
Clinical Report—The Pediatrician’s Role in Child
Maltreatment Prevention

abstract
It is the pediatrician’s role to promote the child’s well-being and to help
parents raise healthy, well-adjusted children. Pediatricians, therefore,
can play an important role in the prevention of child maltreatment.
Previous clinical reports and policy statements from the American
Academy of Pediatrics have focused on improving the identification
and management of child maltreatment. This clinical report outlines
how the pediatrician can help to strengthen families and promote safe,
stable, nurturing relationships with the aim of preventing maltreat-
ment. After describing some of the triggers and factors that place
children at risk for maltreatment, the report describes how pediatri-
cians can identify family strengths, recognize risk factors, provide
helpful guidance, and refer families to programs and other resources
with the goal of strengthening families, preventing child maltreatment,
and enhancing child development. Pediatrics 2010;126:833–841

INTRODUCTION
Since Kempe et al1 published their description of the battered-child
syndrome in 1962, the medical profession has made great strides in
recognizing and intervening in cases of child maltreatment. Child mal-
treatment is now recognized to be part of a continuum of family vio-
lence that includes child maltreatment, intimate partner violence, and
the abuse of animals and the elderly. A great deal is known about the
factors that contribute to the abuse of a child and about those that may
prove protective. Despite the progress made, the problem remains
widespread and serious in its costs, whether reckoned in dollars2–4 or
human potential.5 Child maltreatment, however, is a preventable prob-
lem, and pediatricians have a role in its prevention.6

Pediatricians, because of their unique relationship with families, are in
an excellent position to help families enhance their ability to protect
children and to address factors that put them at increased risk of
abuse. Because pediatricians have contact with families during chal-
lenging and stressful times (eg, when a child is ill), they can become
familiar with a family’s stressors and strengths. As a trusting relation-
ship evolves, families and patients develop comfort discussing per-
sonal issueswith their pediatrician.7 Pediatricians are often connected
to community resources that have thewelfare of the child and family as
a priority. Families tend to trust their pediatricians’ guidance and re-
ferral to these resources. The literature shows that parents view pedi-
atricians as respected advisors and counselors.8

Pediatricians accept this role as well. The majority of pediatricians
(70%) who participated in the 2002–2003 American Academy of Pedi-
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atrics (AAP) periodic survey agreed
that they can help prevent child abuse
by providing anticipatory guidance.9

Almost all the respondents to this sur-
vey (91%) agreed that pediatricians
should screen for parenting problems
during health supervision visits.

Triggers

Pediatricians can play a role in pre-
venting child maltreatment if they un-
derstand the situations that commonly
trigger maltreatment and if they iden-
tify and address some of the factors
that may make a child more vulnera-
ble to maltreatment.

Certain elements of normal child de-
velopment are often the triggers for
child maltreatment. Schmitt10 de-
scribed what he called the “7 deadly
sins” of childhood. He described nor-
mal developmental phases that may
cause difficulty for some parents, spe-
cifically colic, awakening at night, sep-
aration anxiety, normal exploratory
behavior, normal negativism, normal
poor appetite, and toilet-training resis-
tance. He suggested that pediatricians
anticipate these normal developmen-
tal stages and provide guidance to
families about how to best manage po-
tentially difficult situations.

Crying is a common trigger for child
abuse11 and is the most common trig-
ger of abusive head trauma.12,13 In 1
study of infants who suffered abusive
head trauma, almost all of the parents
had sought help for their infant’s cry-
ing previously from their primary care
physician.14 All infants cry; crying gen-
erally begins in the first month of life,
and the duration of crying increases
and peaks between 2 and 4 months of
age. That the incidence of abusive head
trauma parallels this normal develop-
mental crying curve may serve as ad-
ditional corroboration of the associa-
tion between crying and abuse.15,16

The severity and frequency of caregiv-
ers’ adverse responses to crying have

largely been underappreciated. In 1
study, almost 6% of parents of
6-month-old infants admitted that they
had smothered, slapped, or shaken
their infant at least once because of
his or her crying.17

Discipline can become abusive, as
when punishment is used inappro-
priately in response to a child’s
developmentally normal behaviors. Un-
prepared parents may mistake sepa-
ration anxiety, normal exploratory
play, and normal negativism, for exam-
ple, for abnormal behaviors or unac-
ceptable behavior and resort to puni-
tive measures to correct them. Apart
from its possible effects on emotional
development, corporal punishment
may result in serious physical injuries
for the child. When mothers in the Car-
olinas were interviewed, 4.3% of them
admitted using harsh physical tech-
niques when disciplining their chil-
dren. These practices included beat-
ing, burning, kicking, or hitting a child
with an object somewhere other than
on the buttocks; 2.3% of the mothers
said that they shook children younger
than 2 years as a form of discipline.18

Toilet-training and toilet accidents are
another common trigger for child
abuse.19 Immersion burns are fre-
quently inflicted in response to soiling
and enuresis by caregivers who be-
lieve that the children should be able
to control these behaviors.20,21 Genital
bruising and immersion burns are

common child abuse injuries associ-
ated with toilet-training. The average
age of children who have been inten-
tionally burned is 32 months, which is
about the same age many children are
being toilet trained and, thus, the same
age at which some are accidentally
soiling or wetting themselves.

Factors That Place a Child at Risk
for Child Maltreatment

Many disparate factors may combine
to make a child more likely to be
abused or neglected.22 Using an eco-
logicmodel as a framework for consid-
ering risk,23 certain characteristics of
the child, the parent, and the environ-
ment may place a child at risk, as
shown in Table 1. Often, multiple fac-
tors coexist and are interrelated,
which increases the risk for the child.

Child characteristics that could pre-
dispose a child to maltreatment in-
clude anything that makes a child
more difficult to care for or makes a
child different from the parent’s ex-
pectation. For example, a demanding
infant or a child with special health
care needs may test the parent’s pa-
tience. As a result, children with phys-
ical, developmental, or emotional/be-
havioral disability are at an increased
risk of being maltreated.24,25

Children with disabilities are approxi-
mately 3 times more likely to be mal-
treated than are children without dis-
abilities.26 A number of characteristics

TABLE 1 Factors and Characteristics That Place a Child at Risk for Child Maltreatment

Child Parent Environment (Community
and Society)

Emotional/behavioral
difficulties

Low self-esteem Social isolation

Chronic illness Poor impulse control Poverty
Physical disabilities Substance abuse/alcohol abuse Unemployment
Developmental disabilities Young maternal or paternal age Low educational achievement
Preterm birth Abused as a child Single-parent home
Unwanted Depression or other mental illness Non–biologically related male

living in the home
Unplanned Poor knowledge of child development or

unrealistic expectations for child
Family or intimate partner
violence

Negative perception of normal child behavior
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may make children with disabilities
more vulnerable to maltreatment.27

The child’s disability may place addi-
tional emotional or financial demands
on the family. A child who is heavily
dependent on others beyond infancy
may engender resentment. Further
complicating matters, the child with
disabilities may be conditioned to obey
caregivers without question and, thus,
may lack the ability to disclose abuse.
If children have been taught to accept
painful touch as normal, they may not
be able to distinguish when bound-
aries are crossed.

Children born prematurely may also
be at increased risk of being maltreat-
ed.28–30 Some preterm infants may be
more at risk for abuse, because the
infants are perceived as less attractive
and more demanding by their par-
ents.28 Some experts have suggested
that the early and sometimes pro-
longed separation of these infants
from their parents may contribute to
their vulnerability. Some preterm chil-
dren may be more vulnerable because
they have special needs or require
special care, including additional phy-
sician visits or special therapy. All of
this care may place an additional fi-
nancial and/or emotional strain on the
family.

Likewise, the child who is unplanned or
unwanted is at risk formaltreatment.31

An unplanned pregnancy may place an
extra financial and/or emotional bur-
den on the family.30

Parent factors also may make a child
more vulnerable to being maltreated.
Factors that may decrease a parent’s
ability to cope with the stresses of par-
enting include low self-esteem; poor
impulse control, including a tendency
to lash out in response to stress; sub-
stance use; and alcohol abuse.30,32

Young maternal and paternal age are
risk factors for maltreatment,33,34 and
young maternal age is strongly associ-
ated with infant homicide.35 Parents

who were abused or neglected them-
selves as children may parent in the
only style they have learned.30,31

A parent’s depression or other mental
illnesses,34,36 particularly postpartum
depression, affect a child’s growth and
development and may place the child
at risk formaltreatment. Depression is
a significant problem for both fathers
and mothers.37

Parents who have a negative view of
themselves and their children and par-
ents who devalue their children are at
risk of maltreating their children.
Oates et al30 found that mothers who
had maltreated their children tended
to rate their children as below aver-
age, whereas control mothers viewed
their infants as normal or above
average.

Lack of knowledge about child-rearing
can increase the caregiver’s level of
frustration with the child’s behavior.
Parents vary widely in their knowledge
of child development and what they
should reasonably expect from a child
at a given age. Parents who maltreat
their children are more likely to have
developmentally inappropriate and
unrealistic expectations for their
child’s behavior and to have a negative
perception of normal behaviors.28

Oates et al30 also found that parents
who maltreated their children were
more likely to have a punitive child-
rearing style and were stricter. When
the maltreated children behaved well,
they were rarely praised, compared
with the children in the control group,
who were praised for good behavior.

Environmental factors can add to par-
ents’ stress. Parents who are isolated
and who have low levels of social sup-
port are at increased risk of maltreat-
ing their child.38 Poverty, unemploy-
ment, low maternal education, and
single parenting are risk factors
associated with physical child
abuse.36,39–42 Having a non–biologically

related male living in a single-
female–headed home is a risk factor
for child maltreatment and for fatal
child maltreatment.43–45

Adult intimate partner violence and
child maltreatment are closely
linked.46 Children who live with an
adult victim of intimate partner vio-
lence are at an increased risk of being
physically abused. In addition, children
who are exposed to violence in the
home are affected emotionally, cogni-
tively, and behaviorally.47 Exposure to
this toxic environment is often consid-
ered a form of child maltreatment.

These factors may interact and in-
crease the child’s vulnerability to mal-
treatment. Infants who are not nur-
tured properly in their first months
may not learn to regulate their emo-
tions, because development of this vi-
tal task is enhanced by early parental
attention and support.48 As the infants
become more challenging to their par-
ents, this complex interplay may in-
crease their risk for abuse. Adults who
are socially isolated may lack stan-
dards for comparison of their child’s
behaviors, or role models and re-
sources for themselves. Food or em-
ployment insecurity, poor access to
community services, or simply the lack
of community feedback can exacer-
bate stress and anxiety. Even if no sin-
gle factor would be sufficient to over-
whelm the caregiver, the combination
of stresses may precipitate an abusive
crisis.49,50

Protective Factors

Besides assessing a child’s risk for
maltreatment, the pediatrician should
identify and consider the child’s and
family’s strengths. Maltreatment oc-
curs when factors specifically perti-
nent to the child and factors relevant
to the parent, the community, and to
the environment interact, which cre-
ates a “perfect storm” for abuse
and/or neglect.51–53 In other words,
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maltreatment occurs when risk fac-
tors are greater than protective fac-
tors and stressors exceed the
supports.

Several factors seem to both protect a
child from maltreatment and provide
children with resilience to the effects
of child maltreatment, as shown in Ta-
ble 2.54–56 Using the same ecologic
framework, protective factors include
attributes of the child and the family as
well as support from outside the fam-
ily. Although many studies have fo-
cused on how these behaviors may
trigger a physical response or physical
abuse, it is likely that these behaviors
also trigger other forms of maltreat-
ment, including sexual abuse. Preven-
tion may require changing some cul-
tural beliefs and social policy and
improving education and economic
opportunities.

PREVENTION AND INTERVENTION
PROGRAMS

It is not the intent of this report to re-
view and evaluate all of the available
prevention and intervention pro-
grams. Instead, the report will discuss
some of the programs as examples
and, when available, cite any evidence
for their effectiveness.

Hospital- and Office-Based
Intervention Programs

Programs have been developed to help
parents to better cope with a child’s

crying. Dias et al57 implemented a pro-
gram in nurseries in western New
York designed to teach new parents
about violent infant-shaking and alter-
natives to use when infants cried. They
found that the incidence of abusive
head injuries decreased by 47% during
the first 5 years of the program. A sim-
ilar program, the Period of PURPLE Cry-
ing, also uses a brief video and written
material to educate new parents about
normal crying and how to cope with an
infant’s crying. This program has been
shown to improvemothers’ knowledge
about crying and to improve their be-
havioral response to it.58,59 Although
both of these programs represent
promising models, neither program
has yet demonstrated strong evidence
that they are effective as a primary
prevention of abusive head trauma.

One office-based preventionmodel, the
Safe Environment for Every Child
(SEEK) model, was tested in a resident
continuity clinic over a 3-year period.60

Residents were trained to recognize
factors that placed a family at risk for
maltreatment. Study families were
screened for risk factors, and a team
that consisted of a resident and a so-
cial worker addressed any identified
risk factors. When the families were
compared with a control group, the
prevention program resulted in fewer
reports of child maltreatment made to
child protective services, fewer inci-

dents of medical noncompliance and
delayed immunizations, and less harsh
punishment by parents. Although
some of the differences between the
control group and intervention group
were ofmodest significance, participa-
tion in this program improved the res-
idents’ sense of competence and com-
fort when addressing risk behaviors.

The AAP developed Connected Kids:
Safe, Strong, Secure, an office inter-
vention originally known as the Vio-
lence Intervention and Prevention Pro-
gram (VIPP). This program was
modeled after The Injury Prevention
Program (TIPP), also from the AAP.61

The Connected Kids program uses a
resilience-based approach to anticipa-
tory guidance and is designed to help
primary care physicians use their
therapeutic relationship to support
families as ameans of violence preven-
tion. The Connected Kids program in-
cludes a clinical guide, online training
materials, and parent education mate-
rials and educates both pediatricians
and parents about discipline, parent-
ing, and other issues. Brochures on
child development show parents that
normal problematic child behaviors—
from crying to climbing—arise from
the child’s normal growth and develop-
ment and advocate that these behav-
iors be addressed with guidance
rather than punishment. The Con-
nected Kids program has not been

TABLE 2 Protective Factors

Dispositional/Temperamental Attributes of the Child Warm and Secure Family Relationships Availability of Extrafamilial Support

Above-average cognitive ability Presence of a caring and supportive adult Structured school environment
High ego control (high degree of impulse control and
modulation)

Positive family changes (eg, family interventions,
father no longer allowed on visitations)

Involvement with a religious community

Internal locus of control (belief in one’s ability to
control own destiny)

Involvement in extracurricular activities or
hobbies

External attribution of blame (attribute cause to
something outside oneself [eg, some external
pressure])

Access to good health, educational, and
social welfare services

Presence of spirituality
Ego control and ego resilience (able to modify
impulses and insulate themselves from
environmental distracters)
High self-esteem or sense of self-worth
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evaluated formally, but a study on im-
plementation of Connected Kids was
conducted in 2007 with 27 pediatri-
cians over a 6-month period, with a fo-
cus on improving parental supervision
and monitoring during middle child-
hood. Findings from the project indi-
cate that the Connected Kids program
is appealing to pediatricians, imple-
mentation is feasible, and use is sus-
tainable over a period of 6 months.
More information about the Connected
Kids program is available at www.aap.
org/connectedkids.

Practicing Safety, a program con-
ducted by the AAP and funded by the
Doris Duke Charitable Foundation, de-
veloped expanded anticipatory guid-
ance modules for use in primary care
offices. The 7modules provide pediatri-
cians with suggested assessment, guid-
ance, and resources to help parents
cope with crying, help them parent, en-
sure their children’s safety when they
are in the care of others, improve the
family environment, provide effective
discipline, assist with sleeping and eat-
ing, and help with toilet-training (www.
aap.org/practicingsafety). The program
was tested in 8 practices in New Jersey
and Pennsylvania, and parent and staff
reports showed a significant increase
in maternal depression screening.
Staff reports also showed an increase
in discussion and use of resources on
coping with crying, discipline, and
toilet-training. The toolkit was revised
and was implemented by 14 practices
in the AAP Quality Improvement Innova-
tion Network (QuIIN); the next steps are
being developed.

Community Prevention Programs
and Resources

Home-visitation programs, in which
targeted families receive regular con-
tact with trained personnel, are a pre-
vention model that has been widely
used and are supported by the AAP.62

The Nurse-Family Partnership model

developed by Olds et al has been rigor-
ously tested.63 The model, which uses
trained nurses, has demonstrated im-
provements in maternal and child
functioning and showed a trend to-
ward reduced childhood mortality
rates from preventable causes.64 On
the other hand, Healthy Families, a
home-visitation program that uses
trained paraprofessionals, has been
tested in a number of states, but it has
not been shown to reduce child abuse
or child abuse risk factors.65–67 Cincin-
nati’s “Every Child Succeeds” program
used both the Nurse-Family Partner-
ship model and the Healthy Families
model and provided home-visiting to
mothers at high risk (adolescent, un-
married, low income, or suboptimal
education) and first-time mothers.
They found that intensive home-visiting
reduced the risk of infant death during
the first year of life.68 The Task Force on
Community Preventive Services found
that, in the 21 programs for which
records were available, home-visiting
was associated with a median reduc-
tion in child abuse of more than
50%.69–71

Although pediatricians have long been
familiar with therapeutic preschools
and with parenting programs, study
results have suggested that these in-
terventions are more effective when
multiple modalities are combined with
those that target the entire family.
Reynolds and Robertson72 reported
that participation in school-based
child-parent centers, which provided
extensive family education and sup-
port, reduced maltreatment by 50% in
a population at high risk. Other study
results have shown significant effects
when community-based parent-child
interventions are targeted at specific
populations, combine peer and profes-
sional support, and provide some ser-
vices directly to the children.73

Parent-training programs, such as the
Triple P program, Sure Start, Family

Connections, Healthy Families Amer-
ica, and Together for Kids, aim to im-
prove parenting skills and parents’
emotional adjustment. The quality of
the programs, however, is variable.
The Triple P program resulted in a pos-
itive reduction of maltreatment in 1
study,74 but the program needs to be
replicated and reassessed to deter-
mine its effectiveness.63 A comparison
of the effectiveness of parent-training
programs is available through the Co-
chrane Database of Systematic Re-
views.75,76 More information about
child abuse–prevention programs, lo-
cal resources, and programevaluation
can be found at www.childwelfare.gov/
preventing/programs/types/homevisit.
cfm.

The Role of Pediatricians

It is important for pediatricians to rec-
ognize and respond to ongoing mal-
treatment. Universal prevention of
childmaltreatmentmust begin with an
approach that assesses the caregiv-
ers’ strengths and deficits and connects
the family with community resources
that will protect the dependent children
before abuse or neglect occurs. The
schedule of routine health care visits
recommended by the AAP provides am-
ple opportunity for the clinician to ob-
serve and assess parenting practices at
the very times when a child would be ex-
pected to initiate new and possibly chal-
lenging behaviors.77

The third edition of Bright Futures (http://
brightfutures.aap.org/about.html) from
the AAP provides pediatricians with
guidelines for anticipatory guidance
and prioritizes topics for discussion at
each health supervision visit. This mul-
timedia program includes the Bright
Futures guidelines in a manual format,
pocket guide, and personal digital as-
sistant (PDA) version in addition to
toolkits, PowerPoint presentations,
and health-promotion information
sheets.
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A clinician may receive answers or ob-
serve behaviors that suggest the fam-
ily’s resilience is compromised in
some significant way. Such compro-
misemay derive from child factors, pa-
rental deficits, or environmental stres-
sors. If the family’s ability to nurture
and protect the child is compromised,
that child must be considered at risk
for abuse, and action should be taken.
Unless the child is felt to have been
abused in some way, such action
rarely entails referral to child protec-
tive services but frequently goes be-
yond the scope of a typical office visit.
Efforts may be as straightforward as
taking the time to elicit a more com-
prehensive history or counseling a
frustrated parent. A more complicated
case may involve referral to a commu-
nity agency for evidence-based parent
training or for intervention for inti-
mate partner violence. If there is sig-
nificant doubt about the child’s safety,
the caregivers’ ability to protect, or
maltreatment is suspected, the pedia-
trician should, of course, contact child
protective services.

GUIDANCE FOR THE PEDIATRICIAN

1. Obtain a thorough social history,
initially and periodically, through-
out a patient’s childhood. The
parent-screening tool included in
the Bright Futures tool and re-
source kit (available at http://
brightfutures.aap.org) can be
used to help screen for risk factors
and problems; identify and build on
family strengths, resilience, andme-
diating factors; identify and address
parents’ concerns; and reinforce ef-
fective parenting.78 Reinforcement
builds strength and a sense of
competence.

2. Acknowledge the frustration and
anger that often accompany parent-
ing. Provide anticipatory guidance
about developmental stages that
may be stressful or serve as a trig-

ger for child maltreatment. A health
visit framework can be helpful (see
Table 3) or refer to the Connected
Kids counseling schedule (http://
aap.org/connectedkids).

3. Talk with parents about their in-
fant’s crying and how they are
coping with it. Learn their percep-
tion of their infant’s crying and
which strategies they use to cope.
The pediatrician should provide
parents with insight into the in-
fant’s behavior and teach alterna-
tive responses.

4. When caring for children with dis-
abilities, be cognizant of their in-
creased vulnerability and watch
for signs of maltreatment.79,80 Pro-
vide families with information
about the child’s condition. Activi-
ties may include giving out hand-

outs or having group instructional
sessions with parents. Validate
the parent’s stresses and provide
them with techniques to manage
the stress. Provide the family with
information about respite care,
which allows someone else to
care for the child so that the par-
ents or other family members can
take a break. Identify families at
greater risk of abusing their child.
Help educate older children about
how to protect themselves against
abuse and that they should share
uncomfortable, abusive, or con-
cerning experiences with a
trusted adult.

5. Be alert to signs and symptoms of
parental intimate partner vio-
lence81 and postpartum depres-
sion. Instruments are available

TABLE 3 Incorporating Primary Child Maltreatment Prevention Into the Health Supervision Visit

Parent Coping Skills and Support System

Prenatal or first visit Who lives in the home? History of mental health problems, substance
abuse/alcohol abuse, or intimate partner violence?
How were the parents parented and disciplined?
What were the parents’ experience(s) with trauma?
Are there financial problems and/or poverty?
Was the pregnancy planned?
Who will care for the infant?

Newborn Infant crying
Expectations
Identify 3 friends or family members who can help (safety line)

First months Infant crying
Normal development and expectations
Maternal depression
Identify 3 friends or family members who can help (safety line)
Loving is not “spoiling”

Cruiser/toddler Discipline� teaching
Toilet-training
Normal development and age-appropriate expectations

Preschool Teach child names for genitalia
Safe touch/unsafe touch
Normal sexual behavior
Normal development and age-appropriate expectations
Discipline� teaching
Model nonviolent anger management and conflict resolution

School Discipline� teaching
Model nonviolent anger management and conflict resolution
Appropriate supervision
Respect private parts of others and others to do the same
Personal safety; peer pressure; Internet use

Adolescence Discipline� teaching
Dating violence
Model nonviolent anger management and conflict resolution

Note that topics may be reintroduced at successive visits
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that can be used by clinicians to
identify depression in mothers and
fathers.37,82 Familiarize yourself with
appropriate community resources,
and know how to respond if a care-
giver reports intimate partner vio-
lence or depression.

6. Guide parents in providing effec-
tive discipline.83 Encourage par-
ents to use alternatives to corpo-
ral punishment, such as time out
techniques and positive rein-
forcement. Brochures such as
those developed for the Con-
nected Kids program (http://aap.
org/connectedkids) and Bright
Futures (http://brightfutures.aap.
org) can be used to supplement
this discussion.

7. Talk to parents about normal sex-
ual development and counsel
them about how to prevent sexual
abuse. The AAP has developed an
educational toolkit that helps
health care professionals talk to
parents and patients about sexual

violence topics and provides them
with educational materials and
other resources (www.aap.org/
pubserv/PSVpreview/start.html).

8. Encourage caregivers to use the pe-
diatric office as a conduit to needed
expertise. Become knowledgeable
about resources in the community,
and, when appropriate, refer fami-
lies, especially stressed parents, to
these resources.

9. Advocate for community pro-
grams and resources that will
provide effective prevention, inter-
vention, research, and treatment
for child maltreatment and for
programs that address the under-
lying problems that contribute to
child maltreatment (eg, poverty,
substance abuse, mental health
issues, and poor parenting skills).

10. Advocate for positive behavioral
interventions and supports in
schools. Encourage schools to im-
plement effective and supportive
behavioral expectations and inter-

ventions. (More information about
school-based positive behavioral
interventions and support can be
found at www.pbis.org.)

11. Recognize signs and symptoms of
maltreatment and report sus-
pectedmaltreatment to the appro-
priate authorities.
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