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Abstract
Purpose of Review This review focuses on one state’s multi-
disciplinary legislative efforts to decrease the incidence of
child maltreatment, including fatalities and near-fatalities.
Such efforts have encompassed primary and secondary pre-
vention modalities, including early support to parents, train-
ing, and education about recognition and reporting of child
maltreatment for professionals who interact with children, re-
view of all child deaths, and multidisciplinary in-depth case
review of the most serious child maltreatment cases.
Recent Findings Although reliable trends can be difficult to
determine based upon the complexity of the problem and
multiple confounding variables, there are a number of

indicators that suggest these cumulative efforts are beginning
to have a favorable impact on the most serious child maltreat-
ment cases, although heightened awareness has likely contrib-
uted to an increase in the total number of reported cases.
Summary Multidisciplinary collaborative efforts including
governmental, academic, and non-profit entities may affect
meaningful change in legislation and other interventions to
decrease the incidence of the most serious cases of child
maltreatment.
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Introduction

The Centers for Disease Control and Prevention (CDC) define
child maltreatment as “any act or series of acts of commission
or omission by a parent or other caregiver (e.g., clergy, coach,
and teacher) that results in harm, potential for harm, or threat
of harm to a child” [1]. Although the definition of child mal-
treatment varies to some degree by the agency that is reporting
it, each state has definitions of child maltreatment within its
civil and criminal statutes. Most states recognize four types of
child maltreatment: neglect, physical abuse (also known as
non-accidental trauma), sexual abuse, and emotional injury.
Recently, Kentucky has codified the recognition that the com-
mercial sexual exploitation of children (also known as human
trafficking) is a fifth form of abuse that mandates reporting as
well as services for victims, rather than criminalization of the
unlawful sexual transactions [2]. Federal legislation provides
guidance to states by identifying a minimum set of acts or
behaviors that define child maltreatment. The Child Abuse
Prevention and Treatment Act (CAPTA), (42 U.S.C. 5101),
as amended by the CAPTA Reauthorization Act of 2010 (P.L.
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111–320), defines child abuse and neglect as: “At a minimum,
any recent act or failure to act on the part of a parent or care-
taker 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” [3]. Under
this definition, a “child” is any person who is younger than
18 years of age and not an emancipated minor.

The factors that contribute to child maltreatment are multi-
dimensional and incompletely understood. Multiple disci-
plines have contributed to our current understanding, includ-
ing criminal justice, social work, psychology, medicine, and
public health/epidemiology. Characteristics of the parent/care-
giver, the child victim, the family dynamic, and community
and environment all play important roles in determining risk.
When considering risk, it is critical to understand that child
maltreatment spans all cultural, socioeconomic, and geo-
graphical categories [4]. Table 1 lists some of the well-
established risk factors for maltreatment. While victims usu-
ally come from families with a combination of risk factors,
there is no single factor that predicts child maltreatment.
While the majority of abusers are male, both men and women
can commit child maltreatment. Someone known and trusted
by the child’s family is usually the abuser.

Scope of the Problem

Child maltreatment is a significant cause of morbidity and
mortality in the pediatric population. The incidence of child
abuse and neglect has been extensively studied and is reported
annually by the United States Department of Health and
Human Services. In federal fiscal year 2014, there were a
nationally estimated 702,000 victims of child abuse and ne-
glect, resulting in a rate of 9.4 victims per 1000 American
children [5]. The effects of child maltreatment are serious,
and a child fatality is the most tragic consequence. During
2014, a nationally estimated 1580 children died from abuse
and neglect at a rate of 2.13 deaths per 100,000 children in the
population [5]. Abusive head trauma is the most common
cause of brain injury death in infants under 1 year of age [6].
Pediatric abusive head trauma (formerly known as shaken ba-
by syndrome) is defined as an injury to the skull or intracranial
contents of an infant or young child (<5 years of age) due to
inflicted blunt impact and/or violent shaking [7]. In addition to
the direct harm to children, their families, and their communi-
ties, there is also a staggering financial cost. A CDC report
estimated that the total lifetime economic burden resulting
from 1 year of new cases of fatal and non-fatal child maltreat-
ment in the USA is approximately $124 billion (i.e., 1 year’s
worth of new cases, spread out over the lifetimes of the chil-
dren, and including not only medical bills, but lost productiv-
ity, mental health, crime, and other consequences) [8].

Child maltreatment is a significant problem in Kentucky.
Our state consistently ranks among the nation’s highest in
terms of rates of victimization and mortality. In 2007,
Kentucky had the highest rate of child deaths from abuse
and neglect in the USA [9, 10]. This disturbing fact precipi-
tated a statewide call to action. Since 2007, there has been
some variability but an overall reduction in the number of
fatalities in Kentucky, although the change is not yet statisti-
cally significant. In 2014, our official fatality rate dropped
below the national average; however, the incidence of child
maltreatment continued to be among the highest in the country
(Fig. 1). The fatality rate rose slightly in 2015, and both state
reports and media accounts reflected growing concern regard-
ing an increased incidence of non-fatal maltreatment and an
overwhelmed Department of Community Based Services [11,
12].

Prevention

Child maltreatment is a multifaceted problem often rooted in
unrealistic developmental expectations of children, family,
and community violence, substance abuse, and undiagnosed
or untreated mental illness. Adverse child experiences (ACEs)
such as child abuse are now a widely recognized group of
exposures that have direct, linear relationships to a number
of adverse outcomes in adults [13]. For example, those indi-
viduals maltreated as children have a 30% higher likelihood of
committing a violent crime in adulthood. The complexity of
factors leading to child maltreatment makes preventing child
abuse an equally complex challenge. Primary prevention strat-
egies are aimed at creating safe, stable, nurturing relationships
through increased social support, education, community re-
sources, and access to medical and mental health care for
new parents, an approach endorsed by the Centers for
Disease Control [14••, 15••]. Secondary prevention targets
programs to at-risk populations such as school age children
at risk for sexual abuse [16]. Tertiary prevention strategies
(also known as mitigation) are directed at protecting and
healing children and families after maltreatment has occurred
[16].Mitigation is particularly critical because an abused child
has a 50% chance of being abused again and has a significant
risk of dying from abuse if the abuse continues [17, 18]. It is
very rare for children to die or to be permanently disabled the
first time they are abused, making early detection paramount
not only to preventing future abuse but also to saving chil-
dren’s lives.

National Policy Initiatives to Address Child Abuse

The 2013 Institute ofMedicine reportNewDirections in Child
Abuse and Neglect Research points to the contributions to
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policy analysis that can come from variation in state law ad-
dressing child abuse and neglect [19••]. Because states have
enacted different types of laws with the same objectives, com-
paring them might help policy makers distinguish between
effective and ineffective approaches. However, the literature
in this area remains scant [20••, 21] in contrast to the extensive
body of research evaluating programs to address specific as-
pects of child maltreatment [22] and cataloging state law [23].
This research is challenging due to the countless, complex
confounding factors when attempting to determine the effect
of new legislation on a multifactorial and highly complex
condition such as child maltreatment.

The public health approach to preventing child mal-
treatment includes policy initiatives intended to affect so-
cial determinants of health [22]. By improving access to
needed services, including safe living environments and
interventions to reduce parental stress, state policy has the
potential to reduce well documented risk factors for child

maltreatment. Examples include home visitation programs
for parents of young infants, which were the subject of
legislation in more than 20 states between 2008 and 2015,
use of federal funds to help young parents earn GEDs and
receive vocational training, and programs to increase the
rate of high school graduation [24]. Most of the home
visitation programs were universally available to new par-
ents, regardless of risk. Many are now being expanded—
including in Kentucky—to include multiparous women
with infants less than 3 months. In Kentucky, one partic-
ularly effective and evidence-based approach to parenting
education and support is the Health Access Nurturing
Development Services (HANDS) program, funded
through state and federal funds. HANDS is a free, volun-
tary, home-visiting program for pregnant women and new
parents that supports all areas of a baby’s development
through the first 2 years of a baby’s life. Outcomes have
been shown to be highly effective at preventing child

Table 1 Risk factors for child
maltreatment Parent or caregiver

factors Undiagnosed or untreated mental illness or cognitive disability
History of maltreatment as a child
Substance abuse
Inappropriate expectations of child’s developmental abilities
Immaturity

Anger issues

Low education

Criminal history

Child factors Age less than 4 years

Perceived as different or difficult

Disability (physical/cognitive/behavioral)

Prematurity

Chronic illness

Not biologically related to caregiver

Family dynamics Non-biological parental male living in the home

Domestic violence

Active substance abuse

Family crisis of unemployment, death, ill health,
unstable housing, food insecurity, lack of safe options for child care

Lower economic status

High stress level

Isolation or lack of social support

Secretive/suspicious of authority figures

Environment or community Violence and crime

Widespread substance abuse

Lack of employment opportunities

Lack of access to public transportation

Lack of access to medical care

Geographic isolation

Lack of educational opportunity

Lack of high quality child care options
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maltreatment, and HANDS highlights an excellent exam-
ple of a primary prevention program [25].

Another example of policy to address social determinants
of child maltreatment is earned income credits against state
income tax obligations, which are available to low-income
households in 26 states and the District of Columbia and have
the potential to reduce the financial stress that raises the risk of
child maltreatment.

The Centers for Disease Control and Prevention (CDC)
endorses these types of policy strategies as part of its
THRIVES approach [26] under the rubrics of “training in
parenting” and “surveillance and evaluation”. However,
Gilmer et al. [27], among many others, caution that a single
approach to parent education is unlikely to be effective given
the wide variation in learning styles and the volume of infor-
mation presented to new parents. In most states, however, the
parental education mandate is applied post facto, to those who
have already harmed children, or placed them at risk for harm
[28].

Some state legislative initiatives include the identification
of a specific funding stream, such as tax return check-offs,
tobacco settlement proceeds, or incremental fines and fees
[22]. At the federal level, Title II of the 1974 Child Abuse
Prevention and Treatment Act (CAPTA) [3] provides some
funding for community agencies to provide support for fami-
lies at risk. Another federal funding source is the Social
Services Block Grant, which allows states to tailor funded

programs to meet identified needs specific to their popula-
tions. However, the myriad demands on such funds typically
lead to shortfalls in program capacity and ongoing unmet
need.

Kentucky Unified Juvenile Code and Mandatory
Reporting

The Kentucky Unified Juvenile Code [28], found at KRS
Chapters 600 to 645, includes the declaration of a child’s right
to be free from maltreatment. The code provides the legal
definitions of neglect, physical abuse, sexual abuse, emotional
abuse, and dependency. KRS 620.030, enacted in 1987, re-
quires any person with a reasonable suspicion that a child is
being maltreated to report to child protective services or other
approved entity. In 2013, the statute was amended to include
mandatory reporting for suspected child victims of human
trafficking. This provision mandates reporting of child mal-
treatment whether it occurs in the home, the school, or other
community settings. Furthermore, the code requires that these
reports be assessed and investigated and requires that social
services be provided to children found to be experiencing
maltreatment.

Penalties for willful failure to report begin at the misde-
meanor level for first instances and escalate to felony levels
for subsequent offenses. This requirement puts Kentucky

Fig. 1 Comparison of annual
child maltreatment fatality rates
(a) and victimization rates (b)
between Kentucky and the USA.
Data from United States
Department of Health & Human
Services, Administration for
Children and Families,
Administration on Children,
Youth and Families, Children’s
Bureau annual Child
Maltreatment reports
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among a substantial minority of states, currently numbering
18, with universal reporting requirements [24]. Universal in
this case is defined at all PEOPLE, regardless of professional
status or occupation and in any concerning circumstance.

Community Education as a Legislative Focus
in Kentucky

Between 2010 and 2015, a series of comprehensive legislative
initiatives were successfully enacted, which directly address
recognition of early signs of abuse for a wide variety of pro-
fessionals who come into contact with children. The various
bills target almost all adult professionals who routinely en-
counter children, creating one of the most comprehensive
statewide mandatory training requirements in the nation. The
initial 2010 bill (HB 285) required education for foster par-
ents, law enforcement, childcare providers, health care pro-
viders, first responders, social workers, and others [29].
Subsequent bills were passed requiring training for physicians
(2013, HB 157) and educators (2015, SB 119). The focus of
all of the trainings is tailored to the specific audience, with an
emphasis on factors that make certain children at higher risk,
factors that make caregivers at higher risk, specific character-
istics of caregiver-child dynamics, and signs/symptoms of
abusive head trauma (AHT). Examples of signs/symptoms
discussed include bruising patterns in children, vomiting in
the absence of diarrhea, new onset seizure, rapid increase in
head circumference, and BRUE (brief resolved unexplained
event) (formerly known as ALTE or apparent life-threatening
event) [30]. In addition, learners are taught about the need for
immediate medical evaluation of any bruise on a non-mobile
infant, tips on how to make a thorough and effective report to
authorities, and documentation issues. Each educational pro-
gram includes information about prevention and the building
of resilience and protective factors in children and their
families.

As an example of implementation of these educational re-
quirements, KRS 311A.120 and KRS 311A.127 mandates an
educational course and continuing education for all emergen-
cy medical providers including first responders by the
Kentucky Board of Emergency Medical Services (KBEMS).
This includes the completion of one and one-half (1.5) hours
of board approved continuing education covering the recog-
nition and prevention of pediatric abusive head trauma, as
defined in KRS 620.020, at least one (1) time every five (5)
years. The required one and one-half (1.5) hours is included in
the current number of required continuing education hours.
The course, developed by an academic child abuse pediatri-
cian with major input from the Prevent Child Abuse Kentucky
and other state representation and implemented in 2012, had
reached the entire EMS workforce in Kentucky within the 3-
year mandate. The HRSA Kentucky Emergency Medical

Services for Children Program (KYEMSC) has taken a lead
role in developing program support to supply this required
education including provision of the Train-the-trainer pro-
grams for EMS Educators and program updates for previously
approved instructors.

Statewide Identification and Review of Fatal
and Near-Fatal Child Abuse

Work has been ongoing for several years in Kentucky to de-
velop a workable surveillance system that would neither miss
true cases nor overinflate their numbers. There seemed to be
some concern that our hospital billing data might be seriously
flawed, given the low numbers we were finding when apply-
ing case definitions for AHT and child maltreatment to those
data sets. The approach was to take nationally standard or
suggested case definitions for which there were published
results (rates) available, apply those definitions to our KY
hospital data, and compare the rates [31–33]. We found that
rates utilizing our current system were reasonably congruent
with the other national models. However, it still may be the
case that hospital-billing data everywhere has limitations for
child abuse surveillance (i.e., we may all be undercounting
child maltreatment encounters by using billing data). One sys-
tem for categorizing child neglect that included the presence
of smoking as a marker was tried; in that case the data was
overwhelmed with cases that did not truly measure abuse/
neglect as we were looking to define it, and that model was
not workable in a tobacco growing state with high rates of
smoking (personal communication Michael Singleton).
Work to develop the data that feeds into a surveillance system,
and to improve the quality of that data, has been occurring
through child fatality review.

Child Fatality Review to Inform Scope
of the Problem and Focus Prevention Efforts

Child fatality review (CFR) or child death review (CDR) is the
multi-agency, multi-disciplinary review of all child deaths un-
der age 18. Accurate determination of the cause andmanner of
death, including consideration of any factors that might make
prevention of a similar future death possible, create the data
that informs prevention efforts. While CDR has wisely come
to be seen as a public health tool utilized for the analysis of
deaths from all causes, its American roots lie strongly in the
area of child abuse identification and prevention.

The historic first multi-agency, multi-disciplinary child
death review team was formed in 1978 after review of a child
abuse death in Los Angeles, California revealed that the child
had contact with multiple agencies prior to her death, none of
which were aware of the others [34, 35]. As CDR has spread
across the USA and eventually to other countries, there has
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been a concomitant shift to consideration of the preventable
factors in all deaths, since such things as immunizations, ac-
cess to care, and preventive measures for unintentional inju-
ries and prematurity are also clearly a part of the prevention of
child deaths. Child death review also serves as a quality im-
provement tool to address the on-going need to improve child
death scene investigation [36]. An additional compelling rea-
son that CDR and thorough investigation and review of all
child deaths is important to child abuse surveillance and pre-
vention is the fact that more than half of children who die of
abuse were not previously known to the child protection sys-
tem and may not immediately have been identified as abused.
Thus, reviewing only known child abuse deaths might result
in missing almost half the cases of actual fatal abuse.

In Kentucky, child fatality review began in 1995 with a
multidisciplinary, multi-agency legislative workgroup
mirroring the ideal composition of a review team, whose goal
was to establish legislation for the process of review of all
pediatric deaths. Legislation passed and went into effect in
1996. This early legislation only mandated data collection
and a yearly report to the legislature from the state
Department for Public Health and monthly notifications from
the county Coroner’s to the state Department for Public Health
and 3 local county entities (law enforcement, social services,
and the local health department); it allowed but did not man-
date a state team and local county teams. State team efforts
since have supported the formation and education of county
teams as well as the development of a number of recommen-
dations for prevention of prematurity, injury and violence, but
have been significantly impacted by lack of funding. In a state
with a mixed medical examiner/coroner system in which cor-
oners are elected every 4 years, the result is that about half the
counties has an active team at any given time. Nevertheless,
over the years, this CFR process has yielded unexpected abuse
findings in cases of sudden death in infants, several drowning
cases, and from intentionally set fires. In other words, the
public health CFR teams at the county level are needed to
identify the 50% of children that would not otherwise be
found.

Currently, the Kentucky Child Fatality and Near Fatality
Panel (http://www.lrc.ky.gov/lrcpubs/RR422.pdf), formed in
2013 and codified in legislation in 2014, is composed of
members representing numerous disciplines. Panel members
include representatives of the judiciary, law enforcement,
prosecutors, forensic pathology, child abuse pediatrics,
public heath, epidemiology, substance abuse, and domestic
violence counseling, mental health, community non-profits,
and others. Any child who dies or meets the federal
definition of near-fatality who was reported to the Child
Protective Services is reviewed, in addition to any additional
cases for which concerns are raised by either the local county
level child fatality review teams or at the state public health
level that supports those teams. In addition, a separate public

health-based task force (the Sudden Unidentified Infant Death
(SUID) case review panel) reviews known infant deaths (iden-
tified by death certificates) and determines if there is sufficient
cause to send the case to the panel for full review. Once the
panel members review a case, missed opportunities are iden-
tified by system (i.e., birth hospitalization, medical, child pro-
tective services, schools/daycares, court, etc.). From the
missed opportunities, recommendations are developed for
the annual report, which is presented to the legislature and
released to the public. The panel may also choose to send
respectful, anonymous feedback to various entities regarding
any identified missed opportunities.

As cases are reviewed, data is collected about risk factors,
potential missed opportunities to protect the child, and any
recommendations that might help prevent similar events in
the future. Data is then analyzed and reported with assistance
from epidemiologists from state public health.

Child Abuse Pediatrics as a Specialty

The discipline of child abuse pediatrics, with its first certifica-
tion exam in 2009, is a relatively young subspecialty. As such,
its role in children’s hospitals, child advocacy centers, and
academic medical centers is still evolving. Unfortunately, the
demand for this new specialty surpasses the supply. Child
abuse pediatricians help guide the medical providers regard-
ing the appropriate testing to identify occult injuries and to
assess for underlying medical conditions. They also help in-
terpret medical findings for investigators so that CPS and law
enforcement understand the injuries and what might have
caused them. Because legal testimony is a standard part of a
child abuse pediatrician’s practice, they often free other pro-
viders from the obligations of the courtroom. While all of
these responsibilities might limit their ability to independently
conduct meaningful research, partnership with other disci-
plines can allow for robust projects that can guide prevention
efforts at the individual, family, and community level.

Opportunities

Social factors, including the high rate of poverty in young
families and lack of adequate social services, elevate the risk
of child maltreatment. Despite the nominal requirement for
mental health coverage parity with physical health insurance
coverage, young families struggle to find adequate services
and resources. Policy initiatives that provide education and
support for parents by helping them cope with stressors,
choose safe caregivers, and understand realistic expectations
for children, as well as policies that will help parents meet
their basic needs of housing, food, and safety, and promote
safe, stable, and nurturing relationships will help prevent child
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abuse. In addition, policy initiatives must also help the state,
non-profit organizations, and communities improve the ability
of health, social services, and other community professionals
to support all families.

Conclusions

Increasing statewide awareness of child maltreatment has led
to policy initiatives that address recognition, reporting, and
mitigation of the causes and consequences of abuse. State
legislation and related health policy initiatives have enhanced
reporting requirements and improved access to services and
quality of assessments. Complementing policy initiatives and
programs for low-income families can help to mitigate the
multiple stress factors contributing to abuse, and the discipline
of child abuse pediatrics has increased expertise in the field
and improved the medical assessments of injured children.
Multi-sector collaborative efforts including governmental, ac-
ademic, and non-profit entities such as those undertaken in
Kentucky can promote changes in legislation and other policy
interventions to decrease the incidence of the most serious
cases of child maltreatment. In Kentucky, heightened aware-
ness has also likely contributed to increased reporting and an
overall increase in the number of cases annually. Therefore,
additional research into the effectiveness of these initiatives
for the prevention of abuse is sorely needed to decrease mor-
bidity and mortality among our nation’s children.

While the introduction of new training mandates is nearly
always met with resistance from professional organizations,
making the case for child safety and prevention of child abuse
fatalities has been successful. As with any new legislation, is
has been helpful to build foundational knowledge with the
legislature, speak with various stakeholder to understand any
reservations or concerns, and to address potential barriers be-
fore drafting language. One of the most important lessons
learned is that a coalition of stakeholders who address a leg-
islature as one body is far more effective than any single indi-
vidual or group. The additional benefit of working together
across disciplines is that when one group or individual be-
comes discouraged, there is inevitably another that will step
up and keep the momentum going. Although many of these
legislative initiatives took years to finally enact, the persever-
ance on behalf of children is beginning to pay off.
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