed disclose undesirable or ‘hypersensitive’ reporting 
practices which may be infl uenced by the legislation and or inadequate policy and reporter training, 
but such evidence needs to be identifi ed with precision and rigor (Mathews  2012 ). In Australia, recent 
government inquiries into child protection systems have considered the operation of mandatory 
reporting laws, including the phenomenon of ‘overreporting’. Both identifi ed aspects of reporting that 
could be improved, but concluded that as a policy it remains a benefi cial part of a child protection 
system (Wood  2008 ; Cummins et al.  2012 ).   

    Diffi culties for Reporters 

 Several diffi culties are posed for legislatively mandated reporters, caused by this multifaceted and 
complex context. Some of these are caused by conceptual ambiguities and similar diffi culties within 
the reporting laws. For example, the laws generally use the terms ‘reasonable suspicion’ or ‘reasonable 
belief’ to activate the reporting duty, and the concept of ‘signifi cant harm’ (or a synonymous concept) 
to limit the reporting duty to suffi ciently serious cases; both concepts can produce confusion and 
undesirable levels of disagreement about practical application (Levi and Crowell  2011 ; Levi and 
Portwood  2011 ; Levi and Loeben  2004 ). Other studies show reporters may fail to report because 
while they have a suspicion that the injury has been caused by maltreatment, they are not certain, or 
are not suffi ciently sure (Feng and Levine  2005 ; Kalichman and Brosig  1993 ; Mathews et al.  2009b ; 
Zellman  1990 ). Reporters need to be reassured that the legislative duty requires only a reasonable 
suspicion (or a reasonable belief, depending on the jurisdiction) and that this does not require 
certainty; nor is their role an investigative one. However, they also need to know that the terms of 
the legislation require (generally) the reporting only of  signifi cant  harm (or some synonymous 
version of this), not of  any  degree of harm (Mathews et al.  2008 ). Reporters’ lack of awareness of this 
is known to produce undesirable consequences. It is also often overlooked by opponents of the 
laws, which clearly weakens their arguments. 

 Other diffi culties are caused by the nature of maltreatment. Many cases will not be reported because 
maltreatment is frequently not readily apparent and reporters may simply not be able to detect it. 
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Reporters are not expected to be perfect detectors of maltreatment. Even severe maltreatment can be 
diffi cult to detect, even for medical practitioners who are able to conduct physical examinations. 
Indicators of maltreatment can be consistent with innocent explanations, or other medical conditions 
(Besharov  1990 ). Serious intentional head injuries are often misdiagnosed (Jenny et al.  1999 ). Even 
penetrative sexual abuse frequently leaves no physical signs in female genitalia (Anderst et al.  2009 ). 

 Yet, there is evidence of failure to report despite having suspicions of abuse. Studies of actual past 
reporting behavior have found medical practitioners’ failure to report suspicions of severe physical 
abuse (Flaherty et al.  2006 ,  2008a ) and failure to report by other reporter groups such as teachers 
(Mathews et al.  2009b ) and nurses (Mathews et al.  2008 ). There are varied reasons why reporters 
sometimes fail to report, which can differ according to the type of maltreatment involved. In addition 
to the lack of suffi cient certainty referred to above, prominent among these is the belief that child 
protection agencies will not respond effectively even when a report is made (Jones et al.  2008 ). 
Suffi ciently resourced child protection agencies need to establish excellent working relationships 
with the professional groups who are required to report suspected maltreatment, and each of these 
parties must understand the diffi culties and constraints experienced by the other (McCarthy  2008 ). 
Importantly, reporters should be made aware that not all reports will be investigated (and the reasons why); 
that even when investigated there can be many reasons for a fi nding of unsubstantiated (but that this 
does not mean the report was not worthwhile or that services were not provided or the child not 
protected); and reporters should be told by the child protection agency of the outcome of their report, 
and why. Other mechanisms may also assist reporters, such as the availability of child abuse experts 
with whom the reporter can consult (Flaherty et al.  2008b ; Berkowitz  2008 ).  

    Issues Faced by Legislatures and Policymakers 

 The role of legislation in helping to identify cases of severe maltreatment presents challenges for 
legislators, policymakers, reporters, and CPS workers. In some jurisdictions, reporting laws have been 
expanded far beyond the initial duties catalyzed by Kempe and colleagues’ recommendations about 
doctors reporting severe physical abuse. The fact that different jurisdictions enact laws of varying 
breadth – differing particularly in which subtypes of maltreatment must be reported, and by which 
groups of reporters – demonstrates that for ideological, political, economic and practical reasons, 
the decision to enact a reporting law is not straightforward. 

 A legislature intending to create its fi rst reporting laws, and any legislature continually monitoring 
its existing legislative approach, will benefi t from careful consideration of several questions. Regarding 
the nature and scope of the laws, such questions include (Mathews and Kenny  2008 ): (i) What types 
of maltreatment are required to be reported? (ii) Which occupations are to be mandated reporters? 
(iii) What state of mind is required to activate the reporting duty? (iv) What extent of harm, if any, 
is required to be reported; is this harm qualifi cation the same for each subtype; and how is this to be 
expressed? (v) Are reports required only of past or present abuse, or are reports also required of 
suspected risk of future abuse (and if so, how is this to be expressed)? 

 Legislatures and policymakers also will need to consider how reporters are to be trained, since it is 
well established that legislative reporting duties alone are insuffi cient. Studies have repeatedly found 
that mandated reporters often have not had the training required to equip them to fulfi ll their role, 
which can produce failure to report, and clearly unnecessary reporting (Abrahams et al.  1992 ; 
Christian  2008 ; Reiniger et al.  1995 ; Hawkins and McCallum  2001 ; Kenny  2004 ; Mathews et al. 
 2009b ; Mathews  2011b ; Starling et al.  2009 ; Walsh et al.  2008 ). Those persons who are required by 
such laws to report suspected maltreatment require excellent, and repeated, training to ensure they 
have a sound knowledge of the indicators of various types of maltreatment, what types of maltreat-
ment they are required to report, the state of mind required which activates their reporting duty 
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(which is not certainty, or even a state of mind near this; reporters are not expected to be perfect), the 
protections provided to them upon making a report, and how to make a report. Some jurisdictions, 
such as South Australia, have enacted legislation requiring the training of mandated reporters; this 
approach helps to facilitate high quality and coherent training approaches. 

 Whatever form of legal reporting obligation is created, in addition to excellent training methods, a 
government must ensure that there is a suffi ciently well-resourced child protection system to receive, 
act on and respond to reports, and that there are agencies to provide services to children and families 
in need (Mathews  2012 ). Where used, these laws must be framed so that their content fi ts the realistic 
ambition of the jurisdiction’s overall child protection and family welfare plan. Whatever the scope of 
such a plan, it should be considered, coherent and adequately resourced. The relationship of reporting 
laws with differential response and investigative responses must be soundly designed, both these 
response methods should be implemented appropriately, and reporting behavior should be monitored 
quantitatively and qualitatively so that problems can be identifi ed and resolved. Ideally, as part of a 
public health approach, the laws should be seen as but one essential element, and the incidence of 
maltreatment monitored by repeated rigorous studies. The content of a jurisdiction’s law therefore 
must be sensitive and adapted to its entire child protection apparatus.   

    Management: Law Can and Should Provide Many Tools: 
Criminal and Non-Criminal Law 

 The authors share the view that debates over whether child maltreatment should always or never 
become a matter of punishment, involuntary evaluation and treatment, or entirely voluntary choices 
by a child’s caregivers, are rarely helpful. This is so because the discussion is then presented primarily 
as a dichotomy which is often a false choice between only one legal approach or none. What is far 
more productive is a nuanced approach that asks under what circumstances various legally based 
interventions are helpful. Even more helpful would be direct evidence from research or successful 
models of law-authorized practices that produce a reduction in the advent of, or improvements in 
the response to, child abuse or neglect. Considerations of the negative effects of even successful 
legally- required interventions should be part of such research. Law may have its own universe of 
legal philosophy and practice, but it is unlikely to survive a societal belief that it is not supporting 
confl ict resolution. 

 Once a report of child maltreatment is made and confi rmed, what role can law play? For a percentage 
of cases, voluntary intervention will be suffi cient (Tjaden and Thoennes  1992 ). 8  This can stem from a 
conclusion that abuse or neglect occurred but no further intervention is necessary because the harm 
was minimal or unlikely to be repeated. It is also possible that the child, parents, or both require 
mental health or other types of evaluation and treatment to prevent recurrence of the maltreatment, 
and that because the parents refuse treatment or because the need for subsequent treatment is essential 
for the child’s safety, a legal proceeding is necessary. Because so many factors can contribute to a lack 
of safety or adequate nurturance of a child’s development, any legal responses should be as fair, 
non- traumatic, nuanced and individualized as possible. 

 Two broad and yet distinct categories of law can be identifi ed as operating within all major legal 
cultures: criminal law and non-criminal law. Once criminal and noncriminal laws are defi ned and 
being applied, law-based attempts to remedy child maltreatment under these two distinct subcultures 
of law can be explored. As succinctly as possible, we will here view legal doctrines and systems as 

8   An analysis of child protection agency and criminal court records from California, Delaware and Colorado (N = 833 
substantiated cases) found that a voluntary approach was used in different types of cases as follows: physical child abuse 
(76 %), sexual child abuse (51 %), child neglect (71 %), abandonment (32 %), emotional child abuse (93 %). 
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providing a powerful source for enabling and perhaps even institutionalizing a large number of ways 
to prevent and treat child abuse and neglect. There is no one law, nor is there even one kind of law, that 
can alone adequately support the efforts of a human society committed to reducing child abuse and 
neglect. But without laws to ‘mark out’ enforceable standards of conduct towards children, it is not 
realistic to expect that child maltreatment will diminish. 

    Criminal Law Applied to Child Maltreatment 

 Criminal laws exist to punish human conduct viewed by the prevailing culture as harmful to other 
members of the society, with the related purpose of deterrence. Deterrence is the concept that by causing 
pain (punishment) to an individual who has offended, he or she will be less likely to reoffend. 
Deterrence also assumes that knowledge of prohibition and punishment will persuade those who are 
considering criminal behavior to desist in the fi rst place. A further policy objective of many legal 
traditions’ criminal law is rehabilitation. This assumes that unless law also supports convicted 
individuals, for example through treatment for substance abuse (Burrus et al.  2011 ; Worcel et al.  2008 ) 
or providing occupational and life skills that provide a basis for non-criminal self-suffi ciency, efforts 
to prevent criminal recidivism will be less successful. Another objective of criminal laws is to 
incapacitate extremely dangerous offenders to protect the public. Finally, criminal laws also exist to 
set community standards of conduct and denounce behavior which contravenes those standards. 

 At the same time, while having these goals centered on justice for victims and the community, laws 
in common law jurisdictions also usually contain protective measures aimed at ensuring fairness and 
due process to accused persons. 9  As well, in a more general sense, legal measures can be taken to 
prevent unjust application of laws against child maltreatment. Law can attempt to circumscribe what 
is and is not considered to be child abuse. Laws can lower the level of criminal intent required to 
prosecute a child abuse fatality, refl ecting the vulnerability of infants; felony child abuse statutes 
hold a caregiver responsible not only for deliberately causing death, but also for recklessly allowing 
a child to die. 

 Crime can occur within or outside of the family, and criminal laws have been enacted to address 
child maltreatment in many different settings. For maltreatment in the family, “unreasonable corporal 
punishment”, sexual abuse, and reckless negligence or abandonment of children have all been 
subjected to legal punishment in some societies (Howell  1980 ; Cross et al.  1994 ). At least in the 
U.S., child sexual abuse and fatal child abuse are the forms of child maltreatment most prosecuted 
when the problem occurs within families (Tjaden and Thoennes  1992 ), even though general neglect, 
emotional abuse and physical abuse are far more common problems (US Department of Health and 
Human Services  2011 ). Still, while the frequency of prosecution is seldom researched, one such study 
of cases confi rmed by child protection agencies found that only 4 % were prosecuted (Tjaden and 
Thoennes  1992 ), and this trend can be seen elsewhere (Cossins  2010 ). As explored below in the 
section on non-criminal law, there are a number of reasons why child maltreatment within families, 
at least in the common law countries, is only rarely addressed through criminal proceedings. 

 When other familiar caregivers of children, such as teachers, religious counselors, and sports 
coaches are included, it is again child sexual abuse and, in the example of baby-sitters, fatal child 
abuse, that are more likely to be prosecuted. Perhaps the single group most clearly to have become a 

9   One issue alone has consumed thousands of pages of research and legal precedent in common law countries is the issue of 
which statements and testimony of children are admissible to prove sexual abuse: with respect to U.S. law, see Myers 
( 2005 ). Due process cannot occur unless there are societal commitments and investments to train law enforcement, 
prosecution and judicial offi cials, uphold standards of proof, guarantee both the rights of victims and the rights of 
defendants to respectful investigations and trials, and to provide suffi cient resources for these standards to be upheld. 
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focus of criminal prosecution consists of persons who prey on children sexually by using the internet, 
traffi cking, or any other means. Separate websites, NGOs, and, in some nations, funded governmental 
enforcement agencies address ‘third party sexual exploitation’ of children. 10  When the family has not 
caused or permitted the abuse, obstacles to the use of criminal law to address intrafamilial child 
maltreatment are removed. The criminal law is one of the few ways in which societies can try to 
protect children from sexual abuse and exploitation by persons outside the family. 

 With time, but only with time, there will be more scientifi c investigation of the uses of law as a 
deliberated instrument of child protection policy. As just one important question: Which maltreatment 
cases are prosecuted and why? As already noted, fewer than 5 % of confi rmed cases appear to be 
prosecuted. Other research indicates factors infl uencing the decision to prosecute sexual abuse: 
victim age, presence of oral-genital abuse, use or threat of force, duration of abuse, presence of 
physical or eyewitness evidence, and the presence of maternal support (Cross et al.  1994 ). 

 In addition to instances where a child is seriously victimized by nonfamilial perpetrators, criminal 
law has a role to play in family situations that are simply not treatable by other means, where it is 
necessary to keep children safe from individuals with a persistent record of violence or sexual predation 
who do not respond to treatment. Another example would be specifi c, particularly heinous acts of 
torture or sadism, or unacceptable recklessness with respect to a vulnerable infant or child. Such 
situations are generally investigated for potential prosecution. The cost and diffi culties of gathering 
evidence for a trial that will succeed in the courts of countries with high standards of proof, along with 
the many other due process protections afforded criminal defendants in societies where individual 
rights are cherished, are among the reasons why criminal prosecutions do not always occur even when 
prosecution appears merited. Additionally, in many places in the world, prosecuting crimes against 
children committed either within or outside of the family are not priorities, often because there is no 
adult economic, religious, or political interest group or institution organized to support prosecution of 
crimes against children. In addition, the laws of evidence and procedure are often inappropriate for 
vulnerable children generally, and in particular for sexual offenses, where the child has often been 
extremely traumatised and can be further psychologically harmed by the rigours of appearing in court, 
testifying, enduring cross-examination and facing the offender. Some countries have made progress in 
amending these laws to better enable processes, which recognize the child’s developmental vulnerability, 
but there clearly remains much to be done (Cossins  2010 ). Related to this general lack of commitment 
is probably a lack of understanding of the extraordinary costs to the hopes of the society as a whole 
for a prosperous nation-state if the well-being of the country’s children is not secured. 

 Among other reasons for not responding to child maltreatment within families through the criminal 
system is the general concern that, except for the most unforgivable offenses, the criminal system 
does more harm than good to the survivors in the family. If an abusive parent who earns the family’s 
income is convicted and imprisoned and not allowed to work, then the family will suffer further 
harm from economic deprivation. However, there is at least one reportedly successful approach 
to incest that combined criminal accountability with continued work to support the family through 
court- ordered therapy (Giarretto  1976 ). Perhaps most generally, the concern is that to treat the 
intimate problems of private family life, no punitive system is suffi ciently well-designed, even though 
modifi cations are possible, and adapted systems are claimed to offer potential solutions in some 
cases (Cossins  2010 ; Daly  2008 ; Daly and Proietti-Scifoni  2011 ). Yet this question remains open 
to empirical examination that will confi rm or disconfi rm through careful scientifi c research when 
criminal law can and cannot usefully address problems of child sexual abuse, serious physical abuse 
and emotional abuse, and serious neglect. In the following section, the use of non-criminal law to 
enable or even require treatment for major problems within the family is reviewed.  

10   For example, see the website of the U.S. National Center for Missing and Exploited Children:  http://www.missingkids.
com/missingkids/servlet/PublicHomeServlet?LanguageCountry = en_US , (Verifi ed April 19, 2012). 
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    Non-Criminal Law Applied to Child Maltreatment: Law Conceptualized 
as Supportive of Health, Prevention, and Melioration 

 It is diffi cult to know if criminal law or non-criminal law is the most common international form of 
offi cial law applied in cases of child maltreatment.  World Perspectives on Child Abuse , a biennial 
publication of the International Society for the Prevention of Child Abuse and Neglect, provides the 
most detailed periodic assessment of world-wide child protection developments. Prepared and 
published with the support of governments and NGOs, the specifi c focus of the  World Perspectives  
report varies every 2 years. What is clear, however, is that countries striving to be “nations of law” are 
at varied stages of development with respect to child maltreatment. A useful example is the reported 
experience of Croatia over the last decade, which documents many new or additional protections 
for children in Family Law (2003, 2004), Law on Protection of Violence in the Family (2003), 
Law on Criminal Proceedings (2003) and Law on Children’s Ombudsman (2003) (Gray  2010 , p. 14). 
A detailed world survey would reveal great variation in the type and degree of effort devoted to 
non- criminal child protection law. Given the limited understanding of child protection laws 
world-wide, it is still possible and perhaps useful to defi ne and describe possible non-criminal legal 
responses to the need to protect children. 

 A broad term of art that encompasses non-criminal legal processes in common law nations is  civil 
law . Used here, civil law is a short hand term for non-criminal law. Within the large category of non- 
criminal kinds of law, there are both public and private legal proceedings. Private law proceedings are 
covered at the end of this section. Most citizens encounter civil law sanctions imposed by government 
through social governance systems including taxation, zoning, business regulation, and licensing. 
Of special interest for our purposes are the many possible governmental actions involving public 
health, mental health, drug dependence, and child welfare authority. Each of these authorized 
governmental responses addresses a particular danger or challenge for society as a whole due to the 
behavior of one or many individuals. 

 The term ‘public health’, as a concept and an operational guide, was originally directed at 
community- wide health concerns such as clean water, clean food, and sewage systems (Turnock  2009 ; 
Gostin  2008 ). It is now often the concept stated as the optimal approach underpinning governments’ 
child maltreatment prevention and intervention services (Krugman  2009 ; O’Donnell et al.  2008 ; Scott 
 2006 ). As discussed above, laws about the reporting of suspected abuse and neglect, and differential 
response systems, are widely seen as elements of a public health approach. According to the classical 
tenets of ‘public health’ systems, for optimal effectiveness, such systems must contain elements of 
primary prevention (aimed at the whole population); secondary prevention (aimed at individuals and 
groups who are particularly vulnerable to the phenomenon) and tertiary prevention (aimed at those 
who have suffered the phenomenon). There seems little reason to doubt that this conceptualization is 
appropriate, especially for neglect, and probably also for emotional abuse and much physical abuse. 
Yet, for sexual abuse, given its manifest differences in aetiology, there may be more debate about 
whether ‘public health’ is an appropriate framework, especially regarding primary prevention; 
nevertheless, some have called for prevention of sexual abuse to be seen as a challenge for public 
health (Mercy  1999 ). 

 Mental health law historically has been less preventive than public health, and normally is used to 
respond to individual behaviors that appear to be caused by mental illness. The effi cacy of ordering 
persons with mental illness to have medical treatment could be more extensively researched but some 
studies have been published (Patel et al.  2001 ). When problems such as post-partum depression are 
recognized for their potential to create child neglect or abuse, the importance of mental health law 
becomes relevant to the general discussion of child protection law. 

 Drug courts, as noted already, and court-ordered substance abuse treatment as part of criminal 
sentencing (Ditton  1999 ) are also relevant to child protection because the overlap between substance 
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abuse disorder and child maltreatment is well known (Smarsh et al.  2006 ). While the fi elds of public 
health, mental health and substance abuse research the effects of mandated therapies, professionals 
in child welfare and protection have been quite slow to address law as an intervention variable 
(Bross  2009 ). However, there are a few published studies and these suggest that involuntary services 
can provide better results than voluntary services for some families (Wolfe et al.  1980 ). For those who 
wish to have no role for law, it is worth noting that most published research on effective treatment of 
abused children and maltreating parents has occurred within populations that faced involuntary 
governmental involvement, either directly due to court orders, or indirectly with the prospect of 
court involvement if parents refused treatment. 

 One of the problems of determining which cases should include a court response (or other type of 
response) is that there is no perfect science of triage in child protection services. There are many 
possible interventions for assuring child safety and well-being. Evaluations and treatment services 
for children and their caregivers, foster or kinship care, or even systems for adoption, can be done 
on a voluntary basis, or by court orders. Triage – deciding which situations must be attended to 
immediately to prevent further harm (and by which means), which situations will be likely to resolve 
themselves without external intervention, and which situations are not an emergency but must be 
attended to soon to avoid further harm – involves the central problem of prediction in a context in 
which fi nancial and human resources will never be so plentiful as to allow ‘perfect’ responses to every 
case. Systematic and principled methods of the optimal and most appropriate allocation of scarce 
resources and responses, such as by providing for a statutory child protection response in some cases, 
and for differential response in others, are becoming more widely adopted, but are yet to be extensively 
and objectively evaluated. Over time, careful research should reveal when different options are most 
likely to produce the best outcome for a particular child.  

    Private Legal Remedies for Child Maltreatment 

 In a few countries, there are robust traditions for litigating private law suits in which individuals go to 
court to recover money for injuries caused by various private activities (Hoyano and Keenan  2007 ). 
To a limited degree, some of the same countries permit enforcement of private claims by individuals 
against local and even national governments. An early although unusual example of possible personal 
responsibility for harm to an abused child arose in Landeros v Flood ( 1976 ), a leading American case 
on failure to report suspected child abuse. Dr. Flood, a physician, was sued for negligence in failing 
to diagnose and report suspected child abuse. 

 Far more frequently, private litigation occurs in the numerous cases brought against those who 
have infl icted serious abuse on children, whether by citizens, clerics (Berry  1992 ,  2011 ) and volun-
teers or employees who sexually abused children in institutions such as churches, and other bodies 
like the Boy Scouts of America (Boyle  1994 ). These cases can be seen in nations including the UK, 
the USA, Canada, Australia, among many others (Hoyano and Keenan  2007 ). In the US, there have 
been literally thousands of lawsuits brought in situations of clerical abuse. Even where private law 
suits are possible, it can still be a government itself that takes on the role of ‘private attorney general’ 
and seeks compensation for wrongs against children perpetrated by non-governmental agencies. 
The capacity of a child survivor of serious abuse to bring a civil action for compensation for injuries 
suffered, whether as a child through a ‘next friend’, or as an adult, is a critical aspect of a functional legal 
system. The essence of the ‘rule of law’ – the concept underpinning common law jurisdictions – is 
‘that all persons and authorities within the state, whether public or private, should be bound by and 
entitled to the benefi t of laws publicly and prospectively promulgated and publicly administered in the 
courts’ (Bingham  2007 ). Adjudicative procedures should be fair, means must be provided to resolve 
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disputes, and the law must adequately protect fundamental human rights. These are fundamental and 
indispensable elements of a just society. Laws enabling such lawsuits not only allow a management 
response to individual cases, but can have a preventative effect, especially in cases involving 
maltreatment in institutions. 

 Where severe abuse has been inflicted on numerous children within State and or religious 
institutions – unfortunately, a pattern that can be seen in many nations – governments can implement 
redress schemes to compensate these large groups of survivors and can join with responsible religious 
institutions in doing so. An example can be seen in the case of institutional abuse of children in Ireland 
in State orphanages, industrial schools and other institutions. A major Irish compensation scheme was 
established by legislation. The  Residential Institutions Redress Act 2002  was passed on 10 April 2002, 
establishing the Residential Institutions Redress Board, conferring on it functions and powers, and 
establishing associated bodies. The Residential Institutions Redress Board scheme, funded by government 
with contributions from responsible religious authorities, was launched on 2 December 2002. 11  

 The Law Commission of Canada ( 2000 ) undertook a comprehensive review of State responses to 
institutional abuse. It concluded that the most effective response in meeting the needs of survivors is 
the use of redress programs, which should be designed with survivors, and which include responses to 
all their needs. Such programs are more fl exible, less costly, less time-consuming, less psychologically 
traumatic and less confrontational than conventional legal proceedings. In Canada, provincial govern-
ments established compensation schemes in situations where children were abused and neglected 
in State-funded and State-operated institutions. These include the British Columbia Jericho 
Individual Compensation Program 1995; the New Brunswick Compensation Program; the Nova Scotia 
Compensation Program 1996; the Ontario Grandview Agreement Compensation Scheme 1994; and 
the Ontario St John’s and St Joseph’s Helpline Agreement 1993. The Law Commission of Canada also 
recommended that ex gratia payments should be offered in cases where an otherwise meritorious and 
provable claim cannot be pursued because it falls outside a statutory limitation period.   

    Prevention and the Role of Legislation 

 Changes in public understanding and awareness, as in the example of the hygienist movement of the 
early nineteenth century, can have a great positive effect on the health and welfare of the entire popu-
lation (Faria  2002 ). In the twentieth century, some of the largest scale implementations of prevention 
programs have occurred through legislation and governmental appropriations. Spending authorization 
is frequently the law’s most crucial activity in addressing signifi cant health problems, codifying the 
political commitment of tax revenues and budgets to the cause of child protection. The fi rst Child 
Abuse and Neglect Prevention and Treatment Act (U.S. Public Law 93–247) led in the ensuing 
35 years to more than $70 million spent on public awareness and professional training. Riders to 
Titles XX and IVe of the Social Security Act have yielded more treatment dollars for services to 
children and families. Another major policy contributing to child well-being is the practice of legally 
authorized and paid maternity and paternity leave during the time immediately after a baby’s birth. 
Many nations in the world not only provide tax deductions for each child, but in some nations cash 
payments are made to parents to assist them in meeting the costs of child-care. Tax deductions are 
given for donations to charities whose mission and work is intended to prevent cruelty to children. 
Pediatrician Ray Helfer developed the concept of Children’s Trust Funds that would enable all 

11   See generally the website of the RIRB at ( http://www.rirb.ie/ ). The contribution required by the Church is now so large 
that its capacity to pay is under threat:  http://www.irishcentral.com/news/news_from_ireland/Irish-Catholic-Church- 
unable-to-foot-19-billion-abuse-bill-146552675.html  (checked 23 August 2012). See also Mathews  2004 . 
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individuals to make a contribution to child abuse prevention in lieu of all of the taxes owed to the 
government by the citizens living in a specifi c American state, instead of the taxes owed all going to 
general tax fund accounts. These funding mechanisms exist in many of the American states, and a 
private coordinating and lobbying organization called the National Alliance of Children’s Trust and 
Prevention Funds has been established to support the Children’s Trust Fund movement. 

 Care for newborns and their parents is a major prevention initiative which requires not only 
rigorous, tested programs, but massive fi nancial support. In 1976, C. Henry Kempe called for a 
universal system of lay health visitors’ support for children and parents, especially in the fi rst four 
years, and for more specialized intensive interventions and preventative efforts for high-risk families 
(Kempe  1976 ). These ideas would later motivate the development of various home-visiting programs 
in different parts of the world, some of which have been shown to deliver more positive effects than 
others after being rigorously tested (Olds  2012 ; Dalziel and Segal  2012 ). Here again, legislation can 
play a crucial role in providing the political and economic impetus for the promotion of social policy, 
and can do so in a way which is far more powerful, widespread, secure and durable than localised, 
ad hoc handouts. As Olds points out ( 2012 , p. 169), recent federal U.S. legislation (the Affordable 
Care Act 2010) secured $1.5 billion in funding to proven programs over a 5 year term. 

 A specifi c program, the Nurse Family Partnership, has now been extended to over one in ten of the 
over 3,400 American counties. Great Britain, Germany and Japan are adopting the Nurse Family 
Partnership model because of its very favorable outcomes for mothers and their children. In the U.S. 
perhaps 20–25 % of eligible fi rst time mothers refuse the service. However, in other societies more 
receptive to preventive public health nursing services, as in the United Kingdom and the Plunkett 
nurses in New Zealand, these support services are considered an entitlement which is the nature of a 
right, obviating the need for involuntary intervention in a great many situations. 

 Among other ways that laws can assist in the prevention of child maltreatment are by enacting 
fi nancial support for trauma informed cognitive behavioral therapy and similar evidence-based 
practices (Shipman and Taussig  2009 ), legally requiring private insurance to pay for behavioral 
health therapy for victims of child maltreatment, and victim’s assistance including victim’s advocates 
and therapy for child victims of crimes including child abuse. 12  In addition, there are examples of 
government legislative interventions in cases of extreme community dysfunction. In Australia, some 
indigenous communities have been made subject to legislation banning or restricting the sale of 
alcohol through ‘alcohol management plans’. This measure, adopted through liquor legislation, 
has been taken to respond to endemic alcoholism and resultant violence, child maltreatment and 
general social dysfunction, including child truancy from school and lack of adequate supervision. 
Such measures have been vigorously attacked by some, who claim they unjustly infringe the rights of 
people to consume liquor (and the rights of others to sell it). Others defend the plans, based on what 
they assert are the superior rights of women and children to safety. There is powerful evidence of the 
positive effect of the bans and limits on reducing child maltreatment, with recent data indicating 
dramatic declines in violence and equally dramatic increases in school attendance in one prominent 
community (Walker  2012 ). Yet, the politics of such policies can threaten their existence; in Queensland, 
the conservative government has foreshadowed possible changes to the existing policy, and recently 
the High Court of Australia granted special leave to a plaintiff arguing that the laws are unconstitu-
tional ( Maloney v The Queen  [2012] HCA Trans 243). 

 It is worth noting another means by which legislation can enact a political and fi scal commitment 
to improved practice in child maltreatment responses. The U.S. Children’s Justice Act (CJA) provides 
grants to states to improve the investigation, prosecution and judicial handling of cases of child abuse 

12   See, for example, United Nations Offi ce on Drugs and Crime (2009)  Justice in Matters involving Child Victims and 
Witnesses of Crime :  Model Law and Related Commentary . New York, United Nations.  http://www.unodc.org/
documents/justice-and-prison-reform/Justice_in_matters…pdf  (checked 10 September 2012). 
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and neglect, particularly child sexual abuse and exploitation, in a manner that limits additional trauma 
to the child victim. This also includes the handling of child fatality cases in which child abuse or 
neglect is suspected and some cases of children with disabilities and serious health problems who 
also are victims of abuse and neglect. Since 2000, $17 million in funds have been made available 
annually for distribution to the 50 states, and U.S. districts and principalities. States must apply for the 
funds and meet certain eligibility requirements, including receipt of the CAPTA State Grant and 
establishment of a CJA Task Force as outlined in the legislation. Funds are allocated in the amount 
of $50,000 per state, plus an additional amount based on the population of children under 18 years 
of age in the applicant's jurisdiction. Funding comes from the Crime Victims' Fund, which collects 
fi nes and fees charged to persons convicted of Federal crimes. The Fund is administered by the 
U.S. Department of Justice, Office of Victims of Crime (OVC) and the grants are awarded by 
the Administration on Children, Youth and Families, U.S. Department of Health and Human Services, 
as outlined in Section 107 of the Child Abuse Prevention and Treatment Act (CAPTA), as amended, 
by the Keeping Children and Families Safe Act of 2003.  

    Future Questions and Possibilities 

 Flowing from these numerous examples, we can identify salient questions for cultures in the process 
of developing legal response systems to promote child protection, and for those which have already 
made substantial progress. Perhaps the most challenging question for an emerging economy is whether 
and how to choose to focus on addressing some forms of maltreatment more than others, perhaps in a 
context of scarce resources and widespread poverty, a nascent or developing culture of children’s 
rights, and low political will to change the status quo. It is beyond doubt that in general, parents and 
caregivers are the greatest threat to children for most forms of abuse and neglect, and that the younger 
the child, the more vulnerable they generally are. Yet, persons outside the family can also offend. In the 
case of sexual abuse, offenders include other relatives and acquaintances, teachers, and religious fi gures. 
With other types of maltreatment, different classes of persons can be the offenders, and this can also 
be infl uenced by, and can in fact refl ect the implementation of, entire social norms. Where child marriage 
is the norm, girls may be commonly betrothed against their will at very young ages and subjected to 
frequent sexual, physical and emotional abuse. Where child labor is common, employers can impose 
brutal and unsafe conditions on very young children. While a country should work to reduce severe 
child maltreatment within the family, it is also possible that phenomena like sex traffi cking, sex tourism, 
on-line exploitation, the use of children in war, child marriage, and extreme physical labor may perhaps 
more readily receive public and philanthropic concern and support. Aspects of child maltreatment 
involving ‘other’ people, and customs whose durability is wavering, may be particularly promising 
targets for priority intervention. India is an example of a nation which has recently introduced legislation 
aimed at responding to and reducing various forms of these kinds of child maltreatment, including 
traffi cking, harsh labor, marriage (Deb and Mathews  2012 ; Ghosh  2009 ). 

 Areas that deserve further attention by all nations with respect to law as an intervention variable 
are numerous. The extent to which laws created to address confl icts between adults are inadequate, 
misapplied or even harmful when applied to childhood is insuffi ciently explored. The effects of 
different legal processes on individual children and parents are rarely examined. Exceptions include 
a study of the possible effects of court participation on child witnesses (Runyan et al.  1994 ), a survey 
of the views of parents when involuntarily enrolled in child protection services (Fryer et al.  1990 ), 
and a comparison of treatment completion and success for families enrolled in voluntary versus 
court- ordered services (Wolfe et al.  1980 ). The possibility that there are legal and policy measures 
that are underused or overused is rarely considered, and thus the question of how we can know what 
policy to follow with any confi dence remains unanswered. 
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 On a broader scale, other questions exist. What differentiates countries which more energetically 
comply with the UNCRC from those that ratify the UNCRC but ignore it in practice? What explains 
the anomaly of the U.S., which has not ratifi ed but has enforced many elements of the UNCRC, while 
ignoring other elements of the CRC? Similar questions can be applied to other international rights 
instruments which embed human rights which are seen as so fundamental to human fl ourishing that they 
have been recognized as universal norms. Why are some nations more active than others in supporting 
such rights and implementing them in the lived experience of their citizens? What conditions and 
attitudes are required in a society so that it is most likely to recognize and promote these rights? 

 Even more broadly yet, and taking a longer term view, how might law and society develop to 
manage and prevent child maltreatment in light of the best knowledge about attachment, child 
development and trauma, and about the circumstances which are more likely to prevent and produce 
severe maltreatment? Is it possible that law can further develop to minimize some forms of child 
maltreatment, such as by prohibiting corporal punishment? Corporal punishment is still seen by many 
as a natural incident of physical discipline possessed by parents, and in some cultures by other adults. 
Yet, despite it being a customary practice for thousands of years, in recent decades dozens of countries 
have prohibited it, infl uenced by evidence of its detrimental effects on physical and mental health 
(Gershoff  2002 ; Gershoff and Bitensky  2007 ; Landsford et al.  2002 ; Springer et al.  2007 ), its association 
with more severe abuse (Zolotor et al.  2008 ) and the impact of recognizing children’s rights to personal 
inviolability. By 2011, 29 nations had prohibited corporal punishment in all forms, and many more 
had prohibited it within defi ned contexts such as schools and institutions (Durrant and Smith  2011 ). 
An update in October 2012 shows that 33 nations now prohibit corporal punishment (Global Initiative 
to End All Corporal Punishment of Children  2012 ). While some commentators still appear uncon-
vinced, many have concluded that such prohibitions, with supportive educational measures, have 
infl uenced positive changes in attitudes and behavior (Naylor and Saunders  2012 ; Janson et al.  2011 ; 
Bussman  2011 ). 

 Further, is it possible that law can be one supportive factor in establishing social, educational and 
public health systems which promote prevention of child maltreatment? Much physical and emotional 
maltreatment might be minimized by greater efforts in educating children (and adults) in psychosocial 
skills, the possession of which are protective factors against maltreating offspring. Skill development 
in empathy and impulse control could occur in schools, as well as through the types of home visit 
programmes already seen as benefi cial. School education could also build in exposure to parenting 
education and birth control. Law could entrench benefi cial approaches to parental leave for both 
mothers and fathers. Greater public health initiatives to respond to alcohol and drug dependence, and 
to mental illness, offers the prospect of reduction in maltreatment and exposure of children to domestic 
violence. Legal measures to respond to gender inequalities also offer the intriguing prospect of reducing 
gender-specifi c maltreatment, usually affl icting girls. Laws aimed at reducing poverty- related neglect 
can target the adequate provision of nutrition and education (Deb and Mathews  2012 ).  

    Summary 

 Many different legal scaffolds can combine to offer an extensive repertoire of remedies and preventive 
mechanisms for societies and professionals working with child protection, health care, behavioral health, 
justice, policy, and the public they serve. These legal tools can be designed to facilitate maltreatment 
prevention and response. In order to apply these legal tools appropriately, law must be employed 
whenever possible informed by scientifi c studies of law as an “intervention variable”. Rigorous studies 
can explore and trace the potential and limits of law within various traditions and legal systems. 
The actual workings and effects of laws and associated policies and systems must be understood, 
so that better laws and policies can be designed and applied in an effective and appropriate manner. 
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 One of the most important controversies, and one that is unlikely to be settled completely during 
the lifetime of contemporary readers, is the problem of why addressing child abuse and neglect has 
historically taken so long, and why nations remain so varied today in their capacity and willingness to 
address the problem. Law refl ects and enforces societal norms, but laws do not change easily in the 
face of denial and gaze aversion, and of embedded cultural norms that are antithetical to children’s 
safety and fl ourishing. Rejecting any form of enforceable child protection is a convenient but transparent 
way of ignoring the problem. In this chapter, a case has been made that changes in law have helped 
respond to and reduce child abuse and neglect, with consequent improvements for the lives of everyone 
in society affected by child maltreatment. 

 An overview of human history reveals that many societies world-wide have achieved remarkable 
advances in child welfare in the last 50 years, with new socio-legal responses to identifying and managing 
child maltreatment that for many centuries would have been inconceivable. Examples include the US 
response to child maltreatment generally, laws in India prohibiting child marriage (Deb and Mathews 
 2012 ), and the enactment in 19 African nations of laws prohibiting female genital mutilation, 
supported by international instruments including the Protocol to the African Charter on Human and 
Peoples’ Rights on the Rights of Women in Africa (the Maputo Protocol) (Mathews  2011a ,  2013 ). 
Recent advances, exemplifi ed by the US, have shown that it is possible for such measures to dramati-
cally minimize severe child maltreatment. A cautiously optimistic yet realistic approach gives reason 
to think that further advances are within reach, so that in another 50 years, the situation for children 
generally will be even better than it is today. 

 As is to be expected given nations’ different economic, historical, religious and cultural positions 
and priorities, such improvements will occur in ways that are informed by each society’s context. 
In societies with higher economic capacity, a longer tradition of individual rights to safety and 
equality, and a strong political and cultural commitment to child welfare, advances may be more 
widespread in the sense of applying to all four ‘classical’ forms of maltreatment. In societies with 
different contexts and with different levels of capacity and or inclination to commit to broader change 
in these four contexts, advances may in one sense be more narrowly circumscribed in that they may 
not focus on all four types of maltreatment. Yet, progress regarding selected immediate priorities 
may be extremely signifi cant, such as efforts to eradicate traffi cking and female genital mutilation. 
Moreover, other priorities may offer even broader gains related to child welfare and indirect reduction 
of child maltreatment, such as prohibiting child marriage and harsh labor, and embedding universal 
education. Progress in responding to and reducing child maltreatment is possible in various contexts. 
Societies that do not make meaningful attempts to create law, policy and cultural change leading 
to prevention and treatment of child abuse and neglect are effectively choosing not to address a 
fundamental obstacle to individual fl ourishing and social progress.     
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           Judicial Issues in Child Maltreatment 

  Taking a broad historical perspective is often an effi cient strategy for gauging the current state of a 
policy or practice area. Judicial involvement in child maltreatment, though, has not had a long history. 
It has only been since the passage of the Foster Care and Adoption Assistance Act in 1980 that over-
sight of child maltreatment cases became a priority for the courts. Since that time, court involvement 
has increased, judicial leadership has grown, and a research platform around the effects of judicial 
action has begun. 

 In 1995, the National Council of Juvenile and Family Court Judges in its  Resource Guidelines  
expressed:

  Juvenile and family court judges are the gatekeepers of our nation’s foster care system. They must ultimately 
decide whether a family in crisis will be broken apart and children placed in foster care or whether placement 
can be safely prevented through the reasonable efforts of our social service system (p. 10). 

   Since that time, many juvenile dependency courts and judges have taken on the mantle of that 
mandate – to be the gatekeepers and ultimate arbiters of the nation’s child welfare system. The expansion 
of the role of the court led to the development of national efforts to improve court performance. Over 
time, the leadership role of the judge became better defi ned and stakeholders began to expect and 
appreciate leadership from judges both on and off the bench, leading to stronger collaboration in system 
reform efforts. Alongside these efforts, a greater capacity has been established for performance 
measurement, program evaluation, and a research program focused on the effect of juvenile dependency 
judges and courts on outcomes for children and families. 

    Chapter 27   
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 This chapter outlines the expectations, legal constraints, and obligations of juvenile dependency 
courts; considers the role of the juvenile court judge; discusses judicial leadership and broad system 
improvement efforts; reviews the current status of research and evaluation in juvenile dependency 
judicial practice; highlights several current controversial and contested issues for juvenile dependency 
courts; and offers some concluding remarks.  

    Laws, Constraints, and Obligations on Juvenile Dependency Courts 

 The United States court system is made up of both federal and “state” courts. Court systems on the 
state and county level are locally defi ned and operated. Unifi ed state court systems exist in many 
states and both federal and state law drive their decision-making; others operate their court system 
from a county level, in which local ordinances may also affect judicial decision-making. Two levels 
of appellate courts, the Court of Appeals and the Supreme Court, hear appeals in most states, but in a 
few, the fi rst and only level of appeal is to a single appellate court. 

 There is no national “standard” for juvenile court operation that has been adopted by all state and 
local courts. Complicating the matter further, judges are not chosen in a similar fashion across all the 
states. In some states, judges are elected for specifi c terms, in others they stand for retention in a popular 
election, and yet in others, they are appointed and retained, either by the executive or legislative 
branch. Judges are elected or assigned to a position on the juvenile court bench. They may be elected 
to a specifi c seat to serve only in the juvenile and/or family court or they may be elected or appointed to 
a general jurisdiction bench, then assigned to the juvenile court bench by a presiding or administrative 
judge. Assignments can be voluntary or mandated by the presiding or administrative judge. Assignments 
to the juvenile court can also vary in duration. In some courts, judges are permanently assigned to 
juvenile court work. In others, judges rotate on and off the juvenile bench at periodic intervals that 
differ by state and local practice. 

 While both federal and state statutes set the framework for court oversight, given the many different 
types of court structures and judicial selection processes described above, local practice and local 
judges often determine how thorough and effective that oversight may be. In the fi eld of child welfare 
law, both federal and state laws provide judges in the U.S. with broad discretion to decide issues of 
jurisdiction, disposition, and ongoing review in child welfare matters. The knowledge and commitment 
of an individual judge coupled with the local mores and beliefs in a community all affect the operation 
of the juvenile courts across the U.S. 

 Child welfare was fi rst addressed in federal law in 1935 with the passage of the Social Security 
Act, but it was not until 1961 that state agencies were required to report to the court system when 
children were at risk of removal from their homes. Courts became involved in the child welfare 
system at that time, but carried little authority in directing service delivery from the system 
(Portune et al.  2009 ). 

 In 1974, the Child Abuse Prevention and Treatment Act (CAPTA) was passed, becoming the fi rst 
piece of major federal legislation specifi cally addressing child abuse and neglect cases. Through 
CAPTA, federal funding was attached to child abuse prevention and treatment and all states were 
required to create child abuse reporting procedures and investigation systems. State implementation 
of mandatory reporting laws resulted in a rapid increase in the number of children who were removed 
from their homes and placed in foster care. It also resulted in increased caseloads for juvenile and 
family court judges. 

 Also in 1974, Congress held hearings to focus on the treatment of Native American children who 
had been removed from their homes. In 1978, the Indian Child Welfare Act (ICWA) was enacted 
into law, establishing requirements for child welfare agencies and a rigorous oversight role of the 
court when Indian children were at risk of foster care placement. Under ICWA, in order to place an 
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Indian child, dependency courts must fi nd, by clear and convincing evidence, based on the testimony 
of a qualifi ed expert witness, that the Indian child is at imminent risk of serious emotional or physical 
damage if they remain in the care of their parent or Indian custodian. Courts must also fi nd that child 
welfare agencies made active efforts to prevent the removal of the child from the home. This placement 
standard is higher than the standard for non-Indian children. 

 Court oversight of child welfare case management increased signifi cantly in 1980 when Congress 
enacted the Foster Care and Adoption Assistance Act. Leading up to the enactment of the Act, 
Congress held a series of hearings with a range of child welfare professionals and experts. According 
to the House Ways and Means Committee Green Book ( 1990 ), by 1980 Congress had concluded that 
there were several problems with the child welfare system at the state level. These problems included: 
(1) placement in foster care without the provision of alternative services that might help the child 
remain at home; (2) foster care placements that were too restrictive (institutional settings) and too far 
from home; (3) a lack of written case plans; (4) a lack of periodic reviews of cases; (5) parents not 
being apprised of their child’s situation; (6) a failure to provide reunifi cation services; (7) the creation 
of unnecessary barriers to adoption for children who could not be reunited with their families; and 
(8) a lack of information on the children in the system (Child Welfare League of America  2012 ). 
Because of these concerns, Congress vested the juvenile dependency court with signifi cant oversight 
responsibilities of the foster care system. A number of new requirements and protections were added 
to the law, including a requirement that states must make “reasonable efforts” to prevent placement in 
foster care and to reunify children and their parents in cases where they were removed (Child Welfare 
League of America  2012 ). 

 Prior to the passage of the Foster Care and Adoption Assistance Act, child abuse and neglect cases 
were not a high priority on state court dockets. Hearings were cursory at best. Even after the passage 
of the Foster Care and Adoption Assistance Act, court hearings did not change signifi cantly. Even 
though Congress intended that reasonable efforts fi ndings would help ensure foster care was utilized 
only as a last resort, early implementation of the Foster Care and Adoption Assistance Act focused 
more on “checking the box on the court order” and ensuring state receipt of federal funds. Few dependency 
judges embraced their expanded role under the federal statute to truly make inquiry about the efforts 
that were made to prevent removal and to safely return children home. As dependency judges did 
begin to embrace this new role, tension arose in the relationships between courts and child welfare 
agencies. Child welfare had historically had relatively unfettered decision making authority and as 
some of this authority transferred to the courts, perceptions about roles and authority created confl icts, 
most markedly in those courts where the judges truly embraced their new roles. 

 The expansion of the role of the court led to the development of national efforts to improve court 
performance spearheaded by the National Council of Juvenile and Family Court Judges (NCJFCJ), 
the American Bar Association Center on Children and the Law (ABA), and the National Center for 
State Courts (NCSC). Court reforms, led by dependency judges who embraced their oversight role, 
began in several jurisdictions across the country. 

 In the 1993 Budget Reconciliation Act, Congress created the Court Improvement Program (CIP), 
requiring state courts to assess their practices in child abuse and neglect cases and to develop strategic 
plans for system improvement based on those assessments. An era of strong focus on child welfare 
court improvement began. Prior to the advent of the Court Improvement Program, in the vast majority 
of states, state and local funding was, and is not currently, provided to the courts for specifi c case 
types. Funding is provided to manage the court system in its entirety. Judges and court administrators 
must balance the effective administration of justice in many case types, criminal, civil, family, and 
juvenile, thereby creating almost a competition for funding among case type advocates both inside 
and outside the court. Unfortunately, for many years, juvenile courts did not enjoy a priority status. 
Almost from its inception, the Court Improvement Program changed that in many states, because 
courts, for the fi rst time, had dedicated resources to assess court performance, create action plans for 
improvement, and actually see those improvements through. 
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 In 1995, the NCJFCJ published the  Resource Guidelines :  Improving Court Practice in Child Abuse 
and Neglect Cases , the fi rst comprehensive publication to guide court improvement efforts. The  Resource 
Guidelines  were utilized across the country in the fi rst-ever assessments of court performance in child 
abuse and neglect cases. Initial court improvement assessments found that hearings were not timely, 
continuances were common, and that the dependency court was not a sought-after assignment by 
judges. The juvenile dependency bench is generally viewed as less important and as having less status 
than other bench assignments (Edwards  1992 , 1997). For this reason, it is diffi cult to attract experienced 
and/or interested judges. This often results in new judges being assigned to the dependency bench and 
then rotating out or burning out after several years (Edwards  1992 ; Hardin and Koenig  2008 ). 

 As a result of the CIP assessments and the availability of federal funding, specialized, intensive 
training was developed for juvenile dependency judges to help them understand their oversight role. 
Juvenile dependency court “champions” emerged and led efforts to realize the intent of Congress to 
ensure the court was actively overseeing foster care cases. Hearings began to be more substantive, 
fi ndings more thoroughly explored, and system improvement efforts more pervasive across the 
country (Dobbin et al.  2003 ). 

 The court role expanded further in  1997  when, informed by the  Resource Guidelines , Congress 
passed the Adoption and Safe Families Act (ASFA). ASFA contained several provisions focused on 
moving children more expeditiously to permanency. The law specifi ed that the health and safety of 
children was the paramount concern, leading to a favoring of children’s rights over those of their 
parents. Timelines for parents to complete services were created, and timelines for court oversight 
were tightened. Congress also outlined circumstances under which parents’ rights could be terminated 
without service delivery by the child welfare agencies. Many courts, who now had available training 
dollars as a result of the Court Improvement Programs, conducted rigorous training on the role of 
the dependency judge. 

 States passed conforming legislation for ASFA implementation. In many states, the ASFA imple-
mentation legislation provided an opportunity for clarifi cation of the courts’ role. Requirements for 
court hearings became much more stringent in terms of timing and required fi ndings to be made by 
the courts. In Oregon, for example, state law clarifi ed that courts bore the responsibility to determine 
the permanency plan for children, whether there were compelling reasons not to fi le termination of 
parental rights petitions once a child was in care for 15 of 22 months, and when and how children 
would leave care. While the court continued to rely on expert testimony (including caseworker 
recommendations) for actual case planning, including treatment needs of the children and families, 
the ultimate permanency plan determination was transferred to the court in several states. 

 The ensuing years saw the dependency courts take a much more active role in child welfare oversight 
both on and off the bench. Dependency judges also began to take a more active leadership role in 
system reform efforts.  

    Role of the Juvenile Court Judge 

 When it comes to the handling of child maltreatment cases, the juvenile dependency court and the 
juvenile dependency judge play a critical role. That role is comprised of both traditional and 
non- traditional elements. 

 Traditionally, judges are the triers of facts. That is, they establish and/or enforce the rules that are 
designed so that the different sides in a court case can present their cases in a fair and impartial manner. 
Judges, among other things, decide what evidence is admissible, and the order in which each side 
presents its evidence. 

 Judges are also fi nders of fact. They decide what facts are true depending on the standards of proof 
established by law, such as preponderance of the evidence or beyond a reasonable doubt. These facts 
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may be preliminary, which may be necessary for other facts to be admitted into evidence, or they may 
be ultimate facts or fi ndings such as guilty or not guilty. Juvenile dependency judges are triers of fact 
and fi nders of fact and more. 

 The non-traditional aspects of juvenile dependency judges were best described by Judge Leonard 
Edwards. Among other things, Judge Leonard Edwards ( 2005 ) stated:

  Judges in the juvenile court are charged with keeping children safe, restoring families, fi nding permanency for 
children, and holding youth, families, and service providers accountable. Every day, hundreds of judges make 
thousands of decisions regarding children in crisis. We decide whether a child should be removed from parental 
care, whether a child has committed a delinquent act, whether a child should be committed to the state for corrections, 
whether parental rights shall be terminated and similar issues. When parenting fails, when informal community 
responses are inadequate, our juvenile and family courts provide the state’s offi cial intervention in the most serious 
cases involving children and families. We are the legal equivalent to an emergency room in the medical profession. 
We intervene in crisis and fi gure out the best response on a case-by-case, individualized basis. In addition, we 
have to get off the bench and work in the community. We have to convene child and family- serving agencies, 
schools, and the community around the problems facing our most vulnerable and troubled children. We have to 
ask these agencies and the community to work together to support our efforts so that the orders we make on the 
bench can be fulfi lled. We have to be the champions of collaboration (p. 8). 

   Much of this role can be traced to the oversight responsibility placed on the juvenile dependency 
court by the Adoption Assistance and Child Welfare Act of  1980 , which was enacted by Congress. 
This landmark legislation requires that, among other things: (1) the state provides services to prevent 
removal of children from their homes in order to be eligible for federal funds; (2) the juvenile depen-
dency court makes reasonable efforts fi ndings that the state has provided services to keep children at 
home before they are placed in foster care; (3) the juvenile dependency court fi nds that the state has 
made reasonable efforts to reunite foster children with their parents; (4) the juvenile dependency court 
determines there is a case plan to ensure placement in family-like settings, close to the parents’ home 
and consistent with the best interests and needs of the child; and (5) the juvenile dependency court 
regularly reviews the status of every foster child so that a child receives timely permanence, either by 
going home or through adoption. 

 Generally speaking, the juvenile dependency court must determine whether abuse or neglect has 
occurred; whether a child should be removed from home; whether there are services to prevent 
removal; where and with whom a child should be placed upon removal; which services are necessary 
for the parents to reunite with the child; what is the visitation plan; what services are necessary for 
the care of the child; whether the agency has provided a reasonable effort for the parents to have a 
meaningful opportunity to reunify with the child; whether permanency has been achieved for the 
child in a timely manner, and more. 

 In addition to these courtroom functions, the juvenile dependency judge has administrative, 
collaborative and advocacy obligations (Edwards  1992 ). For example, under California’s Judicial 
Administration Standards, Standard 5.40, the administrative obligations of a presiding juvenile court 
judge are to motivate and educate other dependency judges about the signifi cance of the dependency 
court; work to ensure there are adequate staff, facilities, and fi nancial resources for the juvenile court 
to have adequate time to hear matters before it; provide training for attorneys in the juvenile court;  inter 
alia . To fulfi ll their collaborative and advocacy obligations, juvenile dependency judges are encouraged 
to provide active leadership within the community. As a leader, judges should encourage attorneys to 
practice in juvenile court, establish minimum standards of practice, work directly with the community 
to assess the needs of, and develop resources and services for at-risk children (e.g., delinquents, 
dependents, and status offenders) and families. Further, dependency judges should investigate and 
determine the availability of specifi c prevention, intervention, and treatment services in the community 
for at-risk children and their families and exercise their authority by statute or rule to review, order, 
and enforce the delivery of specifi c services and treatment as needed for the children and families they 
serve. As a leader in the community, it is the responsibility of the juvenile dependency judge to 
educate the community and its institutions through every available means, including the media, 
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concerning the role of the juvenile court in meeting the complex needs of at-risk children and their 
families. Collectively, these obligations highlight the importance and complexity of the juvenile 
court judge’s position.  

    Judicial Leadership and Systems Improvement 

 Juvenile dependency judges are in a unique position to assume the mantle of leadership to effect system 
change and to bring dependency stakeholders to the table and to lead a change effort by nature of their 
positional power. When a judge calls a meeting, people come (Dobbin et al.  2004 ). Early collaborative 
system reform efforts began in “Model Court” sites supported by the NCJFCJ. These innovative 
courts and strong judicial leaders “model” an ongoing commitment to court and system reform. 

 Over time, the leadership role of the judge became better defi ned, stakeholders began to expect and 
appreciate leadership from judges both on and off the bench, leading to stronger collaboration in 
system reform efforts. During the late 1990s and early 2000s, these efforts focused mostly on output 
measures. Courts were improving the timeliness of their hearings, the thoroughness of their hearings, 
the number of parties attending, and other key components of the  Resource Guidelines . As time 
passed, courts and their collaborative reform teams evolved to measuring actual child and family 
outcomes. For example, juvenile courts in New York, Los Angeles, and Chicago safely reduced their 
foster care populations by over 60,000 children, correlating with judicially-led collaborative reform 
efforts and changes in child welfare agency practice and attorney practice. Some assessments in 
response to these trends have concluded that the evidence demonstrates that children who have come 
into contact with the child welfare system have been overall as safe, and possibly safer, during this era 
of foster care reductions as when the number of children in foster care was at its peak (Casey Family 
Programs  2011a ). 

 Just as leadership by individual judges can change one court in one county in one state, leadership 
by a group of Chief Justices, the highest judicial offi cers in the states, can change a country. In 2005, 
with funding from the Pew Charitable Trust, the fi rst Chief Justices’ Summit was convened in 
Minnesota. Supported by the National Center for State Courts, Chief Justices from across the country 
brought together system reform-minded teams to the fi rst gathering of its kind focused on high 
judicial leadership. Almost all states were represented in the Chief Justices’ Summit. Two subsequent 
summits were held in New York, New York, and Austin, Texas. As a result of the involvement of 
the Chief Justices, some states created Judicial Commissions to help lead reform efforts. These 
Commissions have been responsible for improving educational outcomes and improving services for 
children aging out of the system, among other topic areas. 

 While some questions remain about the role of the judge off the bench, leading system reform 
efforts have become widely accepted across the country. State Court Improvement Programs have 
helped to establish judicially-led statewide reform efforts with collaborative teams working on systems 
change goals ranging from process to outcome.  

    Research and Evaluation in Juvenile Dependency Judicial Practice 

 It is clear that juvenile dependency court cases require a high level of judicial oversight and decision- 
making. Juvenile dependency court cases tend to be lengthy – averaging nearly 2 years to resolve 
(U.S. Department of Health and Human Services  2008 ). Juvenile dependency judges make decisions 
regarding placement of a child, the service plans and safety assessments, and parenting time (visitation). 
Judges must decide if parents have made suffi cient progress in resolving the issues that brought the 
child before the court so that the child can be returned home. 
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 Historically, there has been a dearth of rigorous research on juvenile dependency court practices, 
judicial decision-making, or the impact of the court on children and families. Russell and Summers 
( 2013 ) point out that, in particular, research on judicial decision-making in juvenile dependency cases 
is limited. A report by Summers and colleagues ( 2008 ) concluded that juvenile dependency judges 
need more and better research, especially research that ties fi ndings to practical policy implications. 
Courtney and Hook ( 2012 ) echoed the scarcity of knowledge about the functioning of child welfare 
services and juvenile courts, noting a lack of research and evaluation on program impacts and practice 
evaluations. They too highlighted defi ciencies in methodological rigor, research on outcomes of the 
juvenile dependency court process, and research on legal representation. 

 Aside from these limitations, there recently have been important contributions to the research 
literature on juvenile dependency courts and judicial practice in child welfare cases. Some of this 
recent literature focuses on new or emerging issues in child welfare and how the courts react or attend 
to these issues (e.g., Chuang et al.  2012 ; Coakley  2008 ; Han and Osterling  2012 ). Other contributions 
focus on empirical testing or examining the evidence for long-standing best practices, such as those 
outlined in the National Council of Juvenile and Family Court Judges’ ( 1995 )  Resource Guidelines  
(Summers et al.  2011 ; Wood and Russell  2011 ). 

 Three areas of empirical research on court practice highlighted here are how courts respond 
to juvenile dependency cases involving the children of immigrants, family drug courts, and court 
programs to provide representation to parents and children. These three examples represent research 
on court practice that is still in its infancy. They do not, however, represent a comprehensive review of 
all research that has been, or that is currently being conducted on juvenile dependency courts. Research 
is emerging in other areas as well, including the effi cacy of court mediation programs, the impacts 
of conducting thorough hearings, the constraints of judicial workloads, issues surrounding court 
compliance with the Indian Child Welfare Act (ICWA) compliance, the role of judicial leadership, 
the effi ciency of one-family, one-judge programs, and court-led efforts to reduce disparities and 
disproportionality for children of color. Future work will have to continue to explore these topics as 
well as consider how changing child welfare practices might affect how courts respond to the child 
maltreatment cases that are brought before them. 

 Dettlaff ( 2012 ) examined the challenges juvenile dependency courts face when children of 
immigrants enter the child welfare system and how their experiences might affect their well-being. 
He found that courts need to collaborate more closely with child welfare agencies to facilitate positive 
outcomes for children in immigrant families. The experiences of immigrant families and children in 
the child welfare system have been examined broadly (see for example Han and Osterling  2012 ), but 
there has been little research on how court decision-making relates to outcomes for immigrant 
children and families. 

 Research on family drug courts has been solidifying. From their beginning 12 years ago, family 
drug courts today are commonplace, with more than 300 variations of the program throughout 
the United States (Huddleston and Marlowe  2011 ). In reviewing the extant literature on family drug 
courts, Marlowe and Carey ( 2012 ) highlighted the results of several evaluations they found method-
ologically sound. They concluded that family drug courts result in signifi cantly better outcomes for 
dependency cases as compared to traditional family reunifi cation services. In another review of drug 
court programs, Green and colleagues ( 2009 ) found that the programs were effective in supporting 
parents in substance abuse treatment so they could be reunited with their children, but evidence for 
better outcomes (i.e. time to permanency) was mixed. Another recent review of the research literature 
found that family drug courts are most effective at improving substance abuse treatment initiation and 
completion, but evidence for effectiveness in improving permanency timelines or increasing the 
 likelihood of reunifi cation was lacking (Oliveros and Kaufman  2011 ). 

 There has been interest from judges and other court stakeholders in a better understanding of the 
effects of appointing legal representation for parents and for children involved in juvenile dependency 
cases. Interest in the areas has focused on timeliness of appointment of representation as well as the 
quality of representation for both parents and children. Questions remain about how these factors may 
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affect case timelines (i.e. time from petition fi ling to a permanency planning hearing) and case 
outcomes (i.e. the likelihood of reunifi cation or of termination of parental rights). In a review of a pilot 
program to enhance the quality of parent representation Washington State, Courtney and Hook ( 2012 ) 
found that the program helped families achieve reunifi cation about a month sooner, and children who 
could not be reunifi ed achieved other permanency outcomes about a year sooner. Using data from four 
California counties and three Colorado counties, Wood and Russell ( 2011 ) found that the likelihood 
over time of returning children to the parents they were removed from was signifi cantly higher when 
the mother and the mother’s attorney were present at court hearings. Beyond these specifi c examples, 
there has been a clear impetus toward more research, program evaluation, and evidence based 
practices in juvenile dependency courts. 

 To engender a greater capacity for performance measurement, in 2008, the Department of Health 
and Human Services’ Children’s Bureau and the Department of Justice’s Offi ce of Juvenile Justice 
and Delinquency Prevention, in partnership with the NCJFCJ, the NCSC and the ABA, released 
 The Toolkit for Court Performance Measures in Child Abuse and Neglect Cases . Through an extensive 
collaborative process, the  Toolkit  identifi es 30 measures of court performance in juvenile dependency 
cases focusing on court practice in four areas: safety, permanency, due process, and timeliness 
(see Flango  2001 , for the development of the measures). While the development of court performance 
measures was a necessary fi rst step to bolstering program evaluation for courts, in the  Toolkit Users 
Guide , Gatowski and Dobbin ( 2008 ), noted that “few courts currently have the capacity to effectively 
measure their performance in child abuse and neglect cases” (v). 

 In a corresponding effort, the Court Improvement Program (CIP) has been working with courts 
nationally to build capacity to measure court performance and currently expects states and courts to 
focus on continuous quality improvement (CQI). The 2012 CIP Program Instruction indicates that “state 
courts must focus on incorporating CQI into CIP activities for each grant by identifying: the outcomes 
they intend to achieve; measurable objectives to determine progress toward achieving outcomes; the data 
that will be necessary to monitor progress and measure success; and how those data will be measured 
and by whom” (U.S. Department of Health and Human Services, Administration for Children and 
Families  2012 ). This represents a signifi cant and ongoing shift in focus for juvenile dependency courts. 

 The future of research on juvenile dependency court practice is likely to continue in this vein – a 
greater focus on outcomes, further evaluation of established best practices, continued assessment of 
how courts react to new social issues, and an increased focus on objective performance measurement. 
This progression is important; courts need to know what works well to improve the experiences of 
children and families with the juvenile dependency court system, what works well to improve outcomes, 
including well-being, for children and families, and what works well to operate an effi cient and timely 
court system. In a world of scarce resources, courts cannot afford to ignore research, empirical 
evidence, and court performance statistics. 

 The progression will be challenging, however. As Gatowski and Dobbin ( 2008 ) stated, many courts 
do not currently have the capacity to measure their outcomes, to track performance measures, or to 
evaluate their programs and practices. However, many courts are on a learning track to better under-
stand the role of evidence and evaluation, to build effective data tracking systems, and establish a 
culture of using evidence to improve practice to better serve children and families. 

    Current Controversial and Contested Issues 

 There are a number of controversial and contested issues within the juvenile dependency fi eld – 
including the over-representation of African American and Native American children in foster care, an 
increased focus on the well-being of children who become involved with juvenile dependency courts, 
and the opening of courts to the press and the public – that are currently being addressed on the 
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national, state, and local levels. These issues have become the subject of much debate and research in 
the fi eld, as stakeholders are seeking answers to the important questions regarding how to respond. 

  Disproportionality ,  disparity ,  and courts catalyzing change . African American children are con-
sistently overrepresented in foster care. The most recent data report, taken from the Adoption and 
Foster Care Reporting System in 2010, shows that African American youth are represented in foster 
care at a rate that is twice their rate in the general population nationally, with state variations ranging 
from no disproportionality to rates more than six times the population (Summers et al.  2012 ). This 
overrepresentation appears to begin with reporting of suspected abuse and increases as the case 
progresses through child welfare and into the court system, often resulting in longer stays in foster 
care for children of color (Hill  2007 ; Westat and Chapin Hall Center for Children  2001 ). Researchers 
in the fi eld have debated the cause – and to some extent the existence – of disproportionality and 
disparities in child welfare, leading many court to engage in system change efforts to improve 
treatment and outcomes of minority families. 

 The Courts Catalyzing Change: Achieving Equity and Fairness in Foster Care (CCC) Initiative was 
developed by the NCJFCJ in pursuit of a national goal to reduce disproportionality and disparate treat-
ment of minorities in the child welfare system. Funded by Casey Family Programs and the U.S. 
Department of Justice, Offi ce of Juvenile Justice and Delinquency Prevention (OJJDP), the CCC 
Initiative builds on the successful work of the Casey Breakthrough Series Collaborative (e.g., Casey 
Family Programs  2011b ). The mission of the CCC Initiative is to create and disseminate judicial tools, 
policy and practice guidelines, and associated action plans that court systems can implement to reduce 
disproportionality and disparities. The CCC Initiative, informed by existing and newly developed 
research, evaluates decision points in the dependency court system, re-evaluates federal, state, and 
local policy, makes recommendations for changes or improvements, and recommends strategies for 
court and child welfare systemic change. 

 One of the tools created by the CCC Initiative, meant to help transform judicial practice, was the 
CCC Preliminary Protective Hearing (PPH) Benchcard. The PPH Benchcard is a practical and concrete 
judicial tool for use at the fi rst hearing in the dependency court process, developed by building on the 
 Resource Guidelines  and refl ects aspirational “best practices” for the Preliminary Protective Hearing, 
one of the most critical stages in a child abuse and neglect case. The Benchcard is built around two 
types of inquiry: internal and external. The internal inquiry is set forth in a self-refl ection section 
containing questions designed to help judges examine potential biases at play that may affect their 
decisions. The external inquiry is laid out in both the due process related questions as well as the 
actual judicial inquiry of the hearing participants related to key dependency topics and salient issues 
that should be determined at the PPH. 

 An evaluation study of the PPH Benchcard gathered data from case fi le information (both court and 
agency fi les) and from courtroom observations on more than 500 children in Los Angeles, California; 
Omaha, Nebraska; and Portland, Oregon. Data from a baseline sample were collected at each of the 
three sites, and judicial offi cers at each site were randomly assigned to either a Benchcard group or a 
control group. Benchcard implementation appears to be associated with substantially higher quantity 
and quality of discussion of key dependency topics during preliminary protective hearings and 
increased judicial inquiry and parent engagement (NCJFCJ  2011 ). 

  Well - being . With the passage of the ASFA in 1997, Congress declared that the health and safety of 
children at risk of entering or in the child welfare system must be “the paramount concern” (p. 1). 
ASFA also provided payment to states to increase the number of adoptions. Because federal law 
imposed new timelines on foster care placement episodes, court oversight of foster care placement, 
and incentives for completing adoptions, the ensuing years brought a strong child welfare focus on 
permanency and safety. The length of time children stayed in foster care and how they exited were 
strong areas of focus for courts and agencies. The issue of how the children were actually doing in 
terms of their well-being was an afterthought at best and something child welfare workers thought 
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was “not their job” at worst. In recent years, courts have taken a more active role in ensuring the 
well- being of children in care by focusing on their physical health, dental health, educational success, 
and other measures of well-being. In the last year, the Commissioner of the Administration for 
Children, Youth, and Families, Bryan Samuels, has clearly articulated a vision that children should be 
“better off” when they leave the foster care system. The Commissioner is clear that he does not 
believe courts and agencies should lose their focus on permanency and safety, but he is very strongly 
suggesting that states will be measured in the future by not only the length of stay, permanency goals, 
and re-entries, but also by measures of their actual success in education, employment, and other 
measures of well-being. 

 Courts have a role in ensuring that child welfare agencies are providing services to enhance the 
well-being of the children in their care. They must also ensure that children do not remain in the foster 
care system when only issues of the child’s well-being are left to address. This is a tight rope for 
courts to walk. Children belong at home as long as they can be safe. They do not belong in foster care 
because a foster parent will support their educational goals more aggressively than their parent might. 
A focus on well-being should not result in children staying in foster care longer. It should, however, 
result in courts ordering child welfare agencies to provide services to children, once they do return 
home, that are aimed at completing the work begun while the children were in care to improve their 
well-being outcomes. 

  Open courts . Beginning in 1980, the United States Supreme Court held in a series of cases that, with 
some minor exceptions, the public and the press have a First Amendment right to attend criminal trials 
(Richmond Newspaper, Inc v. Virginia  1980 ; Globe Newspaper Co. v. Superior Court  1982 ; Press-
Enterprise Co. v. Superior Court of California  1984 ; Press-Enterprise Co. v. Superior Court  1986 ). The 
United States Supreme Court has not extended the right of public access to civil or juvenile cases. 
Consequently, states have been free to decide how to handle public and media access in these cases. 

 Historically, juvenile courts have been closed. They were originally intended to be informal, non- 
adversarial and private to further the goal of rehabilitation and eliminate the social stigma associated 
with the juvenile court involvement. However, it has been stated, “Although private hearings were and 
are intended to further the rehabilitative mission of the juvenile system, the system has not operated 
effectively in all cases and has been criticized for its failings” (San Bernardino County Department of 
Social Services v. Superior Court of San Bernardino County  1991 , p. 7). This has led to an ongoing 
debate on whether the public and media should be allowed to attend dependency court hearings. 

 Opponents of opening dependency courts argue that children who have already been harmed will 
suffer additional harm by public exposure and that exposing family dysfunction will interfere with 
the goal of rehabilitation and reunifi cation of families. There is also a general lack of trust that the 
media will accurately report on cases and will mostly report on sensational cases that will create a 
misleading perception in the minds of the public. Opponents also express concerns that courts will 
still be closed to protect “prominent” citizens which will cause further mistrust of the system. To date, 
there is no research that demonstrates signifi cant improvements in the system in those states which 
have already opened their courts. 

 Those in favor of opening dependency courts argue that increased public visibility of the system 
will create greater accountability of judges, lawyers, social workers and others who work in the 
system. Proponents also believe that the increased visibility will educate the public and lead to 
reform and resources for a traditionally under-resourced system. The underlying assumption is that 
the public has the right to know about the details of such an important system that is supported 
by taxpayers’ dollars. 

 While a number of states have opened dependency proceedings, generally through legislation or 
court rules that grant judicial discretion to close, the substantial majority of states still keep depen-
dency courts closed with some giving judicial discretion to open. The debate on this issue is not likely 
to subside any time soon. 
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  Child welfare fi nance reform and the courts . Title IV-E foster care funding is guaranteed funding 
for all eligible children in state foster care, paying the costs of keeping the child in foster care, the 
administrative costs associated with placement, and some related training costs. It does not provide 
for services to the child’s family before or after the child is placed in foster care (NCJFCJ  2012 ). 
Broad based groups are currently engaged in developing recommendations for child welfare fi nance 
reform. The current federal funding structure incentivizes placement rather than keeping children out 
of the foster care system. Court functions, like the hearings required by law to ensure children are not 
placed in care unless there are no reasonable services that would keep them safe at home, are not 
allowable costs under Title IV-E. 

 Because court functions are not allowable costs under Title IV-E, state courts must rely on their 
state legislatures to adequately fund their oversight responsibilities. Beginning with the recession in 
2003, and expanding through the country’s current budget crisis, state court budgets have suffered. 
While budgets for juvenile court services have decreased, mandates by the federal government have 
increased. State courts fi nd themselves in a unique position. In order for state and local child welfare 
agencies to receive federal matching funds for foster care services, state courts must be in compliance 
with the mandates of Title IV-E law and policy. However, many do not have adequate resources to 
meet the mandates for timely and thorough hearings. 

 In other efforts to keep children safely out of foster care whenever possible, many courts have 
instituted programs such as pre-petition mediation and pre-hearing conferences to ensure children 
are not placed needlessly in foster care or languish there too long if they are placed. Similar to 
the court functions mentioned above, because these front-loaded services are court-based, they 
are not currently allowable Title IV-E costs. Amending federal policy regarding federal funding 
for court functions would allow many more courts to create programming and implement 
hearing practice to ensure children do not enter care unless it is the last resort and that they leave 
care as soon as they can be safe at home or when that is not possible, safely placed with another 
permanent family.   

    Conclusion 

 The discussions highlighted in this chapter suggest that both the expectations and constraints of the 
juvenile dependency court have been increasing over recent years. The role of the juvenile court judge 
has become clearer and more codifi ed, as well as substantially more expansive – both on and off the 
bench. The collaborative efforts led by juvenile dependency court judges have led to substantive 
system improvement in many areas, while other areas still face resistance. Research and evaluation on 
judicial and court practice has been gaining traction, but many performance measurement, program 
evaluation, and broad research efforts face continuing challenges. 

 Big questions remain about the direction of system change and the role of juvenile dependency 
courts. In part, the role of juvenile dependency courts, and its evolution across time, is defi ned by how 
varied the practice of the judiciary is across the United States. Increases in federal funding, along with 
shifts in the structure of that funding and mandates supported by that funding, have created both 
opportunities and commitments for system change efforts led by dependency court judges. The sus-
tainability of those opportunities, commitments, and efforts could, of course, be challenged by future 
funding uncertainties. It remains to be seen how juvenile dependency courts might respond to future 
federal funding, national political, and broad societal value changes. 

 These shifts can be seen already in jurisdictions that have experimented with or embraced differential 
response programs. Signifi cantly, differential response has the potential to reduce judicial oversight of 
the population of children involved with child protection agencies. Some judges are deeply troubled 
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by the reduction in oversight, while others view the issue as a separation of powers between the judicial 
function of government and the executive function of government. The long-term impact on the role 
of the juvenile dependency court has yet to be fully understood. 

 The potential effect of research around best practice recommendations is developing. While orga-
nizations like the NCJFCJ, ABA, and NCSC have begun to differing degrees to promote and commit 
themselves to the testing of long-standing best practice recommendations, that work is still in its 
infancy. Presumptions about the appropriate role of juvenile court judges and the potential impact of 
judicial leadership may be confi rmed or challenged as systematic research and evaluation efforts 
delve deeper. 

 Ultimately, it is clear that the expectations and constraints of the juvenile dependency court have 
changed substantially over time and have expanded over recent years. Federal involvement, through 
funding and mandates, has clearly established opportunities for system change efforts led by dependency 
court judges. Many judges and supporting organizations have committed themselves to these efforts. 
How durable those commitments are moving into the future in the face of fi nancial, political, social 
changes at the level of policy, practice, and programs is yet to be determined.     
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          Introduction 

 The mission of protecting children and adolescents from maltreatment and exploitation has seen many 
advances since the initial publication of C. Henry Kempe’s landmark research and publication of the 
fi rst edition of “The Battered Child Syndrome” (Kempe and Helfer  1968 ). Society as a whole was 
fi nally able to recognize child abuse and neglect as a predominantly social issue and establish a platform 
point from which to proceed with the identifi cation, assessment, investigation, prosecution, treatment 
and the prevention of child maltreatment. Prior to this, child abuse was not identifi ed or acknowledged 
as an issue requiring an external response outside one’s immediate family. 

 As our fundamental understanding and knowledge of investigating child abuse and neglect cases 
and the development of improved investigative techniques have increased dramatically over the last 
50 years, so too have the challenges associated with law enforcement’s role in protecting children. 
This higher level of awareness by dedicated law enforcement professionals to provide their best efforts 
to successfully investigate cases has come with both the celebration of achievements coupled with 
lasting and impactful changes in the fi eld, as well as the struggles inherent in redefi ning traditional 
investigative principles. 

 This chapter will address the current state of the law enforcement communities’ efforts to combat 
child abuse. It will attempt to celebrate the highlights of the fi eld, outline the current status of  best 
practice  in the fi eld of child abuse investigations, and raise challenging issues which are currently 
encouraging the fi eld to continue to move forward with the arrival of an always-growing awareness 
of best practices for law enforcement that continue to evolve. It will also attempt to address some of 
the controversial issues currently facing law enforcement in its efforts to continue to battle against 
those who prey on children. 

    Chapter 28   
 Law Enforcement’s Evolving Mission to Protect Children 

           Stephanie     C.     Stronks     Knapp     

        S.  C.  S.   Knapp ,  MSW, LCSW      (*)  
 Child/Adolescent Forensic Interviewer, FBI Offi ce for Victim Assistance, 
Denver Division,      Loveland RA, Loveland, Colorado, USA   
 e-mail: stephanie.knapp@ic.fbi.gov  

  Our lives begin to end the day we begin to become silent about the things 
that matter . 

 Dr. Martin Luther King 
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 Finally, it will address questions about the short and long term impact the direct work of investigating 
crimes against children has on law enforcement professionals. Generations of investigators have 
committed their lives to investigating horrible crimes of violence against children. As a result, they 
have become members of an exclusive group of professionals sharing experiences unique only to 
those who share their passion.  

    Best Practice 

 Each discipline responsible for providing safety and protection to child victims of violence has a 
vested interest in developing best practice methods for addressing child maltreatment in their fi eld. 
The standardization of the investigative process must continue to be infl uenced and directed by the 
combination of evidence-based research and the collection of valid and reliable data, in conjunction 
with the practical real-life application of knowledge and experience from the fi eld. Jones and her 
colleagues ( 2005 ) reviewed the research relevant to seven practices considered by many to be amongst 
the most progressive approaches to criminal child abuse investigations. Despite the popularity of these 
practices, little outcome research is currently available documenting their success. 

 The creation of specialized units, teams, and squads for investigating child abuse and neglect 
within agencies and departments prompted them to develop expertise in their specifi c fi eld. The devel-
opment of local, state, tribal, national and international partnerships established relationships critical 
to the growing need for law enforcement to continue to expand and increase their abilities and inves-
tigative efforts beyond individual agency jurisdictions, as well as perceived personal limitations. 

 The steady progression of collaborative efforts by law enforcement has led to the realization of the 
need for functioning and integrated partnerships in order to effectively investigative all types of crimes 
against children. Several national organizations have realized the importance of establishing “teams” 
capable of responding immediately to an alleged case of child abuse, abduction, homicide etc. by 
providing a surge of resources involving skilled and trained professionals and support staff to most 
effectively and expeditiously respond to a child in crisis. 

 The National Center for the Analysis of Violent Crime (NCAVC) is a component of the FBI’s 
Critical Incident Response Group (CIRG), located at the FBI Academy in Quantico, Virginia. The 
primary mission of the NCVAC is to provide behaviorally-based operational support to federal, 
state, local, and international enforcement agencies involved in the investigation of unusual or 
repetitive violent crimes, communicated threats, terrorism, and other matters of interest to law 
enforcement ( Federal Bureau of Investigation n.d. ). Similar efforts are underway across the globe 
to pull together the resources of professionals and communities to best address the issue of violence 
against children. 

 The National Center for Missing and Exploited Children (NCMEC) is a private (501) (C) (3) non-
profi t organization which was created in 1984. The mission of the organization is to serve as the 
nation’s largest resource on the issues of missing and sexually exploited children. The organization 
provides information and resources to law enforcement, parents, and children including child victims, 
as well as other professionals. Currently, the work of the organization includes 25 additional US 
Congressional mandates which demonstrate the efforts by policy makers to recognize the importance 
of developing and implementing policies applicable to assist those working to protect children 
(NCMEC  2013 ). 

 There are numerous other state, national, tribal and international groups designed to provide a 
multi-disciplinary approach to child abuse investigations. 

 The creation of Multi-Disciplinary Teams (MDT) as a fundamental expectation of how crimes 
against children investigations must proceed in order to produce successful outcomes is, in many 
ways, one of the largest successes of the progress made thus far (Bross  1988 ). An effective MDT is 
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dependent on a shared understanding of its goals and mission, but also on shared knowledge of the 
general practices and procedures the team will follow in its efforts to investigate and prosecute child 
abuse cases as well as provide vital intervention services to child abuse victims and their families 
(Poole and Lamb  1998 ). The spirit of cooperation, the sharing of information, and case coordination 
are some of the benefi ts supported by a multi-disciplinary approach to investigating cases of child 
abuse and neglect. 

 Currently most states have passed legislation mandating the multidisciplinary team approach to 
child abuse (Jacobson  2001 ). There is also a statutorily-based mandate by the federal government for 
investigations of crimes against children to be conducted in a multi-disciplinary fashion (18 USC § 
3509(g)):

•    Medical diagnoses and evaluation of services  
•   Telephone consultation services in emergencies and other situations  
•   Psychological and psychiatric diagnoses and evaluation services for the child, parent, etc.  
•   Expert medical, psychological and related professional testimony  
•   Case service coordination  
•   Training services    

 This also includes requiring law enforcement and child protective services to respond to serious 
(criminal) allegations of child abuse within hours of the initial report being made. The challenge 
facing the early Child Advocacy Centers (CAC)/Multi-Disciplinary Teams (MDT) was convincing 
law enforcement and child protective systems to coordinate their investigations. Another challenge 
continues to be the diffi culty of navigating the civil and criminal parallel processes which do not 
overlap legally, but can cause great controversy amongst the individuals responding to one or the other 
court. Instead of fi nding ways to assist one another, efforts tend to focus on isolating the processes. 
Failure to remove a child who remains in an unsafe or negatively infl uential environment is just one 
example. Children, who are not emotionally or psychologically supported by the caregivers in the 
home, may have safety and protection issues that should be addressed. This may also cause signifi cant 
potential harm to criminal cases. 

 The MDT approach is integral to the success in the vast majority of child maltreatment investiga-
tions. “Children’s Advocacy Centers stress coordination of investigation and intervention services by 
bringing together professionals and agencies as a multidisciplinary team to create a child-focused 
approach to child abuse cases” (Snell  2003 ). 

 The origin of the Child Advocacy Center came as the brainchild of Congressman Robert E. “Bud” 
Cramer (AL), who, as District Attorney in Huntsville, AL, noted that child sexual abuse victims 
were being bounced from agency to agency and interviewed multiple times by multiple professionals. 
It was his revelation that the very process that was set to protect children was traumatizing them 
and resulted in inconsistent statements, poor investigations, and uncooperative child victims and 
parent/guardians (NCA  2009 ). Congressman Cramer’s goal to improve the criminal justice system’s 
response to child abuse became a reality that has been replicated worldwide. 

 The research conducted by Kathleen Coulborn-Faller and James Henry in their case study on com-
munity collaboration in child sexual abuse cases suggests the focus of policy and practice in child 
sexual abuse investigations should be on professionals and system coordination. “Adults can and 
should bear primary responsibility for obtaining successful outcomes in child sexual abuse cases, not 
child witnesses” (Faller and Henry  2004 ). There is a responsibility to provide the best response 
possible to children, in the most effective, supportive and expedient manner. These multi-disciplinary 
best practice standards raise the bar to its highest level. They are achievable, and once in place, 
will make the admirable work of our colleagues much easier, and more importantly, will make the 
investigative process less traumatic for those involved. 

 Professionals in this fi eld have a responsibility to implement best practices in conducting child 
abuse investigations. Investigative units, child protection systems and CACs need to be able to 
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accommodate the needs of multi-disciplinary team members’ investigative responsibilities when the 
child is in need of protection. When those resources are not made available at the time of outcry, then 
the systems which were designed to provide protection may only hinder individuals’ ability to 
perform at the highest standard of protection and investigative practices for children. 

 Along with the growing movement of the multi-disciplinary approach to investigating child 
maltreatment, came the realization that MDT members required abuse-specifi c training in order to 
best execute child abuse investigations. Currently many states hold their own conferences on child 
maltreatment to bring together professionals dedicated to providing the best possible and most up-to-
date training for members providing investigative services to their communities. Local jurisdictions 
also provide training on a smaller scale to those involved in the investigation of child abuse cases. 
Nationally, conferences aimed at providing state-of-the-art and up-to-date training on the best practice 
models for investigating cases are held annually: the Internet Crimes Against Children (ICAC) con-
ference, Dallas Crimes Against Children conference, San Diego Child Maltreatment Conference, the 
Drug Endangered Children’s Alliance, the National Advocacy Center’s Symposium on Child Abuse, 
International Conference on Shaken Baby Syndrome/Abusive Head Trauma and the Indian Nations 
Conference are just a few examples of trainings held annually or bi-annually. These conferences pro-
vide a gathering place for experts and attendees to increase their knowledge of current best practice 
models for investigating child abuse, to learn practices supported by research, new trends in investi-
gating cases, and to network with the larger community of law enforcement professionals in the fi eld. 

 Although great efforts have been made to improve and standardize the training law enforcement 
receives in order to prepare new investigators for the fi eld of child abuse and neglect investigations, 
one of the largest defi ciencies that has been identifi ed is a failure to provide adequate training  prior  
to investigators entering the fi eld. Investigators are often rotated in to and out of investigator positions, 
with very little knowledge and experience into the unique challenges of investigating various types of 
crimes against children. Often times, newly assigned investigators are given very little time to learn 
from experienced colleagues and are forced to conduct investigations with a limited or sometimes 
non-existent level of experience, placing them at a distinct disadvantage. Although basic investigatory 
skills can be applied, understanding the distinct differences between investigating various forms of 
abuse can mean the difference between a successful case outcome and a case being closed from the 
onset. Simply stated, investigators new to these violations “don’t know what they don’t know”. This 
hinders investigators with their subjects and other multi-disciplinary team members and can result in 
growing frustration, incomplete investigations, and a building apathy towards the investigative pro-
cess. Unlike most criminal investigations, often times the fi rst step in determining involvement in a 
case is to determine whether or not a crime has actually been committed. Did the child die as a result 
of an accidental injury, natural causes, or did someone intentionally infl ict the trauma or neglectfully 
behave resulting in a child’s death? Is the abnormal medical fi nding to this young child’s genital area 
a result of infl icted penetrating trauma (sexual abuse) or is it explained by some reasonable medical 
condition or accidental trauma? These dilemmas can be missed by an untrained investigator and cases 
that should have been pursued are not, and cases that should not be investigated are engaged in while 
resources and valuable time is expended unnecessarily. 

 If we are to see continued growth in the quality of child abuse investigations, we must advocate for 
a change in this practice. Investigators assigned to or even volunteering for positions in specialized 
units or specifi cally designated to investigate case of child abuse and neglect must receive training and 
support for expanding their knowledge base of these types of investigations, prior to receiving their 
fi rst case. Each type of child abuse violation requires a very different and unique skill set to be inves-
tigated properly. Training that prepares individuals in these areas is imperative for maintaining high 
quality investigations and guaranteeing the best possible investigation by law enforcement members 
of the MDT. Additionally, it is equally important for child abuse investigators to be encouraged and 
supported, both fi nancially and administratively, to participate in cross-discipline trainings that are 
conducted by experts within the MDT community. Gaining a baseline understanding of the elements 
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of how a forensic pediatrician diagnoses an abusive head injury, or how a child protection worker must 
meet certain civil elements in order to mandate a family to treatment or ask for temporary placement 
of a child while an investigation is being conducted can be instrumental for the lead investigator if he 
or she understands how his/her efforts impact and affect the other team member’s ability to be 
successful. 

 Law enforcement leadership needs to understand the importance of investigating child maltreat-
ment from all disciplines’ perspective. Mandating that investigators be trained “outside” of their 
stated expertise is a valuable investigative process. Often there is a lack of support and understanding 
for the importance of cross-training their crimes against children personnel. Simply having employees 
meet their departments’ minimum-mandatory training requirements often becomes the highest prior-
ity for training. This developing trend will ultimately adversely affect the child abuse investigator’s 
ability to most effectively conduct investigations that will result in best outcomes for the case and best 
outcomes for the children they work to protect. 

 Another essential element for law enforcement management to consider is their obligation to “put 
some real effort in screening and identifying the right investigators for child abuse and what a train 
wreck it is when you have apathetic or indifferent people assigned to this work,” comments a veteran 
child abuse investigator. Vetting out the appropriate candidate for a position whose primary responsibility 
will be to investigate cases of child maltreatment, and requires the capacity for skillful decision 
making and relationship building should be a high priority. It should also be as important to assure 
that the candidate has the right temperament for this work. In failing to do so, we see a high turn-over 
rate of investigators which greatly impedes these investigations. By the time someone is trained and 
understands the intricate details and dynamics of these cases, they have been transferred, promoted, 
or removed and replaced with a novice investigator, compelling the process to start all over. 

 The ability of a child abuse investigator to connect and work collaboratively with a prosecutor 
responsible for the prosecution of child abuse cases is also an understated and underappreciated rela-
tionship. As noted above, working with other disciplines and understanding how they function within 
their discipline is critical to successful outcomes of cases. Arguably, the most important relationship 
the child abuse investigator has is with his/her prosecuting attorney. Trusting that the prosecutor 
assigned to your case will execute the same effort and dedication investigators demand of themselves 
can result in positive prosecutorial results. 

 This relationship is important for many reasons including the end result of holding someone 
accountable for their violent actions against children, stops the abuse from happening, prevents that 
individual from abusing additional children, and validates the child’s involvement in the process. This 
encourages the MDT to continue their quest to address child abuse and neglect in their communities. 
If cases are not prosecuted, if efforts are not made to bring justice for victims through the criminal 
justice system, investigators begin to question the very time and effort they commit. 

 In the words of an investigator, “What does it matter if I do my job, when no one is going to take 
my work and do something with it? What’s the point?” Sadly, this sentiment is shared across the 
world. Investigators and prosecutors must work cooperatively to ensure successful outcomes and 
avoid a breakdown of the system. 

 There are arguments on both sides of this issue. Prosecutors complain that cases aren’t investigated 
to the level necessary for successful prosecution in the criminal justice system; Prosecutors are 
frustrated with shoddy investigations and incomplete case preparation. Investigators feel as if prosecutors 
want perfection, and are often unwilling to risk “losing” a case in court than taking a chance with a 
judge or a jury. 

 Sadly, at times, both disciplines are accurate in their assessments of other team members. Unless 
a case is investigated properly and with diligence, having covered as many potential defense issues 
they can anticipate, prosecutors are left with little options but to decline or are forced to refuse 
prosecution of the case. Conversely, prosecutors who are unwilling to work with investigators to 
provide guidance and support through the investigative process, such as failing to respond in a 
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timely fashion to requests for search warrants or to address other legal issues that arise as a result 
of the investigation, can have detrimental effects on the investigators’ work. When prosecutors fail 
to take cases, due to lack of experience or confi dence in their abilities, or to prohibit judges and 
juries from evaluating cases because the prosecutors believe they already know what the outcome 
will be and want to determine the validity of cases without engaging the process, then the system 
fails the very children it is aiming to protect. Better efforts must be made to work together, com-
municate needs, and work in unison.  

    Investigative Window of Opportunity 

   We must use time as a tool, not as a couch.   –John F. Kennedy  

   The single most important advantage a multi-disciplinary team or lone investigator has in any type of 
child abuse investigation is the Investigative Window of Opportunity (IWOP) (for further information see 
Johnson  2009 ). 

 Simply defi ned, these are the precious minutes that occur either during or immediately after the 
initial outcry of a child victim of abuse or report of concern made to an appropriate person of authority. 
This is the optimum time to conduct investigative tasks for the purpose of gleaning the most detailed 
information. For every hour that goes by after the initial outcry without multi-disciplinary team inves-
tigative intervention, information critical to case evaluation is lost. As days pass, critical information 
may be lost forever. 

 Each child abuse case presents six “windows of opportunity:”

    1.     Forensic/Investigative Interview of Child Abuse Victims/Witnesses      

 The goal of a forensic interview is to obtain a statement from a child/adolescent, in a developmentally 
sensitive, unbiased and legally defensible manner, that will support accurate and fair decision making 
in the criminal justice and child welfare systems. 

 Information obtained from an investigative interview might be useful for making treatment 
decisions; although the interview is not part of the treatment process. 

 The two overriding features of a forensic interview (Poole and Lamb  1998 ):

    1.    Forensic interviews are  hypothesis testing  rather than  hypothesis confi rming  (Ceci and Bruck  1995 ).   
   2.    Forensic interviews should be  child - centered .    

  Forensic interviews have emerged in the fi eld as a vital step to the investigative process. It should 
be noted, that the “forensic” interview must emphasize the importance of “obtaining legally relevant 
information” (Connell  2012 ) – the details that assist investigator and child protection workers in 
corroborating statements by the interviewee. The crime of victimizing children most often happens 
within the secrecy and isolation of a perpetrators’ control, and during any number of circumstances. 
Therefore, more often than not, a victim’s statement about the alleged crime is a primary focus for 
developing corroborative evidence to support the allegations or to assist in determining that child 
abuse has not occurred. 

 Children outcry for a multitude of reasons, which can be characterized in two areas: the purposeful 
outcry and the accidental outcry. In discussing the “traumagenics” of child sexual abuse, David 
Finkelhor and Angela Brown ( 1985 ) write that in situations of accidental outcries of children, the 
forensic interview may create an “acute psychological episode that may lead to fragmented and 
unconvincing statements.” In other words, unlike the purposeful outcry where the victim experiences 
“relief” at disclosing the abuse, the “accidental” child may still feel partnership in the abuse, thus 
disclosing the abuse is tantamount to a confession of guilt. The purposeful outcry usually occurs when 
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the child intends to disclose to someone that the abuse is occurring. This outcry is frequently 
accompanied by a heightened emotional state in the child, who may state that she is “afraid” or “tired” 
of the abuse. Many of these children, due to their developmental age, have only recently become 
aware that the abuse is wrong. Conversely, the accidental outcry occurs when the child makes offhand 
statements, demonstrates behaviors or another person unintentionally discovers that abuse may be 
occurring. Although the child may not be prepared to make the outcry, the resulting crisis has the same 
accompanying heightened emotional state, which may allow investigators to obtain more detailed 
information (Finkelhor and Brown  1985 ). Yet, there is a critical distinction between children who 
have already disclosed to someone and children who have not. And, research supports that “most 
victims delay their disclosure” (Ceci et al.  2005 ). 

 In general, the window of opportunity for conducting these forensic interviews in child sexual 
abuse cases is immediately after the child makes the outcry. With each passing minute without 
intervention, several factors begin to occur, none of which are helpful to the investigation:

    The Process of Multiple Interviews . The child may be spoken to by counselors, nurses or school 
personnel who may not be trained in forensic interviewing or are otherwise unaware of the importance 
of obtaining detailed, accurate information from the child. All of these “unoffi cial” interviews can 
cloud the pure information that should be obtained from the child during the forensic/investigative 
interview.  

   The Family ’ s Access to the Child . Others may notify the child’s caregivers – the non-offending 
caregiver and the potential perpetrator – who will then have access to the child. Additionally, siblings 
in the household have been known to be unsupportive of child abuse victims due to the emotional 
upheaval that the child’s outcry causes in the home. Ultimately this may impact the nature, accuracy, 
and content of the child’s statement. This phenomenon is known as taint and/or contamination and can 
have lasting detrimental effects on both the child and the case.  

   The Victim Feels Responsible for the Responses of Others . The child comes to understand very 
quickly that the outcry has caused a considerable amount of reaction from those around him/her 
 (family, school, siblings, law enforcement, child protective services, etc.). This dynamic is a major 
causal factor for recantation. Although timely interviews of children and adolescents are critical, so 
too is the need to assess the child’s ability to make a statement at any given time. Interviews of 
witnesses and victims, if not conducted immediately, may need to occur at a later time if it is 
determined that participating in the interview process may potentially have detrimental effects on 
the child’s best interest. The MDT must discuss the prospective harms and risks associated with 
interviewing a child, who is not mentally or emotionally prepared or considered physically safe 
before the interview is conducted. This may also impact the child’s ability to participate in the legal 
process in the future.    

 Many will agree that “the fi eld of children’s testimony is in turmoil, but a resolution to seemingly 
intractable debates now appears attainable… Although there has been consistent interest in children’s 
suggestibility over the past century, the past 15 years have been the most active in terms of the number 
of published studies and novel theorizing about the causal mechanisms that underpin the observed 
fi ndings (Ceci and Bruck  1993 ). Until or unless there is an alternative resolution to requiring children 
to provide testimony, investigators must seriously weigh the impact of how, when, where and by 
whom a statement is obtained by a child for investigative purposes. 

 Professionals in the fi eld of maltreatment and in particular, subject matter experts for the fi eld of 
forensic interviewing, would agree that any interview conducted of an alleged child or adolescent 
victim or witness of violence should be conducted in a forensically sound manner, by a specifi cally 
trained and experienced professional skilled in the art and science of interviewing. Conversely, there 
are a multitude of developing practices in the fi eld that have generated growing controversy, and at 
times confl ict amongst these same experts. 
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 The increase of research addressing the issues associated with forensic interviews, how they are 
conducted, by whom they are conducted, where they occur, the effi cacy of aspects of researched- 
based protocols, and how interviews are defended in court has impacted the role of law enforcement 
in conducting their own investigative interviews of children. It still remains that limiting the number 
of interviews of a child victim or witness through the investigative process is considered best practice. 
As stated in the American Prosecution Research Institute’s  Investigation and Prosecution of Child 
Abuse  manual: “The number of investigative interviews should be limited to one whenever possible” 
(APRI  2004 ). 

 The growth of the CAC movement has created a dependency on CACs for forensic interviewing in 
some jurisdictions. When there is a delay in scheduling a forensic interview due to the lack of capacity 
to meet the need, this may interfere with the investigative process. There are also practices that have 
developed within the CAC movement that have shifted the focus of the investigative interview to one 
focused increasingly on treatment and assessment which can also impede the investigative process 
and result in additional interviews of victims/witnesses. Some of these practices have created confl ict 
amongst the multi-disciplinary team members. More importantly, “information critical to case evalu-
ation is lost” (Johnson  2009 ). Delaying quality investigative interviews from being conducted because 
of CAC or departmental policies and procedures can have detrimental effects. There is a chance the 
perpetrator will learn of the allegations and a multitude of problems can occur. He could contact and 
manipulate or pressure the victim, siblings and the non-offending caregiver, which can result in recan-
tation or refusal to cooperate with authorities. The perpetrator might solidify his statement, create an 
alibi, destroy evidence, or seek defense counsel. Additional backlash from a delay in interviewing 
includes: multiple interviews by untrained, non-professionals; the child’s inability to recall or unwill-
ingness to disclose specifi c details of the event(s); and failure to support the child victim after outcry. 
The unintended consequence of this shift of the forensic interview being conducted at some CAC’s 
has been a de-emphasis on the investigative detail-specifi c interview; one that must contain the necessary 
criminal elements required by law enforcement in order to substantiate charges and to further a 
complete investigation. 

 As a response to minimize the impact of delayed availability of having a forensic interview 
conducted, the concept of a minimal fact interview or “unoffi cial” interview was developed. “The 
purposes of a minimum facts interview are to allow the mandated reporter or the fi rst responder to 
provide for the child’s safety and to obtain the very basic facts concerning the child’s maltreatment” 
( Children’s Law Center n.d. ). 

 In some jurisdictions law enforcement’s reaction to this growing need for age-appropriate/victim 
sensitive interviews to be conducted in a timely manner, without interfering or jeopardizing the inves-
tigative process, has been the departure from a unilateral focus on forensic interviews being conducted 
at CAC’s by non-law enforcement persons. If “the primary purpose of an interview of a child is to gain 
investigative information, law enforcement must be involved and …should never abdicate its control 
over the investigative interview” (Lanning  1996 , p. 332). For this reason and others, investigators 
must be trained to conduct investigative interviews and be prepared to perform interviews with the 
victim during the investigative process. There has also been an increase in the creation of soft- 
interview rooms that are located within police departments and other law enforcement physical space. 
These interview rooms are minimally furnished and are meant to create an environment conducive to 
focusing on the victim. It is a victim-friendly environment that conveys the message of formality, yet 
comfort and support. Many of these rooms are used by law enforcement to conduct investigative 
interviews in an environment alternative to the CAC. 

 One of the reasons cited by law enforcement for this alteration, in addition to that noted previously, 
is a growing awareness of the changing face of victims. There has been a dramatic change in the 
manner of which children are being victimized. Victims and witnesses are increasingly different 
than the “traditional” sexualized victim. Compliant victims, travelers, sexually exploited victims 
(computer facilitated); victims of commercial sexual exploitation (human traffi cking), abducted 
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children, and other vulnerable populations are just some of the more common types of victims 
law enforcement is working to protect. 

 Additionally, victims who may also present as potential subjects of criminal behavior during their 
victim interview are a prevalent victim population with unique circumstance and considerations that 
must be addressed, prior to, during and after an investigative interview. Victims who have no con-
scious knowledge of their victimization, who are now adults and being confronted with the photo- 
evidence of their abuse may suffer signifi cant psychological and emotionally charged responses to the 
investigative interview. Developmentally-challenged and severely traumatized victims, both juveniles 
and adults, require a skilled interviewer who is not only able to glean critical evidentiary statements 
for the purposes of the investigation, but also prioritize the mental and emotional needs of the victim 
in order to not further victimize or potentially cause unintended harm. A victim-centered approach to 
working with these victim populations has proven in the fi eld to have the best outcomes for both the 
victims in these cases, as well as successful case outcomes. 

 The changing face of the victim or witness in contrast to the “traditional” victim of sexual violence 
has challenged the status quo of investigatory interviews. Investigators must now be familiar with and 
competent in addressing issues of compliance, human traffi cking, cyber-related offenses, computer 
facilitated criminal behavior, presenting evidence in interviews, modifi cation of a traditional “foren-
sic” interview to accommodate a juvenile victim of prostitution whose own illegal activity often 
makes them less than a cooperative victim, and a host of other changes to the traditional investigative 
interview. One of the struggles for the fi eld is that it lacks reliable research and data specifi c to the 
evolving practice for conducting forensic interviews of these evolving victim populations. It is unclear 
how the evolving change in practice of interviewing adolescents and victims of crimes previously 
mentioned will impact victims and their cases in the long run. 

 It is also unknown how the practice of conducting interviews of victims specifi c to the violations 
previously mentioned will impact the mental and emotional well-being of those engaging in the inves-
tigative process. Increasingly, law enforcement has had to address issues of mental health, substance 
abuse, suicide, self-harming behaviors and traumatic emotional responses to their efforts. They are 
often unprepared and untrained in assessing these issues. Law enforcement has been forced to engage 
in this process and had to develop programs and procedures for referring acutely traumatized victims 
to the appropriate services. The invention of police-based advocate programs has provided signifi cant 
relief to investigators needing assistance with making sure victim needs are being met, while main-
taining the integrity of their investigation. 

 Much more data and research is required for us to continue to develop best practices in terms of 
effectively managing these new victim populations and evolving practices. Investigators must work in 
coordination with the MDT to continue to improve services to victims that further the investigative 
process, but does not also cause unintended harm.

    2.     Interview of the Non-Offending Parent (NOP)      

 Interviews with the non-offending guardian or caregiver can yield incredible amounts of detailed 
information that can be corroborated by investigators. The investigative window for this interview 
begins with the fi rst person who speaks with the non-offending caregiver about the abuse allegations. 
The professionals, who do this, typically from law enforcement and child protective services, are in a 
position to observe the non-offending caregiver’s fi rst reaction (including surprise or non-surprise) 
and make critical assessment decisions. Every day that goes by following an outcry increases the 
chance that the non-offending parent will be made aware of the allegations by someone other than law 
enforcement, thus depriving the investigator of the opportunity to be present during the caregiver’s 
initial reaction. 

 The emotions of the non-offending parent during these early stages can be used to accomplish numer-
ous investigative functions. Observing the response of the non-offending caregiver to the information 
about their child’s trauma can provide valuable information to the investigator. It is during this time that 
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the non-offending caregiver is often most cooperative, providing detailed information about the incident 
and surrounding circumstances or cooperating with consensual searches and search warrants. Investigators 
who miss this window of opportunity risk having the non-offending caregiver contacted by the perpetrator 
or defense counsel, both of whom will most-likely suggest non- cooperation with investigators. 

 The non-offending caregiver is often dealing with issues such as humiliation, anger, guilt, aban-
donment, mistrust, loss of affection, jealousy, past victimization, and questions about their care giving 
skills. He/she may be in need of job training, fi nancial assistance, housing, emotional support, and 
protection. The role of the police-based victim advocate is to introduce or reiterate the importance of 
victim-based services that include services to non-offending family members. Despite these factors, 
services are typically directed towards the victim and leave the non-offending care-giver with no one 
to turn to accept the perpetrator, who may be actively trying to regain his/her loyalties. If he/she 
reunites with the perpetrator you have lost your victim, because the perpetrator will work to persuade 
the non-offending caregiver to be uncooperative and pressure the victim to recant. By strengthening 
the non-offending caregiver, it helps to ensure the child’s needs are being met. Additionally, the integ-
rity and progress of the investigative process remains intact.

    3.     Interview of Collateral Witnesses      

 As with the non-offending caregiver and the perpetrator, the investigators who ask the fi rst questions 
of the collateral witnesses have the window of opportunity for the most detailed information. This is 
especially critical because the information provided by these witnesses can be tainted by the perpetrator, 
defense counsel, non-offending caregiver or others. The witnesses may align themselves with the non-
offending caregiver, the perpetrator or the child, thereby making their information less objective and 
more subjective. Additionally, people who may generally carry strong opinions about being pro-child, 
will suddenly believe that their family member, friend, relative, coach or spiritual counselor is the 
exception, and couldn’t possibly be guilty of the allegations being raised. 

 Investigators are continually challenged to identify and interview collateral witnesses. The nature 
of the crime makes it frequently diffi cult to locate collateral witness. This is one of the weakest areas 
in all child abuse investigations. Defense attorneys know this and frequently try to use it to their 
client’s advantage by charging that the investigators were not acting as objective fact-fi nders but as 
subjective believers who spoke only with witnesses the investigators believed would complement the 
prosecution’s case. It is extremely important for investigators to immediately fi nd, interview and 
“nail-down” collateral witnesses’ knowledge of the incident, prior to the collateral witnesses speaking 
with anyone else. 

 Any statements by potential witnesses, to either corroborate secondary information about the 
alleged crime and/or report that witness’s fi rsthand knowledge of the victimization of a primary 
victim, become increasingly important in terms of providing additional supportive corroborative 
evidence to the investigation. 

 Character witnesses suggested to investigators by defense attorneys should be interviewed or at 
least an interview should be attempted, even when it appears futile. If investigators refuse to interview 
a character witness, defense counsel is in an excellent position to portray the investigative process as 
biased against his client. This area is referred to as “fertile ground” for impeaching the credibility of 
the investigator and the investigation.

    4.     Perpetrator/Subject      

 Investigators are seeing an evolving form of offenders in that they are no longer just the one-victim, 
one mode of abuse but are also victimizing a large number of victims, over a large geographic area in 
conjunction with other perpetrators, and in an increasing complex manner. Children/adolescents are 
being victimized in multiple ways through a variety of media. Computer facilitated crimes have 
sky- rocketed, with the advent of technology. So too has the number and manner in which children 
and young adults are being victimized. The goal of the 2009 Butner Study Redux was to determine 
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whether the former group of offenders were “merely” collectors of child pornography at little risk of 
engaging in hands-on offenses, or if they were contact sex offenders whose criminal sexual behavior 
involving children, with the exception of internet crimes, went undetected. The fi ndings showed 
“internet offenders were signifi cantly more likely than not to have sexually abused a child via a hands-
 on act” (Bouke and Hernandez  2009 ). Additionally, the study indicated that the “offenders who abused 
children were likely to have offended against multiple victims, and that the incidence of “crossover” 
by gender is high” (Bourke and Hernandez  2009 ). Possessors of child pornography will tend to offend 
children they have access to, regardless of the child’s gender. 

 The internet has enabled offenders to gain unlimited access to potential victims and to increase the 
number of victims they are able to engage unconstrained by the proximity of victims. Offenders from 
across the globe can assault and victimize multiple children at a time, and do so with very little fear 
of apprehension by authorities. Their crimes often go undetected and they often remain anonymous 
offenders of children. 

 As with the non-offending caregiver, investigators who fi rst broach the subject of child abuse with 
the alleged perpetrator have a “distinct investigative advantage” in gaining incriminating statements 
(confessions). The ability to see and hear the perpetrator’s initial reaction is invaluable to the investi-
gator’s interview. However, this raises an interesting dilemma for many investigators regarding when 
the interview should take place. Should a majority of information be gathered before approaching the 
perpetrator, or should the investigator interview him in the earliest stages? After the forensic interview 
of the child is completed and the non-offending caregiver and witnesses have been interviewed, it is 
commonly believed that the next most critical function is the interview with the perpetrator. Ideally, 
especially with cases involving in-home abuse, interviews should be initiated as soon as the investiga-
tor has obtained enough information to conduct an effective interview. Under ideal circumstances this 
should be accomplished after the forensic interview of the child and the interview of the non- offending 
caregiver. “Interview the (alleged) subject as soon as practical. Utterly ridiculous and absurd state-
ments that are not plausible, while not as good as a confession, have investigative and prosecutorial 
value,” suggests a veteran child abuse investigator. 

 Most perpetrators can be described as manipulative, controlling and narcissistic (Johnson  2009 ). 
A long delay in interviewing the perpetrator gives him time to prepare an alibi or an excuse as to why 
he could not have committed the offense. It also allows him a chance to access those involved in 
the outcry (including the victim, non-offending caregiver or other pertinent collateral witness) to 
determine the nature of the allegation. Alleged perpetrators then have time to destroy critical evidence 
that may have been maintained, had the subject not notifi ed that law enforcement was aware of his/her 
alleged illegal activities with children. It is a common experience amongst investigators that perpetrators 
will only confess to what they think the investigators already know. In a related issue, child protective 
service (CPS) workers and law enforcement need to have a mutual agreement about what details 
of the allegation should and should not be discussed during interviews conducted with the alleged 
perpetrator by CPS workers. 

 Polygraph examinations are a tool that can be useful in a child maltreatment case. In its traditional 
role, it can be used to determine if a suspect is responsible for the crime. In cases which a victim can’t 
articulate who hurt them, a polygraph can also be used on multiple subjects determine if the examinee 
committed the offense, knows who committed the offense, and how the offense was committed. For 
example, parents, child care givers, or any other person with access to a child can all be tested for 
complicity in or knowledge of the crime. It is paramount to use a competent polygraph examiner with 
up-to-date education and state licensing (where necessary). 

 Offenders who have been convicted of a sex offense regularly undergo Post-Conviction Sex 
Offender Testing (PSCOT) as part of their sentencing. This is important to remember in an investigation 
involving known offenders who may have experience with polygraphs. An offender will potentially 
realize that taking a polygraph exam, if guilty, will focus the investigation upon him and may therefore 
refuse to submit to the exam. 
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 Finally, a delayed interview gives an offender time to contact an attorney. This lawyer will almost 
always advise the offender not to speak with an investigator and not to cooperate with the investiga-
tion. This curtails not only an opportunity to obtain a statement from the subject, but additionally, the 
investigator looses any chance of the potential for consensual searches of phones, social media sites, 
computers, cars, homes etc. The loss of an alleged offender’s statement can potentially be devastating 
to a subsequent prosecution. Regardless of whether or not the subject makes a full or partial admission 
any statement can be helpful to a future prosecution. Being able to “lock” an offender into a statement 
early on in an investigation is likely to be helpful to the prosecution. As stated by Katie Kutz, Deputy 
District Attorney for the Jefferson County Crimes Against Children unit. “Often a non-admission 
statement doesn’t make sense and doesn’t match what the investigator fi nds during the course of the 
investigation.” This inconsistency can be especially useful in a subsequent prosecution.

    5.     Forensic Medical Evaluation      

 The investigative window of opportunity for performing the forensic medical examination of a sexual 
assault victim is immediately after the perpetrator disengages from the assault of the child. There is a 
recognized 72-h rule (or window) for conducting this medical evaluation. This 72-h rule has been 
grossly misconstrued. The untrained investigator believes he or she has “up to 72 h” to have a medical 
exam of the child victim completed. This is far from correct. Keep in mind that we get a positive medical 
fi nding of sexual abuse in less than 15 % of our cases. 1  Delayed medical evaluations by untrained 
forensic medical professionals can shift this percentage to almost zero. 

 Investigators should remember that the IWOP starts when the perpetrator withdraws his penis, 
tongue, hand or object from the child’s mouth, body or sexual organ. The initial hours after the assault 
provide the medical forensic evaluator the best opportunity for identifying marks, bruises or tears, 
which immediately begin to heal, as well as for collecting other biological evidence such as semen, 
saliva and lubricants, which immediately begin to be absorbed, wiped or transferred away, thereby 
eliminating the very evidence that is highly corroborative of abuse. Likewise, once an alleged offender 
has been “put on notice”, the integrity of the crime scene(s) is in jeopardy. Clean up of the area in 
which a child was brutally assaulted, burned in the tub, thrown against a wall or slammed down 
causing abusive injuries can be compromised. 

 It is imperative that investigators have access to competent and specifi cally trained medical providers, 
preferably, forensically trained child abuse pediatricians to assist in the diagnosis and treatment of 
alleged abuse victims. The partnership between law enforcement and the medical community is a 
valuable tool. Investigators who work in coordination with their medical community have great access 
to information and medical opinions without having to jump through unnecessary hoops that non- 
experts may impose. These partnerships allow investigators and medical providers to exchange 
valuable information in a timely manner. This relationship can also avoid the misuse of the 
Health Information Privacy and Protection Act (HIPPA) by some which has impeded the expedient 
exchange of critical medical information and the collection of evidence between investigators 
and medical providers. HIPPA specifi cally identifi es the investigation of possible child abuse as an 
exception to the Act.

    6.     Crime Scene Evaluation      

 The window of opportunity for conducting the investigative function of evaluating a crime scene is 
immediately after the assault, before the perpetrator or others have the opportunity to disturb it. This 
can include individuals unaware that a crime was committed. For every minute that goes by, the crime 
scene is altered. Whether investigators become involved in the case immediately after the incident or 

1   Heger and colleagues ( 2002 ) fi nd that only 4 % of all children referred for medical evaluation of sexual abuse 
have abnormal examinations at the time of evaluation. Kellogg and colleagues ( 2009 ) note that only 2 of 36 pregnant 
adolescent girls presented for sexual abuse evaluations had “defi nitive fi ndings of penetration.” 
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several months later, every attempt should be made to use as many crime scene identifi cation 
techniques as possible, especially photo documentation (Vieth  2009 ), and other evidence collection 
techniques. 

 Although the IWOP focuses on the immediate response by investigators to current allegations of 
abuse or neglect, the reality still remains that the vast majority of child sexual abuse cases are historical 
in nature, meaning, the child discloses a signifi cant period of time after the abuse occurred. As stated 
previously, disclosure often occurs for a number of reasons, none the least of which is when the child 
is in a “safe place” or hits a developmental stage where they realize or understand they were subjected 
to abuse. This dramatically impacts the investigator’s response, as well as the MDT’s reaction to the 
recently made allegation. The response must be timely, but well thought out and reasoned. The scene 
in a historical case has often changed greatly and generally things are not the same as they were when 
the abuse occurred. The investigator’s focus becomes corroborating the child’s statement in as many 
ways as possible. Obtaining the most specifi c details of the abuse is critically important. Additionally, 
the elapsed time period often means the subject has “moved on,” in most cases, this equates to addi-
tional victims. This is why it is critically important for investigators to perform an in- depth look or 
historical review of the subject to identify other potential victims. Usually, if you identify a similar 
circumstance in the subject’s life, you may locate another victim. Most courts allow these victims’ 
histories to be used as evidence, even if they cannot be charged in the current jurisdiction. “This type 
of evidence is as good as a confession, so it cannot be overlooked by the investigator”, remarks a 
veteran Special Agent with the FBI working sexual assault cases in Indian Country. 

 In regards to technology based-offenses, law enforcement continues to develop techniques to 
monitor and identify users of internet networks and systems. These techniques assist law enforcement 
in identifying individuals and groups who may be involved in the exploitation of children. 

 Investigators and prosecutors must be keenly aware of the “CSI-effect” and the popularity this 
television show has had on American society (Shelton et al.  2006 ). This is the same American society 
that makes up our juries. The infl uence of “CSI” on the issue of crime scene evaluation and the entire 
investigative process cannot be understated. All investigators are challenged to discuss this issue with 
their prosecutors and, at a minimum, provide clear documentation on results of crime scene evalua-
tions and techniques used.  

    Cultural Considerations 

 All people, whether identifi ed by their culture, language, rituals or customs, are also identifi ed by how 
it protects its most precious gift, its children. 

 The incidence of child maltreatment has been found to be at a higher rate for racial/ethnic minori-
ties. Income or socio-economic status is the strongest predictor of maltreatment rates (Sedlak et al. 
 2010 ). Although there are a number of factors not inherently related to race that have a strong correla-
tion with child abuse and neglect, the NIS-4 report to Congress indicated that the three predictive 
factors identifi ed in the study were all present in at higher levels in many minority populations, includ-
ing South Dakota’s Native American population (Sedlak et al.  2010 ). 

 Poverty, historical trauma, institutionalization of racial and ethnic minorities, multi-cultural 
 environments, the inherent lack of trust in law enforcement, a conscious or sub-conscious bias, and 
societal apathy towards racial/ethnic minorities are some of the contributing factors to the dispropor-
tional representation of minorities in the child welfare system, although it is not conclusive or 
“evidence of race-based discrimination” (Krause  2011 ). On a community level, jurisdictional issues, 
lack of resources, lack of investigative training, poor child abuse laws, and nepotism are all factors to 
be considered that contribute to the perpetuation of child maltreatment in these communities. 
Additionally within individual families, guilt, shame, hopelessness, lack of knowledge of the child 
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victimization phenomena, generational victimization and frustration with an ineffective system all 
play a role. According to research, elevated chronic trauma exposure and high prevalence of DSM 
IV-TR disorders (including both mental health and substance abuse disorders) have been found among 
large samples of American Indian adults living on reservations (Beals et al.  2005 ). “The bottom line 
is that people’s individual needs vary and no one should be pushed to discuss trauma if they do not 
wish to do so” (Perry  2007 ). As all of these layers intersect, focus should be placed primarily on the 
needs of each individual child victim or witness, even when those needs seemingly interfere or 
contradict the investigative process. 

 Historical trauma is defi ned as a cumulative emotional response and wounding across generations, 
including the lifespan, which emanates from massive group trauma (Brave Heart  1998 ,  2003 ). Brave 
Heart and colleagues ( 2011 ) refer to the “historical trauma response; it has been conceptualized as a 
constellation of features associated with a reaction to massive group trauma. Historical unresolved 
grief, a component of this response, is the profound unsettled bereavement resulting from cumulative 
devastating losses, compounded by the prohibition and interruption of indigenous burial practices and 
ceremonies”. 

 As violence and suffering of children and adolescents continues across the lifespan, the opportunity 
for victimization of this vulnerable population amongst indigenous people increases at enormous rates. 
The risk for children and adolescents to become victims of abuse, sexual, physical, emotional and 
severe neglect is a sad reality. Many indigenous communities experience many traumatic deaths with 
great frequency due to elevated morbidity and mortality rates, lowered life expectancy, and high acci-
dental death rates (Brave Heart et al.  2011 ). Traditional American Indian/Alaska Native mourning 
practices and cultural  protective factors  were impaired due to the federal prohibition around 1883 
against practice of traditional ceremonies, which lasted until the 1978 American Indians Religious 
Freedom Act (Brave Heart et al.  2011 ). Congress passed ICWA in 1978 in response to the alarmingly 
high number of Indian children being removed from their homes by both public and private agencies. 
The intent of Congress under ICWA was to “protect the best interests of Indian children and to promote 
the stability and security of Indian tribes and families” (25 U.S.C. § 1902) (NICWA  2012 ). Additionally, 
the Indian Child Protection and Family Violence Act PL 101-630 (25 USC § 3203) was passed. 

 Although efforts have been made to reduce the higher rates of violence, child abuse and associated 
criminal behavior amongst certain populations, the prevalence of abuse occurring over multiple gen-
erations continues to be a great concern amongst the law enforcement community. Generations of 
families become known to investigators. Their role as a subject, victim, witness or some combination 
of all three is a discouraging reality for many investigators responsible for providing services to these 
communities. The Adverse Childhood Experiences (ACE) Study found a strong graded relationship 
between the breadth of exposure to abuse or household dysfunction during childhood and multiple 
risk factors for several of the leading causes of death in adults (Felitti et al.  1998 ). It is not enough to 
stop the abuse, hold the responsible party accountable for their behavior, and remove children who are 
at risk from dangerous environments. Efforts must be made to stop the cycle of abuse and violence 
against children if any sustainable and long-term change is to occur in our communities. Law enforce-
ment must work with various other disciplines to implement effective prevention programs, and work 
with those entities to promote policy development so investigations can occur within the context of a 
comprehensive program of protection, prosecution, prevention and partnerships.  

    Gaining Better Access to the Investigative Windows of Opportunity 

 Recognizing windows of opportunity is a critical step, but it is useless if procedural and monetary/
resource issues prevent investigators from accessing them. The chapter assumes there are ample 
resources available for law enforcement in these cases; sadly this is simply untrue in many 

S.C.S. Knapp



531

jurisdictions. The small departments and lightly resourced agencies that form the majority of law 
enforcement resources in the fl y-over states and rural communities often do not have the resources the 
chapter addresses. If they are available, they are not nearby. This does not mean effective alternatives 
cannot be developed. Individuals who truly understand child abuse and are committed to developing 
these systems are needed to advocate for change and resource allocation. This is a whole other 
challenge. 

 Some of the most common errors that violate the investigative window of opportunity occur at the 
earliest stages of outcry, typically at a school, medical facility, therapist’s offi ce, or by a relative to 
whom the victim initially disclosed, by offi cials who delay in recognizing the abuse and fail to report 
their suspicions to appropriate authorities. Instead, they elect to notify the non-offending caregiver 
and/or the perpetrator, even worse, ignore the issue all-together. 

 In the recent highly publicized trial of Jerry Sandusky, former defensive coordinator for Penn 
State’s football team, questions about the University’s “culture” of insularity were highlighted. After 
Sandusky was convicted of 45 counts of a variety of sexual misconduct charges, Louis Freeh, former 
Director of the FBI from 1993 to 2001, publicized his fi ndings in his report to the investigative coun-
sel regarding the Penn State sex abuse scandal stating, “Their failure to protect the …child victim, or 
make attempts to identify him, created a dangerous situation for other unknown, unsuspecting young 
boys who were lured to the Penn State campus and football games by Sandusky and victimized 
repeatedly by him” (Freeh et al.  2012 ). 

 Freeh’s report is a “very strong reminder of the dangers inherent in the culture of insularity” 
remarks Terry Hartle, Sr. Vice President of the American Council on Education in his response to the 
Freeh report condemning the “pervasive and damaging culture at Penn State in which the levers of 
power were tightly controlled by four men….and their repeated failure to deal with troubling allega-
tions….always seemed to be directed by one goal: to avoid the troubling consequences of bad public-
ity” (Johnson and Egan  2012 ). 

 There are numerous obstacles investigators must contend with during the course of their investi-
gation, not the least of which is outside infl uence. Investigators have been pressured by those with 
political power and fi nancial means, notoriety and fame. Some will use these resources and authority 
to encourage investigators or their administration to deviate from investigative procedures in order 
to manipulate an investigation. Though not always with harmful intentions, it may ultimately affect 
the outcome of an investigation into allegations of child maltreatment. 

 Therefore, it is crucial to establish appropriate procedures and protocols and ensure that the entities 
responsible for alerting law enforcement to suspicions of abuse or neglect understand their role and 
responsibilities for reporting and know the appropriate course of action at all times. In addition, law 
enforcement needs to ensure that a trained investigator is promptly notifi ed about each call and that 
the investigator responds immediately. 

 All programs benefi t from evaluating the work and efforts of its members. Child fatality review 
teams, governors’ task forces and other similar groups have been established with the goal of evaluat-
ing the effectiveness of the work being conducted and to identify areas for improvement for those 
working to protect children. These groups have generated recommendations to the fi eld which have 
resulted in changes to policy and procedures, both on local, state, tribal, and national levels. Progress, 
in terms of continuing to develop best practice that is based on research and academic advances must, 
be tempered with the reality of implementation of investigative practice and common sense. 

 Everyone involved in a case must review cases for delays prohibiting investigators from responding 
immediately. The suggested evaluation technique from an investigative perspective, for the quality of 
a case, is to review the following factors:

•    The exact time the child made the outcry;  
•   Identifying who spoke with the child before CPS or law enforcement became involved;  
•   Determining when and how the alleged perpetrator was fi rst notifi ed;  
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•   Establishing when the non-offending caregiver or potential conspirator was notifi ed and noting 
their response to the allegations;  

•   Identifi cation of collateral witnesses and how long it took before they were contacted;  
•   Determining the last occurrence of the offense;  
•   Establishing how long it took before the crime scene was evaluated; and  
•   Indentifying any impediments by systems that may have had a harmful impact on the outcome of 

the case and for the child.    

 Additionally, it would be wise to determine the manner in which the MDT worked well and 
identify areas of confl ict, challenges to investigative cooperation and areas to improve the working 
relationship with MDT members. Most often, poor communication amongst team members, lack of 
understanding each other’s roles and responsibilities and misinformation about a particular case result 
in confl ict and negative attitudes towards other team members that impede productive progress and 
have a detrimental impact on collaborative efforts.  

    Coordinated Response of Law Enforcement and Child Protective Services 

 Reviewing these situations will better illuminate violations of the investigative windows of opportu-
nity. It also begins the discussion for establishing procedures/protocols to place investigators in the 
best possible position to access the detailed facts and information needed for investigative corrobora-
tion to protect the children in our communities. 

 There is a need to have a cooperative response system for child protective services and law enforce-
ment. Law enforcement operates on a “call for service system,” which means if a 911 call is made, an 
offi cer will respond day or night. However, a child protective service operates on a “priority system,” 
in which a caller contacts a hotline and the call-taker assesses the need for intervention. If it meets 
certain criteria, a priority is placed on the call and the information is subsequently sent to the local 
CPS jurisdiction for evaluation by a supervisor, who will assign a caseworker to investigate. These 
two systems are inherently incompatible. Both address their agencies’ policies and procedures, but 
neither gives paramount attention to the needs of the child. Specifi c issues, such as risk assessment by 
child protective services, medical evaluation, crime scene evaluation, and interviews of important par-
ties should take precedence. No system should violate the investigative windows of opportunity by 
forcing the investigators to delay their response, thus losing access to detailed information. The cases 
in which we have been most successful were identifi ed and investigated within hours, from the initial 
outcry to the major parts of the investigative conclusion.  

    The Elephant in the Room 

 “One of the most critical and ignored areas in law enforcement is the emotional toll this stressful occu-
pation takes on its own people” notes author Alexis Artwohl, Ph.D. (Gilmartin  2002 ). Add to this, a 
concept that is so complex to understand and emotionally charged, even for those of us caught in the 
middle of its reality: The act of committing various forms of violence, neglect, and abuse against a 
child. It is this collision between the duty as an offi cer and the responsibility of investigating crimes 
against children that can have devastating effects on investigators. It is a challenge to explain to an 
“outsider” how deeply one may be affected by the work we have committed our lives to pursuing. 

 Often times, investigators are not readily able to acknowledge the impact this work has on them 
personally and professionally. Administrators rarely acknowledge the toll the work takes on their 
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staff. Doing so would make painfully clear the vulnerabilities that are acquired as a result of a career 
of working these violations. The ability to express the thoughts and feelings with the trauma associ-
ated with this work is diffi cult; mostly because so many of us are not able to comprehend what is 
happening, until the impact is so profoundly evident. Moreover, acknowledgment of this impact is 
often feared to be a sign of weakness or incompetence by the individual. However, our loved ones 
often times are able to recognize the changes developing within the investigator, even before we do. 
“Although offi cers are winning the battle of street survival, they appear to be fatally losing the battle 
of emotional survival” (Gilmartin  2002 ). According to the fi rst full study of police suicides in all 50 
states which was published in 2009 it was learned that the suicide rate for police offi cers was 
17/100,000, approximately 141 confi rmed police suicides for the year, which has its comparisons to 
the shorter tours of duty by the military in a war zone (O’Hara and Violanti  2009 ). Police appear to be 
at greater risk of posttraumatic stress reactions (resulting from higher exposure to trauma) and job 
burnout (resulting from the way in which police work is organized), both of which increases the risk 
of psychosocial problems and suicide (Stuart  2008 ). Regardless of our attempts to deny its impact, 
there is no escaping the inevitable changes that occur within each and every one of us before, during, 
and after a career in this fi eld. “Suicide isn’t the only form of self-destruction: Depression, social 
isolation, and chronic anger also lead to the destruction of many other aspects of offi cers’ lives that 
are not readily visible. The journey through the police career clearly takes its toll. Suicides are just the 
extreme tip of the iceberg” (Gilmartin  2002 ). 

 Professionally, child abuse investigations are some of the most diffi cult cases an investigator will 
work in the course of his or her law enforcement career. There are complex emotional, psychological 
and intellectual dynamics at play. These cases are by far, the least desirable ones to be assigned when 
working investigations. Very few investigators are willing or able to commit their entire professional 
life to a career in child abuse investigations. “People need to believe they have a signifi cant degree of 
control over their day-to-day existence, a sense of predictability to most major events affecting their 
lives” (Gilmartin  2002 ). Sadly, the reality of investigating crimes against children is neither predica-
ble nor easily controlled. It is often perceived as a constant battle. At times it can feel as if everything 
is a struggle, from collecting evidence, to complying with procedural issues, to avoiding inter-agency 
confl ict, to battling motivational factors with other colleagues, and even getting resolution to cases. 
Investigators are often left with feelings of failure and deep sadness knowing the chances are high that 
a child’s abuse will continue, that timely resolution to cases is often out of their control, and that very 
little ever changes. 

 Investigating child abuse cases removes the innocence and optimism about society in general. If all 
you see through the course of your career is unimaginable terror through the eyes of a child, senseless 
acts of violence targeted at children, children learning that adults can’t be trusted and that their care-
givers, whose love and affection a child should never have to question are not protecting, but causing 
unimaginable pain and suffering, investigators are forced to see the world through tainted lenses. 
“Law enforcement personnel, like all other human beings, form their worldviews and predictions 
about life from the situations and events they see every day” (Gilmartin  2002 ). 

 The ultimate impact on professionals is that we can no longer look at a child and not see them as a 
potential victim. We are not ignorant of seemingly innocent actions by adults with children, often inter-
preting them as attempts at victimization. We temper our interactions with other children, cautious of 
how our interactions may be interpreted by others, as we so often do. As an example, if you work child 
abduction violations, it’s diffi cult to see a child riding their bike, walking alone to school or from a 
friend’s home without looking around to identify someone who may be waiting to cause that child harm. 

 Conversely, we cautiously allow our children to experience the world with limits and boundaries 
that may be considered extreme or over-protective and unwarranted. We struggle to fi nd a balance 
between protecting our own children from the ugliness of the world we see daily and their need to 
experience and grow from their own unique interactions with the world we have come to mistrust. 
Working in this fi eld, there is no such thing as an innocent mistake when it comes to the safety and 
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well-being of a child. Our jaded and cautious outlook on humanity has made us a rare and complex 
group of individuals. Patrons quietly move further away from us at the local establishment we have 
gathered at to share some of our experiences from the day. No one really knows what we do, because 
at social events when we are asked, “So what do you do?” we simply can’t respond honestly, so 
we gloss over the truth by stating, “Oh, I work with kids” or we skillfully avoid the topic by switching 
the focus back to the inquisitor. No one really wants to know that I spent my day processing a brutal 
crime scene where two children’s lives were taken by their drunken father as he slashed their bodies 
until they bled to death. Nor do they want to hear about the hours of child pornography video I had to 
endure watching in order to review the evidence and locate a child at risk. These aren’t socially 
acceptable dinner conversations, but they are the real-life circumstances crimes against children 
investigators endure every day. 

 Investigators can’t or don’t want to bring this trauma home to their families. It is diffi cult to burden 
our colleagues, or acknowledge the affect a certain case has had on one’s own ability to cope, and so 
we live alone in our world, compartmentalizing experiences so we can manage to continue to make a 
difference in the life of a child. 

 However, when our loved ones are protected and isolated from our work, they often believe it’s 
because we don’t want to communicate with them. Instead, it is because we want so badly to protect 
them from the pain and suffering we endure vicariously every day. We want to shield them from the 
nightmares that come with the fear that we didn’t or couldn’t do enough.  Questioning ,  what could I 
have done differently to change the outcome for this child and the others that will follow ? 
“The case” too often becomes the focus of our emotional time and energy, and perspective is often 
lost. We are at risk for failing to survive emotionally in this work because we care and we make 
ourselves vulnerable to the atrocities committed against children, believing we are able to and 
desperately seek to absorb some of their trauma. 

 All professionals, working worldwide to combat the epidemic pattern of violence against children, 
are affected each and every day, by the stories they hear, the violence they see and the scenes they 
enter into. We must do a better job of recognizing the ramifi cations of this work on the emotional, 
psychological, and physical impact on these professionals. We must develop ways in which to better 
address the short and long term consequences of surviving a career in law enforcement dedicated to 
protecting children if we are to maintain an experienced group of investigators whose careers can 
survive and thrive. We must also learn to identify when it is time to leave the vocation, and pursue 
different work. Most importantly, recognize that this level of self-awareness is a sign of competence 
and strength, not one of failure.  

    Conclusion 

 Valiant efforts have been made worldwide to develop and standardize investigative efforts proven to 
be most successful in combating crimes against children. As the types of criminal activity and manner 
of victimization expands, so too must the response by law enforcement. Consideration must be given 
to the efforts that will result in best outcomes for children, as well, as best outcomes for cases. This 
balance of doing what is best for both does not come without struggle. Attempts to judge one’s 
commitment to the cause of protecting children creates unnecessary division and confl ict amongst 
professionals, ultimately distracting efforts away from the noble contributions being made by devoted 
individuals. 

 Although everyone may not completely agree with the statements and observations made in this 
chapter the purpose is to challenge investigators and multi-disciplinary team members to continually 
increase the quality of investigations in order to protect children. We must hold one another account-
able regardless of the obstacles before us. We must acknowledge that practice in the fi eld will change 
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as we develop standards and best practice models based in combination on science and research, 
as well as experience from the fi eld. 

 The protection of a child hinges on the intervener’s ability to acknowledge that a child’s need for 
protection manifest in a multitude of ways. Members of the multi-disciplinary team must be ready to 
mobilize on behalf of the child. Investigative windows of opportunity are not contingent upon casel-
oads, schedules, personality confl icts, or notifi cation procedures. When a child is in need of protec-
tion, members of the law enforcement community must be ready to respond. 

 We must balance the desire to commit efforts to the work without letting it defi ne who we are and 
how we view the world. We must maintain perspective so as to not lose sight of the children, spouses, 
family members and loved ones who have the potential to become casualties of our work. Sometimes we 
need to realize that we too may be the one to need each other’s protection in order to keep this balance. 

 We need to police ourselves to insure we are holding each other accountable to our commitment 
and duties but also be respectful of our colleagues. Working collaboratively and collectively to realize 
our goal protects those who cannot protect themselves. Respectfully challenge one another, but  do not  
personalize these as attacks. We should never allow interagency or personality-driven confl ict to inter-
fere with the end goal, protection of children. 

 Aiming for the same goal brings us together but our differences make us better. However, we need 
to understand and be willing to accept the fact that good intentions sometimes result in bad outcomes. 
We need to view these bad outcomes for what they are, opportunities for growth and improvement, 
not as an opportunity to demolish others. Most importantly, have a willingness to accept criticism and 
be open to change. 

 The next generation of investigators honored with the responsibility of dedicating themselves and 
their work to the cause must understand that this work be done with diligence and passion. In remem-
brance of C. Henry Kempe’s own words spoken on April 26, 1978:

  It is just not possible to worry about all the needs of the children all the time…For each of us there must be only 
one patient at a time. Thus one keeps one’s sanity and does the very best job. At the same time, all of us who are 
devoting our professional life to the cause of children must engage our minds and our hearts on their behalf, each 
of us, and wherever we can: by the quality of our work, by being the child’s advocate in our towns, in our states 
and by infl uencing national policy to our best ability. 

 Do so with passion. 

        Acknowledgement    The author acknowledges that various titles exist when referring to those responsible for the 
investigation of any crime against a child, for the purposes of this chapter they will be referred to as an  investigator . 

 While acknowledging that perpetrators can be both male and female, for the sake of continuity, the pronoun he will 
be used to designate the offender. This use is not meant to generalize or make assumptions. 

 The author wishes to acknowledge Retired Child Abuse Detective Michael V. Johnson of the Plano Police Department 
for his signifi cant contribution to this chapter. His conception of the investigative philosophy, the “Investigative Window 
of Opportunity” (Johnson  2009 ) resonates with this author and is used as a framework in this chapter with Michael’s 
support and blessing.  
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           Child Maltreatment as a Problem in International Law 

 In Kempe’s ( 1982 ) editorial in  Pediatrics , he expressed optimism that the “shift in attitude” about 
children, as evidenced by the International Year of the Child (IYC), in 1979, would “rapidly lead to 
more understanding of how to prevent and treat child abuse and neglect” (p. 497). Kempe’s optimism 
was not unfounded. The IYC marked the beginning of a decade-long process to draft a comprehen-
sive, transformative international legal instrument – the Convention on the Rights of the Child (CRC 
1989). By 1979, dramatic changes were occurring in the international arena so that children were no 
longer being perceived as the chattel of their parents. Children, too, have dignity and worth, and they 
are entitled to the same human rights and freedoms as any other human beings. 

 Based on the Universal Declaration of Human Rights (UDHR 1948), the CRC (1989) extends the 
principles of the UDHR to children. The UDHR was the fi rst widely accepted statement of human 
rights and fundamental freedoms to which all peoples of the world are entitled. As a declaration, the 
UDHR is not legally binding on governments. However, the guarantees of the UDHR are enforceable 
through two subsequent documents – the International Covenants on Civil and Political Rights (1976) 
and Economic, Social and Cultural Rights (1976). Together, the three documents form the International 
Bill of Rights. Since adoption of the UDHR in 1948, it has inspired an array of subsequent interna-
tional treaties, including the CRC, regional human rights instruments, national constitutions and laws. 
The CRC is groundbreaking in setting forth a comprehensive and coherent set of rights for children. 

 The impact of the CRC (1989) 1  on the protection of children has been substantial, especially in the 
developing world. An indicator of change is the extent to which governments that have ratifi ed a treaty 
adopt national legislation to enable their implementation. Because a treaty may not be enforceable in 
domestic law without implementing legislation, such action signals a certain level of commitment on 
the part of the government. The adoption of national legislation also can raise awareness and provide 
a framework for changing normative behavior and stimulating improvements in services. 

 A recent survey by the International Society for Prevention of Child Abuse and Neglect (ISPCAN) 
indicates that legal reform to improve national policies and programs related to child protection is occur-
ring. Ninety percent of the countries surveyed had implemented a national law or policy regarding child 
maltreatment, and 87 % had implemented a mechanism for responding to child maltreatment cases 

1   See  Appendix  for selected provisions of the key human rights documents discussed. 
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(Dubowitz  2012 ), approximately 54 % of which have been implemented since 1990, the year that the CRC 
(1989) went into force. Mandated reporting by professionals (92 %) is the most common element of these 
national policies, followed by specifi c criminal penalties for abusing a child (90 %) and provisions for 
removing a child (87 %) from the child’s parents or caregivers (Dubowitz  2012 ). 

 The CRC (1989) also requires governments to provide needed support for the child and the child’s 
caregivers to prevent child maltreatment and to treat victims when child maltreatment does occur 
(Article 19(2)). Again, ISPCAN’s survey shows improvement. Nearly three-quarters of respondents 
(72 %) indicated that their policies require the provision of some form of service or intervention to the 
victims; 63 % of these policies include provisions for the development and support of prevention 
services (Dubowitz  2012 ). 

 Since the approval of the CRC, there have been other indicators of international progress in 
 preventing and reducing child maltreatment. In addition to legal reform and service improvements, 
adherence to the provisions of a treaty can be demonstrated by increased awareness of behaviors or 
practices that are unacceptable and in violation of a child’s right to grow up in a safe and supportive 
environment. On a range of issues (e.g., child sexual abuse, child prostitution, corporal punishment), 
the voices of the NGO Group for the Convention on the Rights of the Child, a coalition of interna-
tional nongovernmental organizations that work together to facilitate implementation of the CRC, and 
other national and international organizations, the Committee on the Rights of the Child, and children 
themselves have focused attention on the rudiments of dignity within the international community 
and the elements of a right to protection for all children. More than ever before, the international 
community is speaking out against practices, including traditional cultural practices, that are abusive 
to children and that strip them of their dignity. 

 Although these developments are signifi cant, it is not enough. Even in the advanced democracies, 
children continue to experience unacceptably high levels of violence. As researchers, advocates and 
policy makers learn more about the causes and correlates of child abuse and neglect, it has become 
increasingly apparent that child maltreatment is complex and that the ordinary mechanisms and 
services for responding to and treating child abuse and neglect are not very effective in addressing the 
multiple determinants of child maltreatment. 

 Addressing child maltreatment in international law is diffi cult for a variety of reasons that will be 
discussed later in this article, but not impossible. The CRC and its related documents establish a 
framework for the protection of children, including the stimulation of more humane policies and 
practices and opportunities for engaging children as active members of the community. Unfortunately, 
the implementation of the CRC, in general, has been narrowly focused on helping children after they 
have been victimized rather than developing approaches to prevent child maltreatment. The approval 
of a new General Comment (GC13  2011 ), as discussed in depth later, may provide the impetus for 
fully realizing the potential of the CRC as it relates to child protection.  

    The International Framework for Protecting Children 

  The Convention on the Rights of the Child (CRC 1989) is the centerpiece of an array of international 
documents, including other treaties, declarations, General Comments, and advisory opinions, that 
defi ne and interpret guidelines related to the status of children more generally and the protection of 
children more specifi cally in international law. Proposed by the Polish Government as a tangible 
outcome of the IYC, the CRC set the standard for subsequent treaties in its articulation of civil and 
political rights and economic, social and cultural rights in one document. 

 The IYC was designed to commemorate the 20th Anniversary of the Universal Declaration of the 
Rights of the Child (UNDRC) (1959) by drawing attention to the special status and needs of children 
worldwide. Children had been mentioned in the international arena as early as 1924 when the United 
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Nations approved the Geneva Declaration of the Rights of the Child. The Geneva Declaration (1924) 
recognized an obligation to ensure that children “be given the means requisite for…normal develop-
ment,” (Paragraph 1) and “be protected against every form of exploitation” (Paragraph 4). In contrast 
to the CRC (1989) or for that matter, the UNDRC (1959), the Geneva Declaration viewed children as 
belonging to their parents. 

 The foundation for recognizing children as rights-holders had its genesis in the Universal 
Declaration of Human Rights (UDHR) of 1948. In declaring that everyone (including children) is 
entitled to fundamental human rights emanating from the inherent dignity of the person (preamble 
1948), Article 25 of the UDHR singled out children as being “entitled to special care and assistance,” 
a phrase that was later defi ned in the International Covenant of Economic, Social and Cultural Rights 
(ICESCR 1976) as meaning “protection from economic and social exploitation” (Article 10(3)). 

 The UNDRC (1959) further explicated the essential rights and needs of children, including the right 
to be protected from “all forms of neglect, cruelty and exploitation” (Article 9). It also expanded upon 
Article 16 of the UDHR, which recognized the family as the “natural and fundamental group unit of 
society,” in acknowledging the importance of the parent–child relationship to the “full and harmonious 
development” of the child’s personality and the preference for children to grow up in the “care and under 
the responsibility of…parents” (Article 6). In international law, “the term ‘personality’ is synonymous 
with ‘personhood’ or the opportunity to develop fully as human beings” (Melton  2005 , p. 922). 

 The framework established by the UDHR (1948) and the UNDRC (1959), however, left signifi cant 
gaps with respect to the specifi c rights of children (Oberg  2012 ). Moreover, as declarations, the 
principles established in the two documents were not binding on any government that approved them. 
In contrast, governments that sign treaties, such as the CRC (1989), are held accountable for meeting 
its legal obligations. 

 The 42 substantive principles contained in the CRC (1989) are concerned with four “Ps”: (a) 
 protection  of children from discrimination and all forms of neglect and exploitation; (b)  prevention  of 
harm to them by focusing on their best interests; (c)  provision  of assistance so that they survive and 
develop to their full potential; and (d)  participation  in decisions affecting them (Van Bueren  1995 ). 
When considered together, the CRC provides a roadmap for protecting and strengthening the well- 
being of children. 

 Article 19 of the CRC (1989) is the central provision outlining the basic protections from harm and 
exploitation that all children enjoy. Articles 32, 33, and 34 of the CRC expand on the protections of 
Article 19 by emphasizing the right to be protected from economic exploitation, illicit drugs, and 
sexual exploitation and sexual abuse, and Article 37 protects children from torture and cruel, inhuman 
or degrading treatment or punishment. In emphasizing freedom from all forms of violence--not just 
child maltreatment--the concept of protection in the CRC subsumes the right of children to “full 
respect for their dignity and physical and personal integrity” (Hodgkin and Newell  2000 , p. 249). 
The right to protection is related to the right to life, survival and development (Article 6), the right to 
registration of a name (Article 7), the preservation of the child’s identity (Article 8) and the right to a 
family environment (preamble 1989). Thus, governments that have signed the treaty are obligated to 
provide support and assistance to the child and the child’s parents so that children have the opportu-
nity to develop physically, mentally, morally, spiritually and socially (Article 27). 

 Since the adoption of the CRC in November 1989, more progress has been made on behalf of 
children worldwide than in any comparable period (United Nations  2007 ). The international commu-
nity has started to tackle some of the more diffi cult issues involving the protection of children, includ-
ing strengthening international standards for protecting children. For example, the principles of the 
CRC have been extended to address growing concerns about the vulnerability of female children to 
sexual exploitation (Optional Protocol to the Convention on the Rights of the Child on the Sale of 
Children, Child Prostitution and Child Pornography (A/RES/54/263  entered into force  Jan. 18, 2002). 
A second Optional Protocol to the CRC addresses the use of children in armed confl ict (A/RES/54/263 
 entered into force  Feb. 12, 2002). 
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 The Committee on the Rights of the Child has organized Days of General Discussion to examine 
specifi c provisions of the CRC related to the protection of children (e.g., Days of General Discussion 
in 2000 on “State violence against children” and in September 2001 on “Violence against children 
within the family, and in schools”) (Hodkins and Newell  2000 ) and issued general comments 
(a statement by a treaty body providing guidance on the interpretation of the procedural and substantive 
content of the treaty) interpreting the content of specifi c provisions of the CRC related to the use 
of corporal punishment and to violence more generally. Other efforts have focused on populations 
of children that may be especially vulnerable to child maltreatment, including child refugees, 
unaccompanied children, children with disabilities, and child soldiers. Multiple summits and meetings 
(e.g., World Summit on Children in 1990; UN General Assembly Special Session on Children in 
2002) have reaffi rmed the commitment of governments and nongovernmental organizations to child 
protection (O’Donnell  2004 ). In 2006, the fi rst  World Report on Violence Against Children  was 
completed by an independent expert representing the Secretary-General of the United Nations. 
The report was the “fi rst comprehensive global attempt to describe the scale of all forms of violence 
against children and its impact” (Pinheiro  2006 , p. xiii). More recently, the Committee on the Rights 
of the Child completed its General Comment No. 13 to the CRC (CRC/C/GC/13, 2011). GC13 
attempts to address some of the more intransigent problems within international law in protecting 
children. Its major contribution, however, may be a reconceptualization of the rights to protection, 
which will be discussed in more detail later.  

    Challenges in Protecting Children Through International Law 

 Despite growing attention to the problem of child maltreatment, protecting children through interna-
tional law generally and the CRC (1989) specifi cally has proven to be challenging. Governments that 
have attempted to implement the CRC have not been effective in preventing maltreatment of millions 
of children worldwide or in providing services to these children (Svevo-Cianci et al.  2011 ). 

 The diffi culty in protecting children through international law is related to several issues that have 
undoubtedly hindered implementation, including the scope of the right to protection set forth in 
the CRC, the view of the family in international law, cultural beliefs and attitudes, and the focus of 
international law on governments rather than individuals. 

    The Scope of the Right to Protection 

 The right to protection in the CRC (1989) addresses a wide range of conditions (e.g., physical or 
mental violence, injury or abuse, neglect or negligent treatment, maltreatment or exploitation) that 
threaten the safety of children. One challenge in implementing the right is that it has not been clear, 
until recently, what specifi c acts constitute child maltreatment. For example, does corporal punish-
ment constitute child abuse? Does early marriage of girls constitute abuse? The drafters of the CRC 
intentionally did not defi ne the conditions enumerated in Article 19, because they wished to avoid 
the possibility that a defi nition of child abuse and neglect could unwittingly be based on arbitrary or 
ethnocentric assumptions (Van Bueren  1995 ). Although well intended, the lack of a common under-
standing of unacceptable behaviors has meant that some societies think differently about what will 
and will not be tolerated. 

 The Committee on the Rights of the Child has attempted to address this shortcoming in the CRC 
(1989) by more clearly articulating the acts that may constitute child maltreatment in General 
Comment No. 13 ( 2011  (GC13). GC13 begins by defi ning  violence , in part because that term has 
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increasingly been used in the international community as a catch-all for the various acts that might 
constitute child maltreatment. Violence is defi ned as referring to any of the conditions mentioned in 
Article 19 of the CRC. As used by the international community,  violence  does not mean only physical 
harm or intentional harm. GC13 clarifi es that  violence  also includes non-physical and non-intentional 
forms of harm, such as psychological maltreatment and neglect (Hart et al.  2011 ). 

 In an effort to further clarify the types of conduct encompassed in Article 19 (CRC 1989), the 
Committee provides specifi c guidance as to the meaning of the various terms in Article 19. For exam-
ple, neglect or negligent treatment is defi ned as the “failure to meet children’s physical or psychologi-
cal needs, protect them from danger, or obtain medical, birth registration or other services….” (GC13 
Paragraph 20). Paragraph 20 of GC13 then proceeds to identify types of neglect and to defi ne them. 

 But the Committee goes further. For the fi rst time, it directs States Parties to establish national 
standards for “child well-being, health and development” and to develop “clear operational legal defi -
nitions,” based on the guidance provided in GC13, for the different forms of violence outlined in 
Article 19 of the CRC. 

 Closely related to the defi nitional issue is the problem of who is covered by the provisions of the 
CRC (1989). The CRC guarantees rights to children up to 18 years of age. However, questions have 
arisen as to the treatment of children who are married before the age of 18, or who are married by their 
parents because of traditional practices. GC13 clearly states that these children should be protected 
under the CRC (Svevo-Cianci et al.  2011 ). Marriage and emancipation prior to the age of 18 are 
“merely social constructions which should not overshadow the child’s need for protection” (Svevo- 
Cianci et al.  2011 ). Finally, in GC13 (Paragraph 29), the Committee specifi cally enumerates some of 
the more common traditional or harmful practices that will not be tolerated:

  29.  Harmful practices . These include, but are not limited to:

    a)    Corporal punishment and other cruel or degrading forms of punishment;   
   b)    Female genital mutilation;   
   c)    Amputations, binding, scarring, burning and branding;   
   d)    Violent and degrading initiation rites; force-feeding of girls; fattening; virginity testing (inspecting girls’ 

genitalia);   
   e)    Forced marriage and early marriage;   
   f)    “Honour” crimes; “retribution” acts of violence (where disputes between different groups are taken out on 

children of the parties involved); dowry-related death and violence;   
   g)    Accusations of “witchcraft” and related harmful practices such as “exorcism”;   
   h)    Uvulectomy and teeth extraction.    

        A Reluctance to Intrude into the Family 

 The importance of the parent–child relationship to the healthy development of children is well- 
established in international law (e.g., UDHR, Article 16; International Covenant on Civil and Political 
Rights (ICCPR), Article 23; International Covenant on Economic, Social and Cultural Rights 
(ICESCR), Article 10; CRC, preamble). It is within the family where a child’s rights are most likely 
to be secured so, within the international arena, families are to be given the “widest possible protec-
tion and assistance,” (ICESCR Article 10 1976) including protection from “arbitrary interference” 
(UDHR, Article 12 1948). The goal of supporting families has created a reluctance to intrude into the 
private sphere of the family. As a result, international law has traditionally not concerned itself with 
the problem of abuse within the family (Van Bueren  1995 ). 

 Views concerning the privacy of the family also have made it diffi cult to detect child maltreatment, 
especially child neglect, early and if necessary, to respond to protect children when abuse does occur. 
Often it is diffi cult to assert with certainty that an injury to a child is the result of abuse or neglect as 
opposed to a fall or other mishap. This is especially true with psychological maltreatment where a 
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pattern of conduct must be shown. Even in the area of sexual maltreatment, early efforts tended to 
focus on protecting children from prostitution and pornography (Levesque  1994 ) rather than from 
sexual abuse occurring within the family. 

 In short, balancing the rights of parents to raise their children as they see fi t against the rights of the 
child to be free from violence has been a major challenge for states (Van Bueren  1995 ). It is only in 
recent years that the prevalence of violence against children by parents and other family members has 
begun to be acknowledged and documented (Pinheiro  2006 ). The fact that younger children are more 
vulnerable to violence in the home has undoubtedly contributed to an increased willingness to exam-
ine the parent–child relationship. 

 In GC13, the Committee on the Rights of the Child acknowledges the “primary position of 
families, including extended families, in child caregiving and protection and in the prevention of 
violence” (Paragraph 3(h)). The General Comment, however, also “recognizes that the majority 
of violence takes place in the context of families” (Paragraph 3(h)). Certainly, the remainder of 
the GC13 signals a willingness to intrude into the family if necessary. An example of this can be 
seen in the Committee’s interpretation of Article 19 (CRC 1989) as it relates to corporal punish-
ment. Even before GC13, the Committee had routinely challenged the legal and social accep-
tance of corporal punishment in examining States Parties’ reports (Hodgkin and Newell  2000 ). 
Their concern about the widespread use of violence against children in the home led them to 
issue General Comment No. 8 in 2006 (CRC/C/GC/8). GC8 highlighted the obligation of all 
States Parties to move quickly to prohibit and eliminate all corporal punishment and all other 
cruel or degrading forms of punishment of children….in the family, schools and other settings. 
Paragraph 24 of GC13 reaffi rms the Committee’s position that corporal punishment is prohibited 
by Article 19 of the CRC (1989). 

 Although the use of corporal punishment is still legal in many states of the United States and in 
many countries, the attention of the Committee to the problem has raised awareness and change has 
started. As of July 2012, 33 countries had fully banned corporal punishment (Global Initiative to 
End All Corporal Punishment of Children  2012 ). More than 100 nations have banned corporal 
punishment in the schools. Even, in the United States, where support for corporal punishment has 
been strong, corporal punishment in the schools has now been banned in 31 states (Center for Effective 
Discipline  2012 ).  

    Confl icts with Culture 

 Some of the most intransigent issues related to child maltreatment are grounded in cultural beliefs. 
Traditional practices such as female genital mutilation, the sexual use of children in ritualistic initiation 
ceremonies, honor killings of adolescent girls who have breached moral codes, and early marriage of 
girls are culturally-based practices that are still prevalent in some countries. 

 Dealing with cultural attitudes and beliefs has been challenging in international law, in part because 
international law has had a goal of preserving the cultural rights of peoples (e.g. UDHR Article 27 1948) 
as indispensable to their dignity (Levesque  1994 ). Nonetheless, as indicated earlier, GC13 departs 
from the norm by specifi cally enumerating harmful practices that constitute child maltreatment 
and must be prohibited by governments (Paragraph 29). 

 GC13 (2011) also emphasizes the fact that children have rights; they are not simply the chattel of 
their parents. This perspective is important in addressing cultural norms where children often lack 
power within the family relationship or other adult relationships to fully exercise their rights and to 
object to maltreatment. GC13 reminds States Parties that protection is not provided as an act of adult 
benevolence but rather as an “entitlement of all children, without discrimination and on conditions 
that are benefi cial to the child’s well-being” (Bessell and Gal  2009 ).  
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    International Law Applies to Governments, Not Individuals 

 Another challenge in preventing and reducing child maltreatment is that international law is directed 
at governments, not individuals. Treaties usually obligate governments to either do something for its 
citizens to protect their rights (positive rights) or to refrain from doing something (negative rights). 
In the case of child maltreatment, States parties are obligated to take “all appropriate legislative, 
administrative, social and educational measures to protect the child” (CRC Article 19 1989). As noted 
earlier, governments that have passed legislation or established processes to address child maltreat-
ment are attempting to comply with this requirement. In GC13 (2011), the Committee notes that 
“legal frameworks in a majority of States still fail to prohibit all forms of violence against children, 
and where laws are in place, their enforcement is inadequate” (Paragraph 12). Where measures have 
been implemented, the impact is limited because governments tend to be reactive and, when they 
do respond, services are fragmented rather than integrated (GC13 Paragraph 12 2011). Finally, the 
Committee emphasizes that “legislative measures,” not only refers to legislation, but it also refers to 
the implementation of budgetary measures (GC13 Paragraph 40 2011). 

 Beyond implementing legislative and administrative measures, Article 19 of the CRC (1989) also 
requires States Parties to “provide necessary support for the child and for those who have the care of 
the child, as well as for other forms of prevention and for identifi cation, reporting, referral, investiga-
tion, treatment and follow-up of instances of child maltreatment.” This has been much more challeng-
ing for governments than passing legislation. The increasing complexity of child maltreatment has 
literally overwhelmed governments. In the United States, for example, often the only service that is 
actually provided to families accused of maltreatment is the investigation (Melton  2004 ). Because the 
vast majority of referrals to the child protective service system involve allegations of neglect, govern-
ments are often ill equipped to respond effectively, much less to prevent problems. Moreover, the 
diverse needs of the child and family often are ill-matched to the available resources. 

 Sadly, in instances where there is a response by the social service system (i.e. the State), it may do 
more harm than good for the children. Service systems have inadequate resources, they are stigmatizing, 
and for many children, they are confusing. Little support is provided to children who often must 
navigate relationships, not only with their birth parents and families, but with caseworkers, foster 
parents, legal professionals and counselors (Bessell and Gal  2009 ). 

 A recent development that could strengthen the implementation of the CRC’s provisions related to child 
maltreatment is the approval by the UN General Assembly in December 2011 of a Third Optional Protocol 
to the CRC that will provide a complaints mechanism. The Third Optional Protocol does not create any 
new rights. Rather, it provides a mechanism for addressing violations of rights under the CRC and the fi rst 
two optional protocols. The new optional protocol was opened for signatures in February 2012.   

    Rethinking Child Protection 

 The challenges facing governments in protecting children through international law are due, in part, 
to implementation that has been narrowly focused on identifying cases of child maltreatment and, in 
some cases, providing treatment or, when necessary, removing children from their homes. Bessell and 
Gal ( 2009 ) note that “human rights can be understood at two levels: fi rst, as the international system 
of treaties, visionary statements and commitments, and second as a conceptual framework that shapes 
action” (p. 286). The CRC (1989) is illustrative of the potential of international human rights law to 
guide policy in a manner that transforms life at the neighborhood level” (Melton  2005 , p. 919). 
Unfortunately, very little attention has been given to developing the infrastructure at the community 
or neighborhood level that is essential to preventing child maltreatment and that could make a difference 
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in the well-being of children. This lack of attention may be understandable for developing countries 
that are striving to create a legal framework for implementing the CRC. It is less understandable in the 
advanced democracies, especially in light of the ineffectiveness of current child protection efforts. 

 General Comment No. 13 ( 2011 ) is the Committee on the Rights of the Child’s effort to address 
this problem. GC13 has the ambitious goal of trying to refocus the implementation of Article 19 of 
the CRC (1989) to be more closely aligned with the original intent of the Convention. 

 In explaining the rationale for a general comment on Article 19 (CRC 1989), the Committee on the 
Rights of the Child expressed alarm at the extent and intensity of violence against children. The 
Committee further stressed that “measures to end violence must be massively strengthened and 
expanded in order to effectively put an end to these practices which jeopardize children’s development” 
(GC13 Paragraph 2 2011). To assist governments, the Committee provided very specifi c guidance as to 
how Article 19 (CRC 1989) and its related provisions should be implemented. 

    Positive Right to Protection 

 Fundamental to the CRC is the perspective that children have rights based in their dignity. The rights 
articulated in the CRC require more than simply preventing a child from being harmed. Rather, Article 
19 (CRC, 1989) creates a positive right to protection (Ezer  2004 ). In addition to taking steps to protect 
the physical integrity of children, governments must also protect the psychological integrity of the 
child (GC13 Paragraph 13 2011; Ezer  2004 ). This means providing access to education and opportu-
nities for children to be heard and to participate in decisions affecting them (CRC Article 12 1989). 
GC13 (2011) reminds States Parties that Article 19 (CRC 1989) must be implemented holistically 
based on the Convention’s overall focus on “securing children’s rights to survival, dignity, well-being, 
health, development, participation, and non-discrimination” (Paragraph 11(d)).  

    A Focus on Prevention 

 Central to GC13 is a focus on prevention, which is consistent with the Committee’s emphasis on 
respecting and promoting the human dignity and the physical and psychological integrity of children 
as rights-bearing individuals (GC13 Paragraph 3 2011). The Committee expressed concern about the 
failure of governments to take seriously paragraph 2 of Article 19 (CRC 1989), which requires gov-
ernments to establish measures to provide necessary support to children and their caregivers. In noting 
that prevention is  proactive  (GC13 Paragraph 46), the Committee stressed that child protection strate-
gies must be holistic. Such strategies involve measures that promote public health and safety, reduce 
poverty, improve access to health, housing and other social services, and encourage the development 
of employment and educational opportunities (GC13 Paragraph 43 2011). 

 The Committee further directs governments to strengthen implementation, not only at the national 
level, but at regional and local levels. GC13 (2011) provides the beginnings of a roadmap for strength-
ening protection at the local level – in every community or neighborhood – with the goal of supporting 
children in their own environment (Svevo-Cianci et al.  2011 ). Such an approach is essential to fully 
implementing strategies that will enable children to participate as required by Article 12 of the CRC. 

 The Committee emphasized the importance of involving all sectors of society, including children, 
and provided specifi c guidance to stakeholders, children, families and communities, and professionals 
as to their role in preventing violence (GC13 Paragraph 47 2011). Further, the Committee noted that 
prevention measures include changing attitudes which perpetuate the tolerance and condoning of 
violence and disseminating information regarding the Convention’s holistic and positive approach to 
child protection (GC13 Paragraph 47 2011). 
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 Although implementing community-wide approaches to preventing child maltreatment is undoubt-
edly the most challenging aspect of GC13, models are beginning to emerge to guide such activities 
(see Chap.   17    ,  of this volume). One such model, Strong Communities, is among those that would be 
consistent with a recent global survey on innovation in community-based child protection that was led 
by the Columbia University Care and Protection of Children Learning Network (Wessells  2009 ). 
Wessells identifi ed seven factors that infl uence the effectiveness of a community-based child protec-
tion strategy: (a) community ownership; (b) building on existing community resources, (c) engaging 
local leaders, (d) engaging children, (e) inclusiveness and diversity of participants, (f) resources, and 
(g) linkages to both formal and informal networks.   

    Conclusion 

 Kempe’s hope that the enthusiasm associated with the International Year of the Child would lead to a 
better understanding of how to prevent and treat child abuse and neglect has been realized to some 
extent. Our knowledge and understanding of the causes and correlates of child abuse and neglect is much 
better than in 1979. We also have a better appreciation of the complexity and magnitude of the problem 
and the limits of strategies that have thus far been implemented to address child maltreatment. 

 Although there are obvious limitations to international law in addressing child protection, the body 
of international documents that includes the Universal Declaration on Human Rights (1948) and the 
Convention on the Rights of the Child (1989) provides a framework for achieving Kempe’s objective 
that all children will be safe. The CRC and General Comment 13, in particular, clearly articulate the 
elements for preventing child maltreatment, helping children when abuse or neglect does occur, and 
ultimately creating safer environments. Moreover, the adoption of General Comment 13 (2011) pro-
vides new opportunities to realize the full potential of the CRC in promoting a holistic approach, 
focused on prevention, and rooted at the community level where it can have the greatest impact on the 
well-being of children.      

     Appendix 

    Selected Provisions of Key Human Rights Documents 

  Document    Selected provisions  

  Universal Declaration of Human Rights ,  1948    Art .  25  
   http://www.un.org/en/documents/udhr/

index.shtml     
 (2) Motherhood and childhood are entitled to special care and 

assistance. All children, whether born in or out of wedlock, 
shall enjoy the same social protection 

  International Covenant of Economic ,  Social 
and Cultural Rights ,  1976  

  Art .  10  
 The States Parties to the present Covenant recognize that: 

   http://www2.ohchr.org/english/law/cescr.htm      (3) Special measures of protection and assistance should be taken 
on behalf of all children and young persons without any 
discrimination for reasons of parentage or other conditions. 
Children and young persons should be protected from 
economic and social exploitation. Their employment in work 
harmful to their morals or health or dangerous to life or likely 
to hamper their normal development should be punishable by 
law. States should also set age limits below which the paid 
employment of child labour should be prohibited and 
punishable by law 
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  Document    Selected provisions  

  United Nations Declaration on the Rights 
of the Child ,  1959  

   http://www.un.org/cyberschoolbus/humanrights/
resources/child.asp     

  Art .  2  
 The child shall enjoy special protection, and shall be given 

opportunities and facilities, by law and by other means, to 
enable him to develop physically, mentally, morally, 
spiritually and socially in a healthy and normal manner and in 
conditions of freedom and dignity. In the enactment of laws 
for this purpose, the best interests of the child shall be the 
paramount consideration 

  Art .  9  
 The child shall be protected against all forms of neglect, cruelty 

and exploitation. He shall not be the subject of traffi c, in any 
form 

 The child shall not be admitted to employment before an 
appropriate minimum age; he shall in no case be caused or 
permitted to engage in any occupation or employment which 
would prejudice his health or education, or interfere with his 
physical, mental or moral development 

  Convention on the Rights of the Child ,  1989    Art .  19  
   http://www2.ohchr.org/english/law/crc.htm      (1) States Parties shall take all appropriate legislative, administrative, 

social and educational measures to protect the child from all 
forms of physical or mental violence, injury or abuse, neglect 
or negligent treatment, maltreatment or exploitation, including 
sexual abuse, while in the care of parent(s), legal guardian(s), 
or any other person who has the care of the child 

 (2) Such protective measures should, as appropriate, include 
effective procedures for the establishment of social pro-
grammes to provide necessary support for the child and for 
those who have the care of the child, as well as for other forms 
of prevention and for identifi cation, reporting, referral, 
investigation, treatment, and follow-up of instances of child 
maltreatment described heretofore, and as appropriate, for 
judicial involvement 
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        Child maltreatment is a global problem. Of the greater than two billion children in the world, the 
majority lives in low- and middle-income countries. Half of these children grow up in poverty, two- thirds 
are affected by armed confl ict, and a third is underweight or stunted (UNDP  2009 ; UNICEF  2009 ). 
Abuse and neglect are present throughout the world and there are tremendous gaps in availability of 
child protection services, training programs for persons working in prevention and treatment, and 
legal structures and policies to protect children from abuse and neglect (Engle et al.  2011 ; Walker 
et al.  2011 ). Low human development, measured by poor performance on education, economic, and 
equalities indices characteristic of low-income countries, is associated with more physical discipline 
and verbal abuse according to UNICEF cross-national data (Britto and Ulkuer  2012 ; Lansford and 
Deater-Deckard  2012 ). 

 In addition to universal problems of child physical, emotional, and sexual abuse and neglect, there 
are other risks overrepresented among children in low- and middle-income countries. These risks 
include child marriage, forced conscription into armed groups as child soldiers, child traffi cking for 
labor and sexual exploitation, and ritual practices that may endanger physical and mental health. 
Child marriage affects 60 million girls worldwide (Raj  2010 ). Armed groups from 86 confl icts across 
the world have conscripted greater than 300,000 children as child soldiers (Coalition to Stop the Use 
of Child Soldiers  2004 ). Each year, 1.2 million children are traffi cked for labor including commercial 
sex work (International Labour Organization  2002 ). Between 100 and 140 million girls and women 
have undergone female genital cutting, and three million girls are at risk every year (World Health 
Organization  2008 ). With the majority of the world’s children living in these settings of social insta-
bility and political violence, it is concerning that less than 5 % of published child mental health 
research originates from work in low- and middle-income countries (Patel  2007 ; Patel et al.  2008 ). 

 Addressing the role of culture is vital to bridge the gaps in research, support services, and preven-
tion related to child maltreatment. Too often cross-national comparisons become essentialized as 
cultural, biological, or structural differences. Cultural explanations focus on differences in parenting 
models such as the perceived acceptability of corporal punishment (Gershoff et al.  2010 ). Biological 
models often confl ate genetic differences with racial and ethnic differences (Gravlee and Sweet  2008 ; 
Krieger  2005 ). This has been a problem less frequently in child maltreatment research. However, 
with increasing studies of gene-by-environment interactions there is the possibility that claims could 
be made regarding genetic group differences in maltreatment or sequelae of maltreatment due 
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to differences in prevalence of risk and resilience genetic haplotypes. Structural arguments of 
differences in maltreatment have focused on associations of maltreatment with economic and 
educational conditions (Lansford and Deater-Deckard  2012 ). Neighborhood factors also are crucial to 
risk of child maltreatment (Coulton et al.  2007 ). Krieger and colleagues ( 2005 ) have demonstrated 
that structural factors such as census tract poverty signifi cantly reduces health disparities attributed 
to racial and ethnic differences. However, lack of racial and ethnic differences does not equate 
with lack of cultural infl uences. When controlling for economic factors, symbolic issues related to 
culture may still make important contributions to child development (Panter-Brick et al.  2012 ). 
“…[N]eighborhood activities, city layout, or social hierarchy are themselves shaped by local norms, 
values, and behaviors,” (Hruschka and Hadley  2008  p. 947). Ultimately, the fi eld is challenged by a 
wide range of defi nitions of culture, which variably include both biological and structural factors. 
To prevent child abuse and support survivors of child abuse, models will be needed that incorporate 
facets of all of these domains. 

 In this chapter, the challenges of applying cultural, biological, and structural models to child 
maltreatment are discussed. Opportunities for using combined cultural, biological, and structural 
approaches are explored within a biocultural framework. While there is a history of cultural research 
on child maltreatment (Harkness and Super  1996 ; Korbin  1991 ,  2002 ), this chapter will focus on 
research at the intersection of biological and cultural factors, with an emphasis on conditions in 
low- and middle-income countries. As a prolegomenon toward more biocultural approaches of 
conceptualizing maltreatment in the fi eld of global mental health, the relationship between culture 
and biology is explored from multiple vantages. First, culture moderates the relationship risk of 
maltreatment and biological factors such as sex, disabilities, and medical illness. Examples of cultural 
moderation include high rates of abuse of girls in South Asia and maltreatment related to seizure 
disorders in West Africa. Second, the evidence for biological sequelae of maltreatment is scarce from 
a cross-cultural perspective. Other than studies of Romanian orphans and a limited number of studies 
from East Asia, studies of biological sequelae outside high income countries are signifi cantly lacking. 
Some forms of maltreatment are overrepresented in low- and middle-income countries such as female 
genital cutting, and forced conscription of child soldiers, leading to increased and diverse health 
consequences. Third, the cross-cultural evidence for gene-by-environment interactions is limited by 
variation in prevalence of alleles and exposures. Fourth, structural factors and macro-cultural processes 
underlie most biocultural interactions. In addition to an approach that is biocultural in nature, a dual 
approach to micro- cultural processes (mechanisms underlying specifi c encounters of maltreatment) 
and macro-cultural processes (factors shaping context) is needed. Macro-cultural process should be 
targets of intervention. Before reviewing these pathways of associations among culture, biology, and 
structural factors, it is important to examine how culture can be interpreted in variable ways infl uencing 
research and intervention implementation and design. 

    Cultural and Biocultural Approaches 

    Defi nitions of Culture 

 Defi nitions of culture and ways of measuring and analyzing the role of culture vary tremendously by 
discipline and theoretical approach (Hruschka  2009a ; Hruschka and Hadley  2008 ). Studies of culture 
run the risk of doing harm by reinforcing racial stereotypes rather than unpacking fl uctuating social 
groupings and associated behaviors. Ideally, studies of culture should help to identify sites and avenues 
to intervention rather than stigmatizing specifi c communities, ethnicities, or social classes. There is no 
consensus on the defi nition and operationalization of culture, nor how to best measure and analyze it. 
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For some researchers, culture is a substitute for race or ethnicity. For other individuals invetigators, 
culture refers to ecology. One individual’s defi nition of culture may be closer to another individual’s 
defi nition of social ecology than it is to another’s defi nition of culture. In an attempt to document 
commonality, Hruschka and Hadley fi nd that shared components of culture defi nitions are “values, 
beliefs, knowledge, norms, and practices and the notion that these are shared among a specifi c set of 
people” ( 2008 , p. 947). Beliefs refer to conscious psychological processes. Norms are behaviors 
maintained by social sanctioning and affective responses. Values are valences placed on beliefs, 
knowledge, and norms that lead to engagement in or avoidance of behaviors. 

 Explanatory models are research categories used to group stimuli (such as disease symptoms), 
perceived etiology (such as causes of behavior or illness), and behavioral response (such as help-
seeking for an illness) (Weiss et al.  1992 ). Explanatory models can be grouped into shared systems 
of behavior and beliefs known as ethnotheories. There is a detailed body of research on ethnotheories 
of parenting and child development (Harkness and Super  1996 ; Harkness et al.  2000 ). For example, 
middle-class European-American ethnotheories of parenting have been compared with French, Dutch, 
East African, and Chinese ethnotheories in areas such as sleep training, co-sleeping, napping, etc. 
(Harkness and Super  1994 ; Harkness et al.  2000 ). 

 However, beliefs alone only partially explain variance related to behavior. For example, most 
cross-cultural studies explore caregiver attitudes toward physical punishment in child rearing. 
However, when actual use of physical punishment is recorded, the rates are higher than the level of 
endorsement (Akmatov  2011 ; Casillas  2011 ), thus demonstrating a lack of one-to-one association 
between belief and behavior. This holds true for help-seeking behavior for an illness (Hruschka et al. 
 2008 ; Khoury et al.  2012 ). Often structural constraints such as distance and cost are more relevant 
than beliefs in determining healthcare behavior. In other situations, social association is one of the 
strongest predictors of health factors with limited additional variance explained by beliefs (Edmonds 
et al.  2012 ; Hruschka et al.  2011 ). Korbin ( 2002 ) describes the need to unpack cultural explanations 
related to child abuse because presumptive norms may refl ect neither practices nor guarantee an 
association between belief and behavior. For example, child abuse reporting differences between 
Samoan- Americans and Japanese-Americans were attributed to Samoan values toward physical 
punishment and aggressiveness (Dubanoski and Snyder  1980 ), but multiple types of data were missing 
to make such a conclusion:

  Although it was assumed that the value on physical discipline was causally linked to actual physical discipline 
and abuse, there were no data on the distribution of the value on physical punishment within the Samoan 
(or Japanese) populations studied, and whether or not such values predict which Samoans (or Japanese) will be 
reported for abuse. (Korbin  2002 , p. 640) 

   There is considerable debate regarding the relationship among belief, behavior, and health in stud-
ies of culture (Calvete  2007 ; Griffi th et al.  1990 ; Hruschka  2009b ; Paul  1989 ). Therefore, equating 
beliefs with behavior as the only avenue to study culture and maltreatment is incomplete. To examine 
how beliefs can be used, it is helpful to consider different relationships between beliefs and behavior. 
Framings of beliefs and behavior can be lumped grossly into three groups: causation, justifi cation, and 
confabulation. Causation assumes that beliefs drive behavior. Causation leads to research models in 
which explanatory models are collected to identify motives for behaviors (Mshana et al.  2008 ; van de 
Weg et al.  1998 ). In child maltreatment research, a causation model would assume the “spare the rod, 
spoil the child” is the belief system that drives corporal punishment behavior. 

 Justifi cation and confabulation models assume that relationships between stimuli and behavior are 
not always explicit. Implicit associations are characterized as preconscious reactions, as has been 
demonstrated in examination of gender, racial, and self-appraisal biases with neuropsychological 
implicit association tests or with effects of unconscious cuing on subsequent behaviors (Nock et al. 
 2010 ; Waters et al.  2010 ). While these approaches to unconscious connections between stimuli, 
behavior, and health are evaluated through neuropsychological and social neuroscience research 
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(Griffi th  2010 ), historically, the precedent for acknowledging unconscious associations between 
stimuli and behavior was established through psychoanalytic theory (Butler and Binder  1987 ; Paul 
 1989 ). These implicit associations between stimuli and behavior have been considered justifi cations, 
especially in the area of discrimination and stigma research (Griffi th  2010 ; Olafsdottir and Pescosolido 
 2011 ; Pescosolido et al.  2007 ; Rusch et al.  2009 ). Beliefs are offered to justify behaviors rather 
than the cause of them; in referring to the saying “spare the rod, spoil the child”, Konner points out, 
“…many who have mutilated or killed a child cite discipline as justifi cation” ( 2010 , p. 551). 

 Confabulation, as a third type of association, is used in neuropsychological research where 
individuals are asked to explain motivation for behaviors. Frontal lobe damage and impairment of 
executive functioning, such as in dementia, clinically leads to confabulation that is more apparent than 
daily confabulation which is often taken for granted (Fotopoulou  2010 ; Lorente-Rovira et al.  2011 ). 
In research on culture, justifi cation and confabulation are important when considering customs of a 
group. In Harkness and Super’s model of the developmental niche to analyze child health, they refer 
to customs as “culturally prescribed sequences of behavior so commonly used by members of the 
community, and so thoroughly integrated into the larger culture, that they do not require individual 
rationalization and are not necessarily given conscious thought,” ( 1994 , p. 219). In the process of 
researching connections of belief and behavior, customs may be explained through justifi cation or 
confabulation. However, the boundaries among causation, justifi cation, and confabulation are fl uid in 
cultural transmission. This is especially true for children who experience child maltreatment and try 
to make sense of the experience: causation, justifi cation, and confabulation beliefs are continuously 
in fl ux. Moreover, what is a justifi cation or confabulation for one individual or in one generation 
may lead to causation models in a larger group or in subsequent generations. 

 To further complicate the association of normative beliefs, behavior, and outcomes, questions 
arise if physical discipline in settings where it is normative has a weaker effect of child outcomes. 
In a study of children in China, India, Italy, Kenya, Philippines, and Thailand, there appears to be 
group differences in aggression and anxiety based on child ratings of normativeness of discipline 
types (Gershoff et al.  2010 ). In settings where children rate corporal punishment as normative 
(Kenya and Italy), there are few children who report low levels aggression compared to settings 
where corporal punishment is non-normative (East Asian countries: China, Thailand, and Philippines). 
Aggression levels are high among children who report no personal experience of corporal punishment, 
but who live in a society where it is perceived by children as normative. Conversely, in settings, where 
children identify parental expression of disappointment as normative (India, Italy, and Kenya), 
there are few children with low anxiety compared to settings where disappointment is non-normative 
(China). Children who themselves do not directly experience expressions of parental disappointment 
still report moderate levels of anxiety compared to child who experience no expressions of disappointment 
in societies where it is non- normative. Taken together, this suggests that children’s perceptions of 
their cultural environment beyond their own individual experiences have an association with mental 
health and behavior. Pathways from cultural normative beliefs to behavioral practices to health 
outcomes are not sequential processes. Normative beliefs may be associated with health outcomes 
but only partially be explained by behavioral practices. Furthermore, this study showed that maternal 
expression of disappointment had a greater effect on child anxiety in settings where it was non-
normative. Therefore, in settings where a behavior is considered normative, it may not have the same 
effect on child development. 

 The issue of causation, justifi cation, and confabulation is an important consideration for cross- 
cultural research and intervention, including in the prevention of child abuse and treatment of survi-
vors. Causation framing leads to public health campaigns and clinical interventions where dispensing 
of knowledge is assumed to produce changes in behavior (Panter-Brick et al.  2006 ). However, as 
discussed above, beliefs may not necessarily translate into behavior, and behaviors consistent with 
stated beliefs may have differential impact. 
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 Justifi cation and confabulation models suggest that changing knowledge alone is inadequate for 
behavior change. Increasingly, public health interventions are demonstrating that knowledge change 
alone is insuffi cient. For example, stigma against mental illness is more effectively reduced through 
exposure to individuals with mental illness and their family members than through education about 
biological rather than moral models of mental illness causation (Pescosolido et al.  2010 ). In fact, 
Pescosolido and colleagues found that education in genetic and neurobiological models of mental 
illness can increase stigma against mental illness. Thus, it is likely through changing implicit associa-
tion through exposure to people with mental disorders that behaviors change – not necessarily through 
knowledge change alone. Similarly, in child abuse prevention, home visits by community health 
workers is more effective than campaigns only focused on messages to reduce corporal punishment 
(MacMillan et al.  2009 ). The limitations in proceeding from belief to behavior call for an anthro-
pology that considers behavior to be an over determined phenomena with multiple motive and 
deterrent forces. One avenue to address this is through approaches that address interactions of culture 
and biology against the background of structural political-economic constraints.  

    Biocultural Approaches 

 Biocultural anthropology is a discipline that takes into account biological and structural factors 
as well as variable models of beliefs systems, both implicit and explicit (Armelagos et al.  1992 ; 
Hinton  1999 ; Lende  2005 ). This fi eld relies upon mixed-methods research with an emphasis on the 
interaction of biology and culture (Hruschka et al.  2005a ). Biocultural anthropology often is concerned 
with culture as moderator and biology as mediator. Practitioners also recognize complex interplays 
and argue that the separation of the two is artifi cial for heuristic and measurement purposes, while 
theories must combine them both (Worthman and Costello  2009 ). Biocultural anthropologists have 
examined how culture “gets under the skin” through connections among culture, biology, and behavior 
(Lende  2005 ; Worthman and Brown  2005 ). Biocultural topics include mechanisms of cultural trans-
mission, life history, pathways to health outcomes and health disparities, and political and economic 
infl uences on culture and biology (Goodman and Leatherman  1998 ; Leatherman and Goodman  1997 ; 
Pike et al.  2010 ; Worthman and Kohrt  2005 ). 

 Biocultural approaches combining anthropology, epidemiology, and political economy are ideal to 
improve the study of the underlying pathways of racial and ethnic disparities in population health 
(Hahn  1995 ; McGarvey  2007 ), including maltreatment. Anthropologists’ disciplinary orientation is 
towards examining, challenging, and deepening understanding of how culture bears relevance to 
biological and social processes (Worthman and Kohrt  2005 ). One aspect of biocultural anthropology is 
the attempt to account for both explicit and implicit associations by trying to study actual mechanisms – 
often with biomarker measurement – and by taking into account context that affects how stimuli is 
perceived and responded to (Worthman  2009 ; Worthman and Costello  2009 ). For example, political 
and economic constraints, the physical and symbolic environment, and especially the social environ-
ment frame what and how stimuli are perceived and the possible world of behavioral responses. 

 Biocultural approaches attempt to examine how ecological factors infl uence norms, values, and 
behaviors, and how norms, values, and behaviors shape ecological factors. One way to categorize 
these two approaches delineates  micro - cultural processes , referring to practices that happen within 
specifi c ecological constraints, from  macro - cultural processes , referring to how culture shapes 
ecological constraints through politics, economics, the physical built environment, and the symbolic 
environment through media, art, literature. Biocultural approaches examine risk factors in context of 
the political-economic, social, built, and symbolic environment to elucidate broader structural changes 
as targets for interventions.   
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    Biological Factors in Culture and Child Maltreatment 

    Sex and Maltreatment 

 Biological factors including sex, medical illnesses, disabilities, and some behaviors have been documented 
to show greater risk for abuse in cross-cultural settings (Walker et al.  2007 ). Sex of a child is a salient 
biological marker that carries different degrees of risk across cultures and context (Harkness 
and Super  1994 ). Biological sex through cultural constructs of gender triggers expectations about 
appropriate and inappropriate behavior. Higher rates of malnutrition, reduced access to health care, 
and excess mortality rates for infant girls relative to boys have been documented in South Asia 
(D’Souza and Chen  1980 ; Das Gupta  1987 ; Super  1984 ). This is mediated by longer delays in seeking 
medical attention for girls compared to boys (Chen  1988 ; Simkhada et al.  2006 ; Singh et al.  2012 ). 
This has been tied to cultural models of gender related to economics (Raj  2010 ). In the 1980s, cultural 
preferences related to child gender became strikingly evident with the increased use of prenatal imaging 
to determine biological sex:

  In one of the fi rst hospitals to offer low-cost tests, a study by a Bombay women’s organization between 1979 and 
1982 found that of 8,000 women who came from all over India, 7,999 wanted an abortion if the test revealed 
a female child. Many advertisements set the costs of the sex texts and abortions against the future costs of a 
daughter, including that of her dowry, with slogans such as “better 500 rupees now than 10,000 rupees later on.” 
(Croll  2000 , p. 95) 

   Health differences persist throughout life with female members of households having less access 
to protein and sources of micronutrients, thus being at greater risk for malnutrition and micronutrient 
defi ciency (Kohrt et al.  2005a ).  

    Disabilities, Epilepsy, and Neglect in Low-Income Countries 

 In low- and middle-income countries, 23 % of children have or are at risk for disabilities, and children 
with disabilities are at greater risk of maltreatment (Walker et al.  2011 ). Untreated or incompletely 
treated medical conditions can be perceived as life-long disabilities in some settings. In Turkey, 
medical neglect of children with diseases and disabilities has been attributed to “cultural fatalistic 
beliefs” about health outcomes and reasons for children’s illness (Ertem et al.  2002 ). In many parts of 
the world, disabilities and serious illnesses among children are viewed as moral or religious violations 
by parents and other ancestors, especially infractions by mothers. In some parts of South Asia, this 
is encapsulated by beliefs of  karma  in which a child with a deformity or disability is due to the 
mother’s lack of piety or bad deeds in this or prior lives (Bennett  1983 ; Kohrt and Hruschka  2010 ). 

 Epilepsy and other histories of seizures can be a major biological risk-factor for abuse. In India, 
having a child with epilepsy is associated with greater caregiver stress and depression, as well as 
reduced access to school and health services, partially due to restrictions parents placed on children 
with epilepsy for perceived protection (Pal et al.  2002 ). In low- and middle-income countries with 
limited medical care and child protection resources, seizure disorders can increase risk of gross pro-
longed deprivation. A case report from rural Thailand describes a 3½ year-old girl who was bitten by 
a puppy (Bartlet and Limsila  1992 ). The girl was caged because of fear that she had contracted rabies. 
There was a history of rabies with subsequent child deaths in other villages in the area. The child did 
not display signs of rabies, but after prolonged deprivation she did develop seizures, lost fi ne motor 
control, and was incontinent of urine and feces. She was kept continuously in a bamboo cage for 
6 years. Eventually, a missionary nun brought her to a psychiatric facility in Bangkok where she was 
treated for 4 years. By the age of 13 years old she had the cognitive function of a 7 year old. 
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 In rural Liberia, children with seizures may be locked in “stick-cuffs”, a heavy tree branch that 
locks onto one foot to prevent ambulation. When asked why this behavior is used, family members 
explain that if children wandered they could have a “spell” (seizure) and fall into a fi re or river and 
hurt themselves (Kohrt and Swaray  2011 ). Moreover, “spells” are considered to be contagious if one 
comes into contact with the saliva of a person having a seizure. Therefore, the stick-cuffs are seen as 
keeping children safe and protecting others from contagion. Many health professionals (e.g. 44 % of 
nurses) also endorse the potential for “spell” transmission from one person to another saliva (Medicins 
du Monde  2010 ). While contagion beliefs of the public and health workers could be dismissed as 
ignorance, Liberia also has had outbreaks of rabies resulting in fatalities (Monson  1985 ). Cultural 
knowledge related to rabies may have contributed to these beliefs of an association between seizures 
and saliva transmission. The practice of stick-cuffs raises risks of foot wounds including osteomyeli-
tis, sepsis, and death. The stick-cuffs are only one form of maltreatment for children who suffer from 
seizures. They may also be prevented from visiting health facilities and excluded from schools. In a 
recent draft of the Liberia National Education Plan, proposed language stated that “children with 
epilepsy could be restricted from school for their own benefi t,” (Kohrt and Swaray  2011 ). Stick cuffs 
and other forms of maltreatment as behavioral control are not uncommon for mental retardation, 
other developmental disorders, and psychotic disorders for children and adolescents in low- and 
middle- income countries. 

 Child maltreatment due to biological stimuli, such as seizures, in cross-cultural context raises 
questions for the best approaches to preventing such forms of neglect and abuse. From a ‘causation’ 
belief-based model, public messaging that epilepsy is not contagious is one form knowledge change. 
One campaign used slogans such as, “Spell is not catching. It is a one-person sickness. Help people 
with epilepsy,” (Kohrt and Swaray  2011 ). However, in an analysis after 6 months of such messaging, 
there appeared to be no changes in behavior among health professionals or the general public. Other 
avenues to consider from a biocultural perspective are reduction of biological cues, such as through 
treatment. Medication use can lead to models that seizure disorders can be treated. Moreover, medica-
tion use can lead to more independent activity to reduce the safety concerns. Ultimately, through 
increased exposure to children receiving treatment for epilepsy, ideas of contagion may also abate. 
Policy changes to make anti-epileptic medication available throughout the country may be more 
impactful than messaging alone with regards to reducing maltreatment of children with seizures.  

    HIV, Malnutrition, and Other Biological Risk Factors 

 Maltreatment is a concern for children with HIV in low- and middle- income countries. Stigma has a 
direct impact on how HIV-positive children are treated in developing countries. In research with insti-
tutional and community caregivers of orphans and abandoned children in Cambodia, Ethiopia, India, 
Kenya, and Tanzania, caregivers carried signifi cant HIV-related stigma toward the children in their 
care (Messer et al.  2010 ). Qualitative data from Zambia suggests that HIV-affected children are at 
high risk of defi lement and domestic violence (Murray et al.  2006 ). Medical neglect also has been 
documented in Burkina Faso: mothers with HIV-positive children felt they had to conceal the problem 
due to community stigma and were confl icted about seeking care (Hejoaka  2009 ). In rural Lesotho, 
HIV-positive mothers feared revelation of their status, thus hampering drug treatment through a 
community outreach program and raising the risk of passing HIV to their nursing infants (Towle and 
Lende  2008 ). 

 Malnutrition and micronutrient defi ciencies are both a result of and trigger for maltreatment of 
children in low- and middle-income countries. In 2005, stunting (height for age less than two standard 
deviations below normative values) still affected 30 % of children, and wasting (weight for age < two 
standard deviations below median) affected 20 % (Worthman  2011 ). The majority of these defi ciencies 
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was in low- and middle-income countries. Malnutrition, iodine defi ciency, as well as intrauterine 
health factors, all increase risk for developmental and cognitive defi ciencies, which increase risk of 
maltreatment (Walker et al.  2011 ; Worthman and Brown  2005 ). 

 Another framework to consider is the impact of the developing child on the caregiver and his/her 
social environment (Bronfenbrenner  1979 ,  1994 ; Cicchetti and Lynch  1993 ; Cicchetti et al.  2000 ). 
Children with aggressive behavior are in transaction with their social world thus, in part, conditioning 
caregiver responses. In some settings, children with certain genetic or early-determined biological and 
behavioral profi les may elicit an array of possible responses, which could include negative or abusive 
interactions. While this in no way implies that children dictate caregiver behavior, a transactional 
approach to understanding interactions helps identify how certain child characteristics may place 
them at greater risk for abuse (Cicchetti et al.  2000 ). In Mongolia, boys with oppositional defi ant 
disorder (ODD) were more likely to have caregivers who endorsed physical punishment (Kohrt et al. 
 2004 ). However, in the cross-sectional study it was not possible to differentiate between physical 
discipline being a risk factor for ODD, or if parents of boys with ODD were more likely to endorse 
physical punishment in reaction to the disruptive behavior. 

 One last area at the intersection of biological cues and child maltreatment comes from socio-
biolology research, most notably the work of Daly and Wilson ( 1988 ). According to sociobiological 
perspectives, non-biological children are at greater risk of maltreatment than biological children. 
With demographic data from high-income countries, this is generally consistent with patterns of child 
maltreatment: non-biological children suffer greater rates of abuse (Daly and Wilson  1988 ).   

    Biological Sequelae of Child Maltreatment in Cross-Cultural Context 

 Child maltreatment contributes to a range of biological sequelae including alterations in hypothalamic 
pituitary adrenal (HPA) functioning, structural and functional neuroanatomic changes, and many 
physical and mental health disorders (Brown et al.  2006 ; Dong et al.  2004 ; McCrory et al.  2010 ). 
A review of high-income, predominantly English-speaking, countries fi nds prospective studies of 
survivors of child maltreatment show strong associations with obesity, and retrospective studies show 
moderate association with general adult health (Gilbert et al.  2012 ). Biological impacts of child 
maltreatment may also infl uence intergenerational transmission of child maltreatment (Caspi et al.  2002 ), 
as has been demonstrated in animal models (Barr et al.  2004 ; Boyce et al.  1995 ; Francis et al.  2002 ; 
Liu et al.  1997 ). To what do degree is this observed in other cultural settings, i.e. are there universal 
biological responses to child abuse? Understanding health sequelae and potential biological medi-
ators are important to help design appropriate interventions for mental health physical health 
consequences. 

    Hypothalamic Pituitary Adrenal Activity 

 Alterations of the HPA axis commonly have been investigated as potential sequelae of child maltreat-
ment and a mediator of other future physical, mental, and behavioral problems. Pathways from child 
maltreatment to adverse neurostructural and neurophysiological outcomes in children highlight the 
role of early exposure to glucocorticoids on brain development (Carrion et al.  2001 ,  2007 ; Resnick 
et al.  1995 ; Teicher  2002 ; Teicher et al.  2002 ,  2003 ; Watts-English et al.  2006 ). McGowan and 
colleagues ( 2009 ) have demonstrated how early abuse alters glucocorticoid receptor activity in adults. 
However, studies have demonstrated a varying and at times confl icting associations between cortisol 
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and histories of maltreatment. Number of collections, type of collection, analytic strategy, and 
controlling for known covariates in HPA activity contribute to variation in outcomes between cortisol 
and behavioral and psychiatric phenotypes (Hruschka et al.  2005b ; Sapolsky et al.  2000 ). 

 Studies have shown hypocortisolism related to childhood maltreatment (Gunnar and Donzella 
 2002 ; Gunnar and Vazquez  2001 ; Shea et al.  2007 ; Yehuda et al.  2001 ). Among 101 African American 
adolescents, higher exposure to peer violence was associated with lower basal cortisol, and witnessed 
violence associated with fl atter awakening response (Kliewer  2006 ). Other studies identifi ed similar 
inverse associations between violence exposure and cortisol levels (Cooley-Quille et al.  2001 ; 
Cooley- Quille and Lorion  1999 ). Children in foster care, a high-risk group, more frequently displayed 
hypocortisolism compared with children living with their biological family (Dozier et al.  2006 ). 
Neglect was associated with low cortisol among adult women (Power et al.  2012 ). However, other 
studies have found positive associations between cortisol levels and stress exposure (Schreier and 
Evans  2003 ). In one review, inverse fi ndings were reported with elevated cortisol among abused 
children and low cortisol among adult survivors of child maltreatment (Tarullo and Gunnar  2006 ). 

 Studies of Romanian and Russian formerly institutionalized children have demonstrated major 
lifelong biological, psychiatric, and physical health sequelae (Fries et al.  2008 ; Rutter et al.  2010 ). 
In one study 22 % of Romanian orphans living in Canada six years after adoption exhibited cortisol 
levels averaged over the day that exceeded the means of early-adopted children and Canadian-born 
children (Gunnar et al.  2001 ). In a study of international adoptees who had experienced pre-adoption 
deprivation, the level of pre-adoption deprivation associated with higher morning cortisol levels and a 
larger diurnal cortisol decrease (Kertes et al.  2008 ). 

 There are also associations among maltreatment, cortisol levels, and psychiatric disorders. Among 
maltreated children low cortisol predicts depression (Rogosch et al.  2011 ). Low cortisol and low 
cortisol responses to stress among maltreated children associated with higher rates of aggressive and 
disruptive behaviors (Alink et al.  2012 ; Ouellet-Morin et al.  2011 ). Children with low cortisol and a 
history of maltreatment also demonstrate heightened false recognition memory on neuropsychological 
testing (Cicchetti et al.  2010 ). 

 Cross-cultural research on biological sequelae of child maltreatment is benefi cial to uncover 
whether the consequences are universal, are modifi ed by cultural context, or may be the result of other 
risk factors that often covary with child maltreatment. This will help elucidate keys to prevention of 
maltreatment, treatment of survivors, and interruption of violence cycles across cultural context. 
Cortisol differences may be related to social expectations that could differ among cultures. For example, 
verbalization of thoughts decreased the level of cortisol response among European Americans but not 
among East Asian Americans (Kim  2008 ). Unfortunately, there is a dearth of data from non-Western 
cultural groups and low and middle income countries. 

 On the Caribbean island of Dominica, child development research with longitudinal cortisol 
collection conducted over two decades by Flinn and colleagues is one of the few studies outside of high- 
income settings (Flinn  2009 ; Flinn and England  1997 ; Flinn et al.  2009 ). It also stands out because it 
pays attention to the “causal arrow from culture to biology” (Konner  2010 , p. 542). By collecting 
daily saliva samples alongside household activities, Flinn demonstrated that family disruption such as 
marital confl ict and separation was associated with aberrant cortisol levels. Furthermore, through 
long-term monitoring, he found that children with single mothers or stepparents experienced a greater 
burden of physiological stress, often displaying elevated cortisol levels. 

 Studies in Asia have examined differences by institutionalization status and mental health. 
In Mongolia, boys were compared across settings of institutional and home care, with the former 
representing potentially a greater history of early maltreatment (Kohrt et al.  2004 ). Group differences 
between institutionalized and non-institutionalized boys did not account for a signifi cant amount of 
variation. However, caregiver’s endorsement of physical punishment accounted for 9 % of between 
individual variation in cortisol levels not explained by other covariates, with boys of caregivers who 
endorsed physical punishment displaying hypocortisolism (Kohrt et al.  2005b ). Oppositional defi ant 
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disorder (ODD) accounted for 17 % of between-individual variation in cortisol levels not explained 
by other covariates: boys with ODD displayed hypocortisolism. There was substantial covariance of 
parental attitudes toward physical punishment and ODD. The association of hypocortisolism with 
disruptive behavior also has been seen in East Asian populations (Kaneko et al.  1993 ; Yang et al.  2007 ). 
In Japan, the majority of children with attention defi cit hyperactivity disorder (ADHD) displayed 
atypical diurnal rhythms (Kaneko et al.  1993 ). 

 In Nepal, researchers compared institutionalized boys with boys from middle- and upper-class 
families at boarding schools (Hruschka et al.  2005b ; Kohrt, et al.  2005b ). Maltreatment histories were 
not available; residing in the institution was considered a proxy for greater abuse or neglect history. 
Group differences between institutionalized and boarder boys accounted for 14 % of between- 
individual variation in cortisol levels, with institutionalized boys displaying hypocortisolism. Boys 
with oppositional defi ant disorder displayed a non-signifi cant trend toward hypocortisolism. 
Aggression accounted for 11 % of between individual variation in cortisol levels, with aggressive 
boys displaying hypocortisolism (Hruschka et al.  2005b ). 

 Comparisons also have been made on the association of homelessness with HPA functioning. 
In Nepal boys were recruited from four settings: urban homeless, urban squatter, urban school- 
attending, and rural village (Worthman and Panter-Brick  2008 ). Village boys displayed the highest 
allostatic load and lowest residual cortisol. Given expected associations between hypocortisolism and 
high risk environment, the research showed unexpected fi ndings with greater biological vulnerability 
among village boys living with their families compared to urban homeless and squatter boys. Stunting 
and pathogen burden also were greatest among village boys. In-depth ethnographic work showed that 
homelessness was best understood as a “career” move away from life in villages or squatter settle-
ments to escape material poverty and the family stressors poverty engenders (Baker and Panter-Brick 
 2000 ). The study did not include information on history of maltreatment but raises questions about 
which risk factors translate into alterations in HPA axis and how one defi nes a “healthy” environment 
of child development.  

    Neuroimaging and Neuropsychological Functioning 

 Neuroimaging studies and neuropsychological testing have revealed associations with exposure to 
child maltreatment, such as structural differences in the corpus callosum and functioning differences 
in the prefrontal cortex (Gould et al.  2012 ; McCrory et al.  2010 ; Spann et al.  2012 ). Regarding cross- 
cultural replication, studies in high and middle income countries in East Asia also have found differ-
ences in survivors of maltreatment. In Japan, differences in structural ratios for the posterior midbody 
of the corpus callosum were found when comparing survivors of maltreatment with non-abused con-
trols; however, all survivors of maltreatment were also diagnosed with PTSD (Kitayama et al.  2007 ). 
History of parental verbal abuse was associated with alterations in the left superior temporal gyrus in 
another Japanese study (Tomoda et al.  2011 ). In China, female victims of child abuse demonstrated 
decreased neuropeptide Y compared with non-abused controls (Huang et al.  2005 ). In this Chinese 
sample, survivors of child abuse also demonstrated impairments on multiple neuropsychological tests. 
In South Africa, when women with HIV were compared with women who survived child abuse, the 
child abuse survivors displayed verbal learning delays (Spies et al.  2012 ). In a neuroimaging study 
comparing 14 Romanian adoptee adolescents and 11 non-adopted British adolescents, the Romanian 
adoptees had signifi cantly lower volumes of white and grey matter and greater amygdala volume, 
especially on the right (Mehta et al.  2009 ). The duration of time in institutions was correlated nega-
tively with left amygdala volume among the Romanian adoptees. More research is needed to evaluate 
cross-cultural prevalence of neuroanatomical, neurofunctional, and neuropsychological defi cits and 
the impact of cultural context.  
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    Health Consequences of Other Cultural Practices 

 Child marriage, defi ned as marriage before the age of 18 years, is a major human rights issue. UNICEF 
and other groups have pursued campaigns for the eradication of child marriage. Campaigns against 
child marriage are grounded in moral models based on cultural defi nitions of childhood, transition to 
adulthood, and defi nitions of what is and who can provide consent. From a biocultural perspective, 
researchers have investigated if child marriage produces negative health consequences. Child mar-
riage is associated with higher levels of infant mortality, maternal mortality, HIV and other STDs, and 
mental illness and suicidality (Raj  2010 ); compared to the children of women who marry at 20 years 
or older, the children of girls who marry below the age of 14 years have six times greater odds of 
neonatal mortality, fi ve times greater odd of post-neonatal infant mortality, and 85 times greater odd 
of child mortality before the age of fi ve. Girls who marry before 14 years of age also have fi ve times 
greater risk of experiencing spousal violence and three time greater risk of a spouse being greater than 
10 years older, compared with women who marry at 20 years of age or older. Moreover, girl marriage 
is also associated with daughters born of teenage girls at greater risk of harmful gender beliefs; for 
example, girls who marry before 14 years of age are three times more likely to display a preference 
for sons over daughters, compared to women who marry after 20 years of age. Thus, the cycle of 
maltreatment risk is perpetuated. 

 Another cross-cultural issue that raises concerns of child maltreatment is procedures referred to as 
female genital mutilation, female genital cutting, and female circumcision. In Egypt, women who 
underwent these genital procedures reported emotional trauma (94.9 %), hemorrhage (33.3 %), 
dysuria (7.7 %), and sexual problems (72.7 %) (Zayed and Ali  2012 ). There is less information on 
cross- cultural differences in male ritual practices and long-term health outcomes. Male initiation 
ceremonies in Papua New Guinea and other areas of Melanesia involve anal intercourse and felatio 
between adolescent boys and adult males in the community (Herdt  1984 ). Within this cultural context, 
there is a lack of evidence that this has the same health and psychological consequences as in cases of 
adolescent sexual abuse in Western cultural settings. 

 In addition to child marriage and female genital cutting, another form of child maltreatment is 
forced conscription into armed groups. There is a dearth of studies investigating biomarkers in former 
child soldiers. However, there is a growing body of literature on the mental health consequences of 
children associated with armed groups (Betancourt et al.  2013 ). Unfortunately, variations in preva-
lence rates of mental health problems are infl uenced by irregularity in methodology, sampling, and 
instrumentation. Even within similarly-designed studies there was notable heterogeneity in PTSD rates. 
For example, in studies of formerly abducted youth conducted in rehabilitation centers in northern 
Uganda, documented PTSD rates ranged from 97 % in a study of 301 youth that used a non- validated 
Western psychiatric scale (Amone-P’Olak  2005 ; Amone P’Olak et al.  2007 ; Derluyn et al.  2004 ) to 
27 % in a study of 82 youth evaluated using a clinical interview (Okello et al.  2007 ). In three of fi ve 
studies with comparison groups, PTSD prevalence was greater among former child soldiers compared 
with never-conscripted children (Kohrt et al.  2008 ; MacMullin and Loughry  2004 ; Okello et al.  2007 ). 
In Nepal, this distinction was maintained even after controlling for exposure to violence (Kohrt et al. 
 2008 ). By contrast, studies from northern Uganda (Blattman and Annan  2010 ) found little difference 
in psychosocial distress levels between former child soldiers and comparison groups. 

 Female gender was a predictor of poorer mental health in studies in Sierra Leone (Betancourt et al. 
 2011 ) and Nepal (Kohrt et al.  2008 ). In the Sierra Leone research, more females scored within the 
clinical range for anxiety (80 % of girls vs. 52 % of boys) as well as depression (72 % of girls vs. 55 % 
of boys). When controlling for war exposures, female gender was signifi cantly associated with lower 
levels of confi dence and prosocial behaviors over time (Betancourt et al.  2010 ,  2011 ). In the Nepal 
sample, there was a signifi cant interaction between gender and child soldier status: girl soldiers 
had six times greater odds of having PTSD compared to never-conscripted girls, whereas boy soldiers 
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had nearly three times greater odds of having PTSD compared with never-conscripted boys 
(Kohrt et al.  2008 ). Of note, only one study to date examined experiences of child abuse prior to 
conscription into an armed group (Kohrt et al.  2010a ). In that study, childhood physical abuse had 
the strongest effect size for depression among former child soldiers. However, physical abuse was 
not associated with PTSD and function impairment, which were better explained by exposures such 
as torture and bombings.   

    Gene by Environment Interactions in Global Mental Health 

 Gene-by-environment (GxE) studies have received attention from the psychiatry community as a way 
to understand mental health risk factors. The growing literature on GxE in mental illness suggests that 
genetic polymorphisms may associate with greater vulnerability or resilience in the context of early 
childhood trauma (Binder et al.  2008 ; Bradley et al.  2008 ; Caspi et al.  2002 ; Weder et al.  2009 ). 
However, a meta-analysis failed to support these fi ndings regarding stressful life events (Risch et al. 
 2009 ), and some studies of childhood trauma have yielded little or no genetic effects (Lasky-Su et al. 
 2005 ). The variation and lack of consistency among fi ndings suggests possible variation in culture and 
context with regard to how “early stress” is defi ned and measures. Increasing studies in non-Western 
cultural settings will help to evaluate the role of maltreatment on genetic vulnerability for psychiatric 
disorders. Below the studies related to serotonin transporters and HPA-pathway receptors are discussed 
with a cross-cultural critique. 

    Serotonin Transporter Linked Polymorphic Region (5-HTTTLPR) 

 In the fi eld of child maltreatment and mental health, there has been considerable interest in the 
serotonin transporter linked polymorphic region (5-HTTTLPR). Individuals with the low-expressing 
short (s) allele have shown greater risk for depression when exposed to stressors when compared with 
individuals expressing long (l) alleles who are exposed to stressors (Caspi et al.  2003 ). In a review by 
Caspi and colleagues ( 2010 ), 44 studies of GxE interaction for 5-HTTLRP were identifi ed, nine of 
these studies examined the childhood maltreatment as the environmental stressor. One of the 
studies compared English and Romanian orphans to examine the effect of institutional deprivation 
(Kumsta et al.  2010 ). Carriers of short alleles who experienced severe institutional deprivation showed 
the highest emotional problem scores, while long allele homozygotes in the severe institutional 
deprivation group showed the lowest overall levels. 

 Of the 44 studies in the review, 89 % had been in conducted in high-income countries in Europe or 
English speaking high-income countries such as United States, Australia, and New Zealand. The only 
other countries including populations not of European descent were Japan (one study), Korea (two 
studies), China (one study), and Taiwan (one study). However, none of the studies of child maltreat-
ment as the environmental stressor were conducted with populations of non-European descent. 
Of note, while the Asian studies in Caspi and colleagues review represented only 11 % of studies 
reviewed, they represented 33 % of associations in the opposite direction of the commonly reported 
pattern in the literature, i.e. the long allele posed greater risk than the short allele (Zhang et al.  2009 ). 
This raises questions about whether risk and resilience alleles may operate differently across cultural 
settings. 

 Kim and colleagues ( 2010 ) investigated a three-way interaction of culture (defi ned in this case 
as ethnicity), oxytocin polymorphisms, and emotional distress as predictors of support seeking. 
They found a genotype in a European American sample that predicted level of support seeking when 
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experiencing distress. However, the same genotype was not associated with support seeking distress 
in the Korean sample. A sample of Korean Americans had an intermediate outcome with a trend 
toward support seeking associated with the investigated genotype. Kim and colleagues suggest that 
the oxytocin genotype refl ects sensitivity to the environment such that those carrying the target 
genotype will be more likely to follow culturally normative behavior when exposed to distress. Of note, 
the allele frequency of the target oxytocin genotype was signifi cantly different in Korean and European 
descent samples. The work of Kim and colleagues and the reverse fi nding by Zhang and colleagues 
related to 5-HTTPLR in China raise questions about potential cultural, biological, or structural difference 
that can infl uence gene by environment relationships.  

    Corticotrophin Releasing Hormone Receptor (CRHR1) 

 Allele frequency across populations, cultural context, methodological approach, and other factors 
contribute to differences in the effect of genetic polymorphisms on child maltreatment and risk for 
depression. Single nucleotide polymorphisms (SNPs) in corticotrophin releasing hormone receptor 1 
(CRHR1), a gene related to the hypothalamic pituitary adrenal axis, infl uences depression risk in 
adults. In an early study of CRHR1 in a population of highly traumatized African Americans those 
with a protective version of an CRHR1 SNP and a history of childhood maltreatment showed less 
depression than participants with a risk version of the SNP and a history of maltreatment (Bradley 
et al.  2008 ). In a separate population, differences in cortisol levels based on CRHR1 suggested a 
mechanism for this association: early abuse and high internalizing symptoms interacted to predict 
atypical diurnal cortisol regulation (Cicchetti et al.  2011a ). 

 The association between CRHR1, childhood maltreatment, and adult mental health problems, 
however, is not consistent across all populations studied. In the original study conducted in the United 
States, the population was predominantly African Americans and child maltreatment was assessed 
through subjective retrospective recall using the Childhood Trauma Questionnaire (CTQ) (Bradley 
et al.  2008 ). In a replication study conducted in the U.S., the interaction of CRHR1 polymorphisms, 
and child maltreatment was only signifi cant for depression risk among female African Americans, 
but not among male African Americans or European Americans (Kranzler et al.  2011 ). Childhood 
maltreatment was measured in this population using the CTQ as well. In a British sample, CRHR1 
risk polymorphisms were associated with depression using the CTQ to measure maltreatment 
(Polanczyk et al.  2009 ). A comparison sample in New Zealand in the same analysis did not demonstrate 
an association, and abuse was measured through court reports in that sample (Polanczyk et al.  2009 ). 
In Germany, the polymorphism showed an association with physical neglect on depression, but not 
on any other outcomes (Grabe et al.  2010 ). In Japan, the CRHR1 polymorphism showed a direct 
effect on depression (Ishitobi et al.  2012 ). 

 Taken together, the CRHR1 SNP of interest showed an interaction in both female African American 
populations studied. The SNP showed an association in two out of the four European descent 
groups. In the one Asian sample, it was a main effect, not an interaction. From a population 
standpoint, it is important to point out that the frequency of the CRHR1 polymorphism varied signifi -
cantly among groups. In African American groups, the frequency was 8 % in two different populations. 
In European American groups, the frequency ranged from 18 % to 25 %. The British sample was 
19 %. The German sample was 11 % and the New Zealand sample 18 %. In contrast, the Japanese 
sample was 84 %. 

 Exposure to childhood maltreatment in the CRHR1 studies also varied signifi cantly among these 
groups ranging from 8 % in the British sample to 33–39 % in the African American samples. The 
frequency of exposure and frequency of polymorphisms has a large effect on statistical analyses of 
GxE interactions (Caspi et al.  2010 ). Thus, the manner in which maltreatment is measured needs to 
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be comparable across cultures and needs to be salient to experiences within a cultural group, as with 
measures of psychopathology across cultural groups (Kohrt et al.  2011 ). As studies expand to include 
low- and middle-income countries, the validity of existing measures will need to be explored. For 
example, the Childhood Trauma Questionnaire (CTQ) used in three of CRHR1 studies has been 
used in Nepal. Prevalence of maltreatment as measured by the CTQ in Nepal was greater than 80 % 
(Kohrt  2009 ), more than double the highest rates observed in the United States. However, the neglect 
component was the major contributor to this difference. Neglect rates were higher in Nepal because 
of endemic poverty and widespread food insecurity. However, this does not necessarily represent 
parental pathology or mal-intent as it may in some settings. Physical neglect was the main predictor 
in the GxE interaction with CRHR1 in Germany, but would the same interaction be found in Nepal 
where neglect may have different meaning and impact on development. There is currently limited 
support for most GxE interactions related to child maltreatment and mental health outcomes from a 
cross- cultural perspective. More studies are needed to determine if similar patterns emerge.   

    Macro-Cultural Context 

 Micro-cultural context refer to specifi c inter-personal exchanges, but macro-cultural processes refer to 
how the environment is shaped and how the environment constrains the world of possible behavioral 
reactions. Micro-cultural models of parenting are driven by symbolic representations attached to 
the meaning of caregiver responsibilities and the social value of children (Panter-Brick et al.  2012 ). 
These intersect with macro-cultural social policies that institutionalize a narrow range of parenting 
norms and govern resource provision. This may lead to behaviors and actions that place children at 
greater risk. For example, gun ownership increases the risk of suicide and accidental and intentional 
homicide, including among of children (Dahlberg et al.  2004 ; Grossman et al.  1999 ; Kellermann et al. 
 1993 ). However, gun ownership may be valued for other symbolic reasons that pertain to group 
identity despite the risk placed on children. From a societal perspective, programs such as Head Start 
show long-term benefi ts for social capital including educational and economic outcomes (Beeber et al. 
 2007 ; Blair et al.  2005 ; Miller et al.  2006 ; Stormshak et al.  2002 ). However, policy makers may 
choose not to support programs because of confl icts with other belief or value systems. Panter-Brick 
and colleagues point this out in their discussion of confl icts between child health outcomes and 
 symbolic  health, represented by notions of cultural status and identity:

  There exist, throughout the world, striking examples of parental decision making that systematically place children 
in harm’s way—due to poverty forcing the hand of parents, worldviews loading the dice of decision making, and 
social policies changing the landscape of reproductive opportunities. (Panter-Brick et al.  2012 , p. 615) 

   Ultimately, macro-cultural processes lead to wide variation in investment in child welfare both 
within and between countries. 

 In low-income non-Western settings, families are forced to make decision in the context of perva-
sive food insecurity (Panter-Brick et al.  2012 ). In conditions of famine, households often prefer to 
preserve household wealth rather than “waste” money or food sources on further calories or nutrients 
(Baro and Deubel  2006 ). Household wealth may trump the health or nutrition of any one individual. 
Families are often willing to trade off physical health for the monetary health of a household. In Niger 
in the midst of a severe food crisis, the importance of household wealth can even trump cultural values 
of egalitarian support for children (Hampshire et al.  2009 ). In this case, benign neglect led to faltering 
in the growth and health of already vulnerable children. Pervasive poverty can overwhelm even 
cultural values of investment in children. 

 In this section, macro-cultural processes are explored as they shape biological risk factors for child 
maltreatment. Interventions can combat macro-cultural risk factors through both macro-cultural and 
micro-cultural changes. Macro-cultural changes are policy changes, increasing access to healthcare or 
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increasing wealth and resources. Micro-cultural changes are typifi ed by home-visitation programs to 
reduce child maltreatment. Such micro-cultural interventions mitigate the effects of macro-cultural 
systemic risks. Two examples are discussed from the perspective of macro-cultural to micro-cultural 
processes. First, the case of girls in South Asia is discussed in terms of risk factors for medical and 
health neglect, girl marriage, and recruitment as child soldiers. Then, the relationship among poverty 
and disruptive behavioral disorders is discussed. 

    Maltreatment of Girls in South Asia 

 As discussed above, biological sex infl uences type and frequency of abuse and neglect, with variability 
across cultures. In South Asia, girls suffer maltreatment including medical neglect, dietary deprivation 
resulting in malnutrition and micronutrient defi ciency, forced marriage, traffi cking for commercial 
sex work, and exploitation in armed groups as girl soldiers. Individual parental ethnotheories on the 
value of daughters versus sons infl uences these practices, with economic burden of girls cited as 
justifi cation for gender discrimination. What are the macro-cultural processes that create and perpetuate 
the symbolic and structural devaluing of women? 

 In Raj’s ( 2010 ) model of risk for girl child marriage in India, she highlights social vulnerabilities 
(rural poverty, low development, confl ict, and low access to health care), gender inequities pre- 
marriage (lack of girl’s education and job opportunity), dowry bride prices, and arranged marriage 
structure. Girls are seen as a greater fi nancial burden because a girl leaves her parents home to join the 
husband’s family at the time of marriage, and the bride’s family must pay a dowry to the husband’s 
family. Sons are perceived as more benefi cial because they do not leave the household, and they bring 
in extra resources in terms of their bride’s labor and dowry. This model highlights structural issues 
related to economics. 

 The dowry is just one of the gendered economic limitations. For example, only after the Maoist-led 
People’s War in Nepal ended in 2006 were women able to inherit property. Previously, unmarried 
daughters had no right to their father’s property and wealth. The perceived economic burden of girls 
engenders situations where fathers decide to sell their daughters to traffi ckers who sell girls into com-
mercial sex institutions in India. Because of maltreatment in the home, many girls in Nepal perceived 
joining the Maoist Army as a better alternative to village life because of the perception of gender 
equality within the Maoists (Kohrt et al.  2010b ). 

 What are macro-cultural interventions to reduce maltreatment risks to girls? Girls’ education has 
been identifi ed as a key component of improving health outcomes, lowering fertility rates, and post-
poning marriage until adulthood (Kamal  2012 ; Levine et al.  2001 ; Raj et al.  2009 ). Girls married 
before the age of 14 years old are 11 times more likely to have no formal education when compared 
with women who marry at 20 years of age or older (Raj  2010 ). The active ingredient of education for 
women on health and behavioral outcomes may be that schooling affects maternal outlooks and 
fosters skills such as mastery of communications skills needed for navigating health care systems, 
political processes, and other bureaucracies (Levine et al.  2001 ), and possibly communication with 
male partners. Mothers are able to independently bring a child for healthcare if they are literate 
(Levine et al.  2001 ). Therefore, from a macro-social perspective increasing opportunities for girls to 
go to school can reduce various forms of maltreatment. However, one challenge is gendered educa-
tional deprivation in which boys are preferentially sent to school. One avenue to counter this is paying 
families to send their daughters to school. Other approaches focus on attitudinal change and using 
examples of women who were educated and now have employment. 

 The importance of improving access to education in South Asia for girls at a macro-cultural and 
micro-cultural level also was demonstrated in the area of maltreatment through exploitation of girl 
soldiers. Lack of education was a risk factor for joining armed groups. In Nepal greater than half of 
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girl soldiers reported joining the Maoist army voluntarily because their parents did not support them 
going to school. Maoists actively promoted a gender-equal “real-life” education as an alternative to 
gender- biased education in villages. 

 After the war, education was again a focus of former girl soldiers. Girl soldiers resisted participating 
in reintegration rituals, preferring instead to return to school. UNICEF and other organizations have 
advocated for the use of traditional rituals for reintegration of girl soldiers in Africa. In Sierra Leone 
and Uganda, traditional rituals have been documented as a pathway for former soldiers, especially 
girl soldiers, to reenter society. However, girl soldiers in Nepal refused to participate in rituals identi-
fi ed by the community as promoting acceptance (Kohrt  in press ). They explained that the ritual makes 
them more palatable to the community by placing them in a subservient position to men. They saw the 
ritual as symbolic submission to patriarchy (c.f. Bennett  1983 ; Denov  2007 ). The girls instead wanted 
to participate in school and secular activities such as clubs and drama teams. This demonstrates that 
while the community had identifi ed pathways to reintegration that would reduce discrimination, for 
the girl soldiers this came at the cost of their identity as independent women. They stated that they 
would prefer to be mistreated as rebel girls than to be accepted as submissive women. 

 Increased access to education appears to be both an effective macro-cultural agent of improving 
women’s lives as demonstrated by child marriage and reproductive health studies (Levine et al.  2001 ; 
Raj  2010 ) and a preferred route of social improvement as demonstrated by girl soldiers in Nepal 
(Kohrt et al.  2010b ).  

    Global Poverty and Disruptive Behavioral Disorders 

 One of the most salient fi ndings in child maltreatment relates to disruptive behavioral disorders (DBD) 
and poverty. Disruptive behavioral disorders (oppositional defi ant disorder and conduct disorder) are 
strongly associated with experiences of maltreatment (Burke et al.  2002 ; Yeager and Lewis  2000 ). 
The causal pathway is challenging to unpack. DBDs may precipitate increased parental stress and risk 
for maltreatment. Conversely, maltreatment may generate DBDs. 

 Based on cross-national studies, there is an association between parental discipline norms and 
reports of aggression among children (Gershoff et al.  2010 ) and an association between human devel-
opment index (HDI) and types of discipline (Britto and Ulkuer  2012 ; Lansford and Deater-Deckard 
 2012 ). In higher HDI settings, there are higher quality housing and material resources related to child 
development. However, structural versus cultural factors can be extremely diffi cult to parse. All low 
HDI countries were in West Africa and all high HDI countries were in Eastern Europe. In another 
analysis of the same data set, regional differences rather than development index were cited as asso-
ciations with child maltreatment refering to the highest prevalences in African countries (Akmatov 
 2011 ). The covariance of region, education, literacy, poverty, and putative cultural groups makes it 
diffi cult to separate customs and belief systems from structural constraints. Interventions are key to 
see if changing factors such as education or income produces changes in behavior within a specifi c 
region, or within country studies about education and income in relation to child maltreatment. 

 From a natural experiment that grew out of a longitudinal study in the U.S., one aspect of the relation-
ship among poverty, maltreatment, and DBDs can be addressed: if poverty is reduced does this change 
rates of disruptive behavioral disorders? Or, do customs and norms perpetuate risk factors for DBDs 
even in improved economic circumstances? In the natural experiment, the Great Smoky Mountain 
Study followed Cherokee Indian and European-American children from youth into adulthood. During 
the study, a casino opened on Cherokee reservation land. This led to income supplements for many 
Cherokee families. As a result of the income supplements, a number of families were no longer living 
below the poverty level. The income supplements were associated with reduced rates of DBDs 
(Costello et al.  2010 ). Family income supplements did not affect depression or anxiety in children. 
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 The impact of income supplements on behavioral disorders appears to be mediated partially by 
increased time spent with children after the income supplements because parents did not need to 
pursue multiple jobs to fi nancially support the family (Costello et al.  2010 ). Although data were not 
available on abuse, this also raises questions if there were less neglect or abuse exposures as a result 
of the income supplements given that abuse and neglect are associated strongly with behavioral 
disorders in children. Importantly, the change came about without a specifi c parenting intervention 
focusing on practices or beliefs: it was through increased opportunity for parent–child interactions. 
In combination, educating parents through micro-cultural interventions of in-home teaching of 
parenting strategies reduces abusive behavior at the household level (Daro and Harding  1999 ; 
Engle et al.  2011 ; MacMillan et al.  2009 ) while macro-cultural interventions to reduce poverty may 
strongly contribute to reducing DBDs at a population level (Britto and Ulkuer  2012 ; Casillas  2011 ). 

 A further question is whether a reduction in maltreatment is associated with reduced biological risk 
profi les for DBDs. Do macro-cultural or micro-cultural interventions affect biological mediators? 
One intervention study from the United States demonstrated that maltreated children participating in 
an intervention did not show lowering of cortisol over time whereas a comparison group of maltreated 
children showed a decline in cortisol over time (Cicchetti et al.  2011b ). This intervention suggests that 
a change in environment can prevent the hypocortisolism associated with adult physical and mental 
health sequelae. The study raises questions about cross-cultural variation in HPA sequelae of child 
maltreatment. Because social ecology varies tremendously, one could imagine sociocultural context 
where resilience structures are in place to prevent hypocortisolism in the face of early maltreatment, 
while in other settings those structures are not naturally occurring and need to be developed in the 
form of culturally-compelling interventions.   

    Conclusion 

 Addressing child maltreatment globally is challenging because of the interwoven factors of culture, 
biology, and structural factors. These processes are not exclusive, but rather interact to produce 
patterns of risk and resilience. Biocultural approaches are one avenue to address how biological 
factors are moderated by culture, how cultural processes produce differential biological outcomes, 
and ultimately how culture determines biological niches and constrains behavioral potentials. Culture 
is best operationalized when both macro-cultural and micro-cultural processes are addressed, with the 
former referring to political, economic, and symbolic infl uences whereas micro-cultural processes 
refer to how norms, values, and preferences are translated into specifi c behaviors. Future research 
will require interdisciplinary methods that evaluate biomarkers, parental ethnotheories, and political- 
economic constraints on lived ecologies. 

 It is the responsibility of researchers, clinicians, policy makers, and funders of social programs to 
identify the key elements of protective environments of children. It is also crucial to observe how 
children and adolescents navigate their social ecologies and constraints. Throughout this chapter, 
child maltreatment has been described through the lens of researchers, interventionists, and policy 
makers. The voice of children and their preferences also need to be taken into account, even in a 
macro-cultural framework. Observations of how children and adolescents weigh risks and benefi ts 
on micro-cultural transactions may shed light on key elements for successful macro-cultural risk 
reduction. In Nepal, former girl soldiers prioritized internal models of gender equality over partici-
pating in community reintegration rituals, which were expected to reduce maltreatment but came at 
the cost of models of equality. Ultimately, girls in South Asia and children throughout the world 
should not need to choose between personal models of equality and reducing risk of community 
maltreatment. Biocultural models and keen attention to the lived experience of children are tools to 
build that world.     
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